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ABSTRACT

Many paradoxical phenomena related to clinical, immunological, and therapeutic dermatology have been
described. While some of them can be explained logically, the cause for others can only be speculated. Whenever
encountered in clinical practice, background knowledge of such paradoxes may be useful to the clinician.
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Diagnosing dermatological conditions has always
been intriguing. Many unrelated conditions
present with apparently similar morphology
that often prove challenging to the untrained
eyes. Furthermore, the existence of several
complicated synonyms for apparently ordinary
conditions do not help matters either. To add to
this, several paradoxes and misnomers related
to clinical, immunological, and therapeutic
dermatology have also been described. A basic
knowledge of such paradoxes, in addition to the
usual, may be helpful when such situations are
encountered in clinical practice.

A “paradox” is defined as a “seemingly absurd
or contradictory statement or proposition which
when investigated may prove to be well founded
ortrue.’" In contrast, a “misnomer” is a completely
inaccurate statement or assertion. There are
some well-known paradoxes in dermatology,
some of which can be explained logically or based
on evidence, while for some, only assumptions
or postulates are put forth. Furthermore, some
of these paradoxes are yet to be ascertained
any explanations. Following are some of such
paradoxes in dermatology compiled under
clinical, immunological, dermatopathological, and
therapeutic categories.

Paraben paradox
The “paraben paradox” is a well-known
phenomenon in allergic contact dermatitis.
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Parabens are esters of p-hydroxybenzoic acid.

Methyl, ethyl, propyl, and butyl p-hydroxybenzoates

are most commonly used in medications,

cosmetics, paste bandages, ultrasound gels,
dentifrices, suppositories, and foodstuffs. The
term “paraben paradox” was first coined by

Fisher in 1973.”1 He described two paradoxical

phenomena related to paraben:

e Paraben containing toiletries that are common
causes of contact allergy often produce false
negative results when patch tested on the
back.

e Many individuals who are allergic (patch test
positive) to parabens can continue using
cosmetics containing them on normal skin
without developing any dermatitis, but react
to such topical medications when applied over
compromised skin (e.g., venous ulcer).

Fisher attributed these phenomena to the
insufficiently low concentration of parabens in
such cosmetic preparations that fail to produce
contact allergy on normal skin and the fact
that patch testing is also carried over normal
skin. Cashman, et al.,®! in 2005, proposed the

“esterase” and “microbial metabolite” hypotheses

to explain the paraben paradox observed by

Fisher.

e The esterases present in subcutaneous
tissue hydrolyze the long chain
parabens (butylparaben) that are least
reactive, while the highly reactive short chain
parabens (methyl and propylparaben) are
metabolized by the esterases in epidermis.
A compromised epidermis is therefore
associated with altered metabolism and/or
increased penetration of such short chain
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highly reactive parabens into the subcutaneous tissue and
consequent allergic reaction.

e According to the microbial metabolite hypothesis, repeated
application of paraben containing topical preparations
leads to selective proliferation of paraben-resistant
microbial strains. These organisms hydrolyze parabens
to hydroxybenzoic acid, which induce or accentuate
sensitization.?!

Lanolin paradox

Similar to paraben paradox, the “lanolin paradox” was described
by Wolff in 1996.1 Lanolin is a natural product obtained from
sheep fleece that contains complex mixture of esters and
polyesters of high molecular weight alcohols and fatty acids.
Lanolin is mostly used in topical medications, emollients,
and cosmetics. Lanolin-sensitive patients often are patch
test negative to pure lanolin, which may be due to a low
concentration of allergens and also the fact that when used
“as is,” pure lanolin is a weak sensitizer.5*

Nail lacquers

Contact allergy to nail lacquers is quite frequent and mostly
attributed to the resins included in the products intended to
improve the gloss and adhesion of the lacquer film. Tosylamide/
formaldehyde resins are most commonly used in laquers.!
Allergic contact dermatitis to these resins may occur on any
part that are accessible to the nails (commonly the eyelids,
face, neck, and occasionally the thighs and genitalia) and
paradoxically in many, no signs of dermatitis are seen at the
periungal area.’®

Nickel Allergy

Among the metals causing contact allergy, nickel is by far
the most frequently encountered one, with sensitivity being
more common in women than men. The commonest mode
of primary nickel sensitization is by prolonged and direct skin
contact with corroded nickel-releasing objects. Oral exposure
to nickel was also shown to exacerbate the cutaneous
dermatitis, and such patients were benefited after reduction
of dietary nickel.l'® However, in some nickel insensitive
individuals, oral exposure (e.g., drinking water, dental braces)
may induce tolerance.l'"'?l Reduced incidence of cutaneous
eruption/exacerbation following low nickel diets in previously
sensitized individuals has been reported.'¥! Studies have also
shown localized oral as well as cutaneous exacerbation with
orthodontic implants in previously sensitized individuals.!'¥
On the other hand, lower incidence of oral contact reactions
following dental brace implants in nickel-sensitive patients
has also been described.[' These phenomena of tolerance
induction and reduced severity of the disease are attributed
to selective induction of a suppressor T-cell mediated
immunological tolerance or suppression of hypersensitivity
following oral nickel exposure.['?!
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Vitamin B12 deficiency

Mucocutaneous features of vitamin B12 deficiency include
glossitis, angular chelitis, cutaneous hyperpigmentation, and
hair depigmentation. Hyperpigmentation may be diffuse or
mottled with predilection for dorsa of hands, palmar creases,
knuckles, and flexures. The cause for hyperpigmentation is
attributed to decreased levels of reduced glutathione that
normally has an inhibitory effect on tyrosinase. Consequently,
decreased reduced glutathione is associated with increased
tyrosinase activity and melanin synthesis. Histopathology
reveals increased number or melanocytes in the basal
layer with melanin incontinence into the dermis. Associated
hair depigmentation, which may be diffuse or localized, is
considered to be a paradox, and Niiyama et al., proposed
that the pigmentary incontinence in hair follicles might lead to
cavities with resultant depigmentation as opposed to the skin
where hyperpigmentation results.['8'"]

Chronic renal failure

Patients with chronic renal failure (CRF) and/or those on
dialysis exhibit a variety of cutaneous pigmentary changes.
Pallor of the skin attributed to decreased hematopoiesis and
increased hemolysis is the earliest and commonest finding.["®
Hyperpigmentation, especially over the sun exposed areas, as
a result of altered renal metabolism of -melanocyte-stimulating
hormone and yellowish discoloration due to retention of
carotenoids and urochromes in the dermis are other cutaneous
pigmentary changes associated with CRF and dialysis.["
Hypopigmentation of the skin and hair has been described as
a paradoxical phenomenon and has been attributed to altered
phenylalnine metabolism generating tyrosinase-inhibiting
metabolites.?0-22

Exogenous ochronosis

Exogenous ochronosis is almost exclusively described in
blacks, especially in African women. Although hydroquinone
containing medications are widely used in the USA, the
condition is very uncommon there. This paradoxical sparing
of white skin is possibly due to the absence of factors seen in
blacks such as a higher enzyme activity associated with melanin
synthesis and intense ultraviolet (UV) exposure.?

Leucoderma in melanoma

Vitiligo-like leucoderma in melanoma is a well known, yet
infrequent phenomenon and is especially seen in patients on
immunotherapy.?4 Although vitiligo-like lesions are associated
with an advanced stage of the disease with metastases, it is
paradoxically associated with good prognosis.®?® Development
of leucoderma in melanoma may be limited to the lesion,
appear as a halo around the lesion, or be widespread and
possibly indicates a T-cell mediated immunological responsel?®!
that targets antigens present both on melanoma cells and on
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normal melanocytes as well (e.g., MART-1, tyrosinase, gp100,
tyrosinase-related protein 1 and 2),2” thus resulting in
melanoma regression and vitiligo.

Hypothyroidism

Hair changes in acquired hypothyroidism are predominantly
characterized by diffuse thinning and sparseness of body
and scalp hair. Loss of lateral one-third of the eyebrows
(Hertog’s sign) is a characteristic finding as well. In some
patients, especially among children, a paradoxical hypertrichosis
characterized by growth of coarse terminal hair is seen over
the shoulders, back, and outer surface of the lower limbs.[?829
Although the exact mechanism is unclear, several hypotheses
like associated hyperprolactinemia,®® prolongation of the
anagen,®' and an associated keratinization abnormality®®?
have been proposed.

Lichen planus

Itching is a consistent symptom of Lichen planus (LP) and
may range from mild to obdurate. Itching is particularly
present during the early eruptive stage and in hypertrophic LP.
Paradoxically, excoriations are conspicuously absent as the
patients rubs rather than scratches to gain relief and, hence,
the pathognomonic lesional morphology and Wickham'’s striae
all are well preserved.334

Bleeding diathesis in myeloproliferative disorders

The myeloproliferative disorders®! including essential
thrombocythemia, polycythemia vera, and primary myelofibrosis
are associated with an abnormally increased platelet count
that clinically manifests commonly with thrombotic episodes
affecting various organs. Paradoxically, a bleeding diathesis
may also be encountered, especially with higher platelet
counts (>1000 x 10%L)E¥ that may range from ecchymoses
or mucosal bleeds to dreadful internal hemorrhage. This is
due to an acquired von Willebrand disease (loss of large
von Willebrand factor multimers that results in its functional
defect) and/or qualitative platelet defects (acquired storage
pool disorder).®"

Familial occurrence of sporadic diseases

Certain genodermatoses that almost exclusively occur
sporadically have been unusually described to be occurring
in a familial pattern affecting different generations. Several
explanations like multifactorial etiology®® or an autosomal
dominant inheritance with variable expressivity® have been
proposed for such paradoxical occurrence. In 1993, Happle
described the concept of paradominant inheritance pattern
to explain such observations.*% Accordingly, individuals
heterozygous for a “paradominant trait” transmit the mutated
gene through several generations imperceptibly, and the
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condition manifests clinically only when an additional somatic
mutation occurs in the early embryogenesis, which leads to
loss of heterozygosity. Few examples for such paradominant
traits include Becker’s nevus syndrome,*" Klippel-Trenaunay
syndrome, %42 large congenital melanocytic nevi,“3 congenital
triangular alopecia,*! and some vascular malformations.

Melanoma and sun exposure

Sun exposure is undoubtedly a significant risk factor for the
development of cutaneous melanoma. However, the incidence
or risk of development of melanoma is determined by the type
of sun exposure. Intermittent, recreational exposure, and a
history of sunburns in childhood are perhaps more important
in melanoma causation rather than continuous, occupational
exposure without history of sunburn. Paradoxically, continuous
exposure has been shown to be beneficial or be protective
against melanoma development. Photoadaptation (increased
melanization and epidermal thickening) and protective effects of
vitamin D are possibly associated with continuous solar exposure
that reduces melanoma risk.*4€! The mortality in melanomas
associated with chronic sun exposure is also paradoxically less
as compared to those associated with no such exposure.*”

Neuroblastoma

Although the stage IV-S neuroblastoma® is associated with
distant metastases, the prognosis, however, is paradoxically
favorable. The tumor may remit spontaneously®! or transform into
a benign ganglioneuroma.®™ Based on this biological behavior
of the tumor, infants with stage 1V-S disease are best observed
carefully with minimal intervention. The mortality in these patients
has been attributed to the complications secondary to the massive
hepatomegaly leading to respiratory distress, and disseminated
intravascular coagulation. It is only under these circumstances
that an aggressive treatment approach is warranted.®" Studies
have also shown that complete resection of the primary tumor
does not alter the overall outcome of the disease.®?

Target cell and viral load

The CD4+ T-lymphocytes are the target cells for the HIV.
A paradoxical feature of long-term HIV-1 infection is the inverse
relationship between the levels of these CD4 T-cells and the
viral load in the blood.®¥ With advancing depletion in the
target CD4+ cells, there is increase in the plasma viral load.
This paradox could be explained by increased viral production
per infected CD4+ cell in the setting of a weaning (possibly
CD8+ mediated) immune surveillance.® Also, the tissue
macrophages serve as an alternate reservoir in which the HIV
replicate even with declining CD4+ cell count.l®
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Hyperimmune conditions in AIDS

Various “AIDS defining” ilinesses like oral hairy leukoplakia,
giant molluscum contagiosum, bacillary angiomatosis, systemic
mycoses, and atypical mycobacterial infections occur when
the CD4+ T-cell count falls below 200/uL and are indicative of
profound immunodeficiency. However, at this stage, several
non-infectious inflammatory hyperimmune dermatoses
including eosinophilic folliculitis, intense hypersensitivity
to insect bites (manifesting as pruritic papular eruptions),
seborrheic dermatitis, and drug hypersensitivity are also
encountered.® The exact cause of this paradox has not
been delineated, but a T-helper-2 (T,;2) immune response
that predominates in progressive HIV disease might possibly
facilitate the development of such disorders. 7%

HIV and human papilloma virus

Patients seropositive for HIV have more extensive and high-risk
human papilloma virus (HPV) associated diseases. This is
attributed to the progressive decline in the CD4+ T-cells that
allow an increased prevalence of HPV-related infections,
type-specific persistence, and an increase in HPV-associated
malignancies. Although highly active anti-retroviral
therapy (HAART) has a positive impact on patients’ lives by
reconstituting CD4+ T-cell count and decreasing the viral load,
paradoxically however, the incidence of HPV-induced diseases
has increased rather than decreased since the introduction of
HAART.%62 This may partly be due to increased exposure
to diverse HPV types, particularly high-risk types that persist
longer in anogenital regions, to this upgrading immunity. Also,
persistent or emergent HPV disease in HIV infection might
represent persistent or modulated immune dysregulation after
HAART initiation and, hence, may be viewed as a form of
immune reconstitution associated disease.®®

Psoriasis and HIV

Psoriasis, a T-cell mediated dermatosis that responds to T-cell
immunosuppressants (e.g., cyclosporine), is seen to exacerbate
or occur in severe or recalcitrant forms in HIV infected
patients.® Furthermore, with advancing immunosuppression
and declining CD4+ T-cell counts, psoriasis and psoriatic
arthropathy worsen and improve with HAART initiation.!®® This
paradoxical exacerbation is possibly due to loss of regulatory
T-cells and increased activity of CD8+ T-cells.® Opportunistic
infections, especially candidiasis and staphylococcal infections,
or drugs may also contribute to the flare of psoriasis in HIV
infected patients.®4

Leprosy and HIV

Leprosy in HIV infected patients behaves no differently than
in the non-infected individuals. In contrast to tuberculosis, the
natural course leprosy is not altered with HIV co-infection. The
clinical, immunological, and pathological features are the same
even in progressive HIV disease and the granuloma formation,
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in contrast to tuberculosis, remains well-preserved even with
declining T-cell mediated immunity—the so-called “granuloma
paradox”. This paradox may be due to the differences between
the activation state and rates of cell turnover within leprosy
and tuberculosis granulomas that differentially affect the
susceptibility of the granulomas to HIV.167-69

Leprosy and host T-cell immunity

After acquiring the infection, the pathogenesis of leprosy and
the consequent clinical manifestations are largely determined
by the extent of host T-cell mediated immunity mounted
against Mycobacterium leprae. In children, the indeterminate,
tuberculoid, and bordeline tuberculoid forms predominate and,
paradoxically, multibacillary disease is rare even in those with
poor cell-mediated immunity.®

Phenomenon of compartmentalization
Compartmentalization of inflammatory cells in the peripheral
tissues is one of the proposed mechanisms for peripheral
anergy seen in some immune-mediated disorders. In the
following instances, although an intense immunological
activity occurs in the involved tissues, there is however, a
global reduction in immune response to antigens (anergy) or
peripheral immune-cytopenia.

1. Sarcoidosis

Sarcoidosis is a multisystem disorder in which involved
organs and tissues exhibit a common pathological change,
the non-caseating granuloma, mediated by CD4 + helper
T-cells of the T,1 subtype. On the one hand, affected organs
express intense immune response, while, on the other, there is
a globally decreased delayed type hypersensitivity to common
antigens (anergy). This paradox is particularly evident during
the active phase of the disease. Compartmentalization of
monocytes and T-lymphocytes in the peripheral tissues is one
of the proposed mechanisms for peripheral lymphopenia and
anergy."! A recent study showed that, in sarcoidosis, there is an
expansion of regulatory T-cells (CD4+, CD25") that suppress
naive T-cell proliferation, leading to anergy, but are unable to
completely suppress tumor necrosis factor alfa (TNF-a), which
is principally involved in the disease pathogenesis.l?

2. Psoriasis

In similarity with the phenomenon of compartmentalization
in sarcoidosis, psoriasis is characterized by reduced levels
of circulating natural killer (NK) cells™ as they are dedicated
to in the pathogenesis of the disease, which is evidenced by
increased levels of perforin (cytolytic product of the NK cells)
in the epidermis of psoriatic plaques.! A similar phenomenon
is also seen in other autoimmune diseases like rheumatoid
arthritis.[®!
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Androgens and hair growth

Hair growth in human beings is influenced by the circulating
androgen levels. However, this influence is not uniform for all
the hairs. At puberty, the beard and other secondary sexual
hairs grow, the scalp hair is gradually lost, while the eyebrows
and eyelashes remain unchanged.™ This paradoxical effect
of androgen at different hair bearing sites is attributed to
the differential response of the follicular dermal papillae to
androgen stimulation in these sites."®! In response to androgen
stimulation, the dermal papillae in the beard area secrete various
autocrine growth factors, including the insulin-like growth factor
1 (IGF1), which has a stimulatory effect on the follicles.’”? On
the scalp, however, these papillae secrete transformation
growth factor beta1 (TGF-p1) that has an inhibitory effect on
the hair follicles. This TGF-1 mediated activity is maximum in
the anterior aspect of the scalp, especially so, over the temples
and hence, the development of “patterned” hair loss.["®

Immune dysregulation in ataxia telangiectasia

Ataxia telangiectasia (AT) is a rare autosomal recessive disorder
due to mutations in ATM (ataxia telangiectasia mutated) gene
that encodes a phosphatidyl kinase involved in cell cycle
control and DNA repair. AT is characterized by progressive
neurodegeneration, oculocutaneous telangiectasia, variable
immunodeficiency, and a high predisposition for lymphoreticular
malignancies. Most common immunodeficiency profile,
especially in those with complete absence of ATM gene activity,
is that of IgA deficiency (especially IgA2) and lymphopenia
(both T and B cells, except NK cells). Paradoxically, IgM,
IgA, and IgG can be elevated in some patients, including
monoclonal gammopathy in more than 10% of cases. The
ATM gene also plays a role in immunoglobulin class switch
recombination (Ig-CSR), which may be the cause for elevation
of IgM. Concurrent infections may be also be related to such
elevations.[79:80

Psoriasis and pregnancy

Being a T-cell (T,1) mediated disorder, psoriasis in general,
has been shown to improve during pregnancy, which is
associated with a shift of T, 1 to T, 2 cytokine profile.®" This
shift is attributed to elevated estrogen®? and progesteronet®' %l
individually (as both are known to have immunosuppressive
functions) and to the altered estrogen progesterone ratio®
in general as well. Paradoxically, some pregnancies are
associated either with no change or even worsening of
the disease, which has been postulated to be due to the
achievement of lower levels of elevation in estrogen relative
to progesterone as compared to those pregnancies in which
psoriasis improves.®? Also, impetigo herpetiformis, a type of
pustular psoriasis is induced by pregnancy.

Lupus anticoagulant
Antiphospholipid syndrome (APS) is defined as per the

Indian Dermatology Online Journal - April-June 2013 - Volume 4 - Issue 2

international consensus statement preliminary criteria for
antiphospholipid antibody syndrome.!*¢#% The syndrome
is mainly characterized by thrombotic events, recurrent
pregnancy loss, and thrombocytopenia that are associated
with antiphospholipid antibodies in the serum including
anti-cardiolipin, anti-B2-glycoprotein I (3,GPI) antibodies, and
lupus anticoagulant (LA). Several mechanisms have been
proposed for the development of thrombosis such as promotion
of coagulation reactions, interference with anticoagulant or
fibrinolytic pathways, and platelet activation.®® The current
consensus on the mechanism leading to the development of
thrombosis in APS is the one mediated by anti-B,GPI antibodies.
Binding of anti-B,GPI antibodies leads to the disruption of a
crystal shield of annexin V that covers the platelet membrane
and normally prevents binding of procoagulant molecules to
its surface.%8¢ The LA however is associated with thrombosis
in vivo, whereas, in vitro, is seen to prolong the coagulation
tests that are employed to detect it and hence its name. The
exact mechanism of this paradox as to how an “anticoagulant”
promotes thrombosis in vivo remains to be clearly elucidated.®”

Pauci-inflammatory photodermatitis

Polymorphic light eruption (PLE) is most common among the
idiopathic photodermatoses. It is common in the first decades
of life with females being more affected than males. As the
name suggests, PLE manifests in different morphological
patterns (papular, papulovsicular, erythematous, eczematous,
or plaque like).88 Prominent histopathological features include
epidermal spongiosis and exocytosis with perivascular lymphoid
infiltrate that is milder in early lesions and moderate-to-intense
in late lesions. Mural and endothelial edema is also noted in
the dermal vessels.®¥ In some cases, clinically obvious lesions
are discordantly associated with no or minimal histopathological
changes. Such paradoxical photosensitive lesions are
described under pauci-inflammatory photodermatitis.*%

Sebaceous glands in aging skin

In the elderly, in spite of decreased output from sebaceous
glands, which is attributed to decreased adrenal and gonadal
androgen synthesis,®" their sizehowever, is increased owing
to decreased cell turnover.

Certain conditions exhibit considerable discrepancy between
their clinical behavior and histological features. A seemingly
benign histological profile of a condition may be associated
with a paradoxically aggressive clinical behavior or significant
morbidity and vice-versa. Following are examples of such
conditions:
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Infantile fibromatosis

Infantile fibromatosis is one of the locally recurring fibromatoses
that is histologically characterized by homogenous proliferation
of bundles of spindle shaped cells with bland nuclei, indicating
entirely banal nature of the lesion. The clinical behavior
is however that of a rapidly growing tumor with potential
to reach significant size and entrap vascular, neural, and
articular structures, leading to morbidity. They are also
persistent and promptly recur following excision. However,
unlike fibrosarcoma, the lesions do not metastasize. Similarly,
nodular fasciitis, a reactive myofibroblastic proliferation shows
completely benign histopathological features, but paradoxically,
it is a more rapidly growing lesion than any other potentially
more aggressive process.*

Myofibromatosis

Myofibromatosis is characterized by multiple lesions affecting
the subcutaneous tissue as well as the viscera that may be
associated with a poor prognosis, not because of its clinical
and pathological behavior (which is totally benign), but due to
its sheer numbers in vital organs that compromise their function
with possible fatality.!*?

Lymphomatoid papulosis

Lymphomatoid papulosis (LyP) is a condition characterized
by a benign clinical picture, but, histopathologically shows
features of cutaneous (CD30+) lymphoma. LyP is characterized
by papules papulonecrotic or papulonodular lesions, affecting
predominantly the upper trunk and proximal limbs of adult
females, which are otherwise innocuous. The characteristic
feature of Lyp is the occurrence of the lesions in recurrent
crops that typically evolve rapidly within a few days and resolve
spontaneously over few weeks to months, leaving behind
atrophic scarring in many. Such crops recur every few months
without any obvious inciting factors. Histopathologically, LyP
is characterized by the presence of atypical lymphocytes with
large nuclei and abnormal mitoses. Based on the predominant
population of the cells, LyP is grouped into type A (Hodgkin’s
lymphoma like), type B (mycosis fungoides like), and type C
(large anaplastic B cell lymphoma like).!®3! Approximately,
5-10% of LyP progress to malignant lymphoma, mostly to
mycosis fungoides.

Basal cell carcinoma

Basal cell carcinoma (BCC) is the most common neoplasm
occurring in humans. It is a neoplasm arising from the basal
cells of the epidermis and also from outer root sheath of
pilosebaceous units in a minority. Histopathologically, though
numerous mitoses® are present, clinically the tumor is
very slow growing. This paradox has been attributed to the
correspondingly high apoptotic index with low expression of
survivin, an apoptosis inhibitor in BCCs.[®%!
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Aging skin

In chronologically aging skin, the elastic fibers gradually lessen,
most likely due to enzymatic degradation of elastin.® Together
with decreased elastin, the skin becomes wrinkled, saggy, and
inelastic, due to decreased collagen synthesis. Paradoxically,
the photo-aged skin shows focally increased elastin owing to
UV-induced transcriptional activation of the elastin gene®® and
lysozyme-induced reduction in leukocyte elastase activity.®"!
Together with heliodermatitis,® photo-aged skin appears
thick, dry, rough, deeply wrinkled, and inelastic owing to the
disarrangement of collagen and elastic fibers.[®8!

Antihistamine-induced urticaria

Antihistamines are the first-line treatment for urticaria, which
are generally quite safe, allowing long-term administration.
Paradoxically, antihistamine-induced urticaria, which, although
uncommon, has been encountered, leading to confusion
in the clinical setting. Lee, et al., reviewed 16 reports on
antihistamine-induced urticaria that showed cetirizine being the
most commonly reported culprit. The exact mechanism of this
paradox is not clear. Type | and IV hypersensitivity reactions to
antihistamines, non-immune mast cell activation-degranulation,
and intolerance to antihistamines have been speculated.®®

Anti-TNF-a biological induced psoriasis

The anti-TNF-a biologicals are being used to treat many
inflammatory and autoimmune dermatoses. They (infliximab
and etanercept) are especially used for recalcitrant extensive
plaque psoriasis, generalized pustular psoriasis, and
psoriatic arthritis. Cutaneous adverse effects of these agents
include lichenoid, eczematous, urticarial, and other forms
of lesions.l'”! One of the perplexing side effects of these
agents is the induction and/or exacerbation of psoriasis
itself. There are many published reports of such anti-TNF
biological induced (new-onset psoriasis in absence of past
or family history) as well as exacerbated psoriasis (plaque
and pustular types).['?>1%1 The exact pathophysiology of this
paradox is unclear and, moreover, such psoriatic lesions are
identical both clinically and histologically to idiopathic psoriasis.
Unhindered interferon-a. (IFN-a.) release by plasmacytoid
dendritic cells (PDC) in the background of TNF-a inhibition
is one of the proposed mechanisms. Increased IFN-a also
induces expression of CXCR-3 chemokine receptor on T-cells
that facilitates their homing to the skin, which is also considered
to be a mechanism of psoriasis induction or exacerbation in
patients receiving anti-TNF-o biologicals.!'9410%

Anti-TNF-« biological-induced vasculitis
Infliximab has been used in the treatment of refractory
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systemic vasculitis with great benefits.['%! However, anti-TNF-o.
biologicals have been paradoxically reported to induce
vasculitis in patients with rheumatic diseases. In a recent
study, cutaneous as well as systemic (renal vasculitis and
peripheral neuropathy) vasculitis developed in equal number
of patients treated with anti-TNF-o. agents for rheumatoid
arthritis and inflammatory bowel disease. As these diseases
themselves may be associated with cutaneous vasculitis, the
authors laid down criteria so as to attribute the development
of vasculitis to the anti-TNF-o. agents administered.!"?”
Although the exact cause of such vasculitis is unclear,
development of auto-antibodies against these anti-TNF-o
agents with subsequent immune complex deposition and
inflammation is one of the proposed mechanisms.['%.1%% Another
hypothesis is the increased IFN-o (see above) mediated
induction of autoimmune diseases like lupus erythematosus
dermatomyositis including vasculitis.!'®

Anti-TNF-o agent-induced sarcoidosis

Similar to vasculitis, the anti-TNF-o. agents are useful in
refractory sarcoidosis and here as well, these agents may
paradoxically induce sarcoid-like granulomas (cutaneous and
pulmonary). The mechanism of such granuloma development
has again been attributed to increased IFN-co., which mediates
granuloma formation to the antigenic stimuli, possibly
M. tuberculosis (pulmonary) and P. acnes (cutaneous).[''"]

Isotretinoin and acne fulminans

Acne fulminans is a severe form of acne with systemic
features, that may occur in some predisposed individuals as a
hypersensitivity reaction to P. acnes.l''? The treatment of choice
is a sequential therapy beginning with systemic corticosteroids
to combat the early crisis followed by addition of low-dose oral
isotretinoin for 3-4 months with the steroids being tapered off
gradually. However, isotretinoin must be used with caution,
as paradoxical induction/exacerbation of acne fulminans has
been reported.['3-115]

Topical calcineurin inhibitors (TCls)-induced rosacea
TheTCls like tacrolimus and pimecrolimus are relatively
newer topical treatment modalities used for the treatment of
rosaceal'’® and have been found to be both effective and safe.
However, reports of rosaceiform dermatitis following long-term
usage of these agents have also been documented. Topical
immunosuppressive effects of the TCls leading to overgrowth
of Demodex mites in skin together with their inherent vasoactive
properties possibly act synergistically leading to “iatrogenic
rosacea.”l'!7-119

D-penicillamine-induced pseudoscleroderma

D-penicillamine is used as an antifibrotic agent in treatment
of systemic sclerosis, as it is a known lathyrogen that acts
by interfering with cross-linking of collagen. It is generally
recommended in early disease with progressive skin changes,
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pulmonary compromise, or renal disease.l'? Paradoxically,
morphea-like cutaneous lesions (pseudoscleroderma) have
been reported in patients receiving D-penicillamine for other
indications.['21122]

H1-antihistamine-induced seizures

The H1-antihistamines are widely used for various pruritic
conditions. These are traditionally grouped into first generation
and second generation H1-antihistamines, based on their ability
to produce sedation. The first generation H1-antihistamines
cross the blood—brain barrier and hence, are sedative.
In infants and children, these “sedative” first generation
H1-antihistamines may paradoxically precipitate seizures,
especially in known epileptics or cases of febrile convulsions.!'?!
In infants and children, the histaminergic system is probably a
more important inhibitory system in the central nervous system
than the y-aminobutarate (GABA-nergic) system with regard
to convulsions. Hence, the first generation H1-antihistamines
may reduce the threshold for seizure precipitation by blocking
the histamine activity.['?4

Q-switched laser-induced tattoo darkening

The Q-switched lasers are currently the lasers of choice for the
treatment of tattoos. Although post-treatment hyperpigmentation is
not infrequently encountered, it is generally transient. Paradoxical
darkening of the tattoos, especially the red, white, or flesh-toned
ones occur occasionally and the patients must be informed
beforehand about this. These tattoo pigments often contain
ferric oxide (rust-brown color) and titanium dioxide (white color).
Following laser treatment, these pigments get reduced to ferrous
oxide (black color) and blue-colored titanium dioxide respectively,
resulting in immediate post-treatment darkening of such tattoos.['*!

Intense pulsed light (IPL)-induced hypertrichosis

Unwanted hair removal with lasers and IPL is becoming
widely popular as it is both effective and safe. Choosing an
appropriate treatment modality (laser or IPL), appropriate
wavelength, and appropriate pulse width and fluence to deliver
the wavelength at, are all imperative for optimal treatment
outcome, as paradoxical hypertrichosis has been observed
after laser treatment, especially in dark-skinned individuals.
This occurrence has been attributed to the suboptimal fluences
that possibly stimulate the follicles.!"?®!

1. Oxford dictionaries. Available from: http://oxforddictionaries.com/

definition/english/paradox [Last accessed on 2013 Jan 20].
. Fisher AA. The paraben paradox. Cutis 1973;12:830-2.

3. Cashman AL, Warshaw EM. Parabens: A review of epidemiology,
structure, allergenicity, and hormonal properties. Dermatitis
2005;16:57-66.

4. WolfR. The lanolin paradox. Dermatology 1996;192:198-202.

139



10.

11.

12.

13.

14.

15.

17.

18.

20.

21.

22.

23.

24.

25.

26.

140

Adya, et al.: Paradoxes in dermatology

Lee B, Warshaw E. Lanolin allergy: History, epidemiology, responsible
allergens, and management. Dermatitis 2008;19:63-72.

Cronin E. Lanolin dermatitis. Br J Dermatol 1966;78:167-74.

De Berkar DA, Baran R. Disorders of nails. In: Burns T, Breathnach S,
Cox N, Griffiths C, editors. Rook’s Textbook of Dermatology. 8" ed.
Oxford: Wiley-Blackwell; 2010. p. 65.1-65.57.

Lidén C, Berg M, Farm G, Wrangsjé K. Nail varnish allergy with
far-reaching consequences. Br J Dermatol 1993;128:57-62.

White JM, de Groot AC, White IR. Cosmetics and skin care products.
In: Johansen JD, Frosch PJ, Lepoittevin JP, editors. Contact Dermatitis.
5™ ed. Berlin: Springer; 2011. p. 591-605.

Veien NK, Hattel T, Laurberg G. Low nickel diet: An open, prospective
trial. J Am Acad Dermatol 1993;29:1002-7.

White JM, Goon AT, Jowsey IR, Basketter DA, Mak RK, Kimber I, et al.
Oral tolerance to contact allergens: A common occurrence? A review.
Contact Dermatitis 2007;56:247-54.

Van IM, Andersen KE, Von Blomberg BM, Boden D, Bruynzeel DP,
Burrows D, et al. Reduced frequency of nickel allergy upon oral nickel
contact at an early age. Clin Exp Immunol 1991;85:441-5.

Santucci B, Cristaudo A, Cannistraci C, Picardo M. Nickel sensitivity:
Effects of prolonged oral intake of the element. Contact Dermatitis
1988;19:202-5.

Schultz JC, Connelly E, Glesne L, Warshaw EM. Cutaneous and oral
eruption from oral exposure to nickel in dental braces. Dermatitis
2004;15:154-7.

Kerosuo H, Kullaa A, Kerosuo E, Kanerva L, Hensten-Pettersen A.
Nickel allergy in adolescents in relation to orthodontic treatment and
piercing of ears. Am J Orthod Dentofacial Orthop 1996;109:148-54.
Jen M, Shah KN, Yan AC. Cutaneous changs in nutritional diseases. In:
Wolff K, Goldsmith LA, Katz SI, Gilchrest BA, Paller AS, Leffell DJ,
editors. Fitzpatrick’s Dermatology in General Medicine. 7" ed.
New York: The McGraw-Hill Companies; 2008. p. 1201-18.

Niiyama S, Mukai H. Reversible cutaneous hyperpigmentation and
nails with white hair due to vitamin B12 deficiency. Eur J Dermatol
2007;17:551-2.

Cox NH, Coulson IH. Systemic disease and the skin. In: Burns T,
Breathnach S, Cox N, Griffiths C, editors. Rook’s Textbook of
Dermatology. 8" ed. Oxford: Wiley-Blackwell; 2010. p. 62.1-62.113.
Udayakumar P, Balasubramanian S, Ramalingam KS, Lakshmi C,
Srinivas CR, Mathew AC. Cutaneous manifestations in patients with
chronic renal failure on hemodialysis. Indian J Dermatol Venereol Leprol
2006;72:119-25.

Gharibi L, Zouhair K, Ramdani B, Benchikhi H. Hair lightening in an
hemodialysis patient treated by heptaminol (heptamyl). Dermatol Online
12009;15:16.

Lapeere H, Boone B, de Schepper S, Verhaeghe E, Ongenae K, Van
Geel N, et al. Hypomelanoses and hypermelanoses. In: Wolff K,
Goldsmith LA, Katz SI, Gilchrest BA, Paller AS, Leffell DJ, editors.
Fitzpatrick’s Dermatology in General Medicine. 7" ed. New York: The
McGraw-Hill Companies; 2008. p. 622-40.

Hmida MB, Turki H, Hachicha J, Reygagne P, Rabier D, Zahaf A, et al.
Hypopigmentation in hemodialysis. Acquired hair and skin fairness in a
uremic patient undergoing maintenance hemodialysis: Case report and
review of the literature. Dermatology 1996;192:148-52.

Berth-Jones J. Topical therapy. In: Burns T, Breathnach S, Cox N,
Griffiths C, editors. Rook’s Textbook of Dermatology. 8" ed. Oxford:
Wiley-Blackwell; 2010. p. 73.1-73.52.

Daneshpazhooh M, Shokoohi A, Dadban A, Raafat J. The course
of melanoma-associated vitiligo: Report of a case. Melanoma Res
2006;16:371-3.

Wang JR, Yu KJ, Juan WH, Yang CH. Metastatic malignant melanoma
associated with vitiligo-like depigmentation. Clin Exp Dermatol
2009;34:209-11.

Becker JC, Guldberg P, Zeuthen J, Brocker EB, Straten PT. Accumulation
of identical T cells in melanoma and vitiligo-like leukoderma. J Invest

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

S1.

Dermatol 1999;113:1033-8.

Cunha D, Pacheco FA, Cardoso J. Vitiligo: A good prognostic factor in
melanoma? Dermatol Online J 2009;15:15.

Perloff WH. Hirsutism-a manifestation of juvenile hypothyroidism.
JAMA 1955;157:651-2.

Stern SR, Kelnar CJ. Hypertrichosis due to primary hypothyroidism.
Arch Dis Child 1985;60:763-6.

Sharma D, Shanker V, Tegta G, Gupta M, Verma GK. Clinico-investigative
profile of patients of hirsutism in a tertiary level institution. Int J
Trichology 2012;4:69-74.

Camcho-Martinez FM. Hypertrichosis. In: Blume-Peytavi U, Tosti A,
Whiting DA, Triibe R, editors. Hair Growth and Disorders. 1% ed. Berlin:
Springer; 2008. p. 333-56.

Maekawa Y. Rolled hair and hypertrichosis: A manifestation of juvenile
hypothyroidism. J Dermatol 1983;10:157-60.

Berathnach SM. Lichen planus and lichenoid disorders. In: Burns T,
Breathnach S, Cox N, Griffiths C, editors. Rook’s Textbook of
Dermatology. 8" ed. Oxford: Wiley-Blackwell; 2010. p. 41.1-41.28.
Reich A, Welz-Kubiak K, Szepietowski JC. Pruritus differences between
psoriasis and lichen planus. Acta Derm Venereol 2011;91:605-6.
Campbell PJ, Green AR. The myeloproliferative disorders. N Engl J
Med 2006;355:2452-66.

Cox NH, Piette WW. Purpura and microvascular occlusion.
In: Burns T, Breathnach S, Cox N, Griffiths C, editors. Rook’s
Textbook of Dermatology. 8" ed. Oxford: Wiley-Blackwell; 2010.
p. 49.1-49.51.

Deshmukh A, Subbiah SP, Malhotra S, Deshmukh P, Pasupuleti S,
Mohiuddin S. Spontaneous hemopericardium leading to cardiac
tamponade in a patient with essential thrombocythemia. Cardiol Res
Pract 2011;2011:247814.

Aclvoet GE, Jorens PG, Roelen LM. Genetic aspects of the
Klippel-Trenaunay syndrome. Br J Dermatol 1992;126:603-7.

Blei F, Walter J, Orlow SJ, Marchuk DA. Familial segregation of
hemangiomas and vascular malformations as an autosomal dominant
trait. Arch Dermatol 1998;134:718-22.

Happle R. Klippel-Trenaunay syndrome: Is it a paradominant trait? Br
J Dermatol 1993;128:265.

Luna PC, Nocito MJ, Cafiadas NG, Posse ML, Marchesi C, Lustia MM,
et al. Becker nevus syndrome. Report of three cases. Dermatol Argent
2008;14:379-82.

Hofer T, Frank J, Itin PH. Klippel-Trenaunay syndrome in a monozygotic
male twin: Supportive evidence for the concept of paradominant
inheritance. Eur J Dermatol 2005;15:341-3.

Danarti R, Konig A, Happle R. Large congenital melanocytic nevi may
reflect paradominant inheritance implying allelic loss. Eur J Dermatol
2003;13:430-2.

Happle R. Congenital triangular alopecia may be categorized as a
paradominant trait. Eur J Dermatol 2003;13:346-7.

Newton-Bishop JA, Chang YM, Elliott F, Chan M, Leake S,
Karpavicius B, et al. Relationship between sun exposure and melanoma
risk for tumours in different body sites in a large case-control study in
a temperate climate. Eur J Cancer 2011;47:732-41.

Parkin DM, Mesher D, Sasieni P. Cancers attributable to
solar (ultraviolet) radiation exposure in the UK in 2010. Br J Cancer
2011;105 (Suppl 2):S66-9.

Corona R. Another paradigm lost or just a paradox? Arch Dermatol
2005;141:1587-8.

Neuroblastoma. Available from: http://en.wikipedia.org/wiki/
Neuroblastoma [Last accessed on 2013 Feb 1].

Rangecroft L, Lauder I, Wagget J. Spontaneous maturation of stage IV-S
neuroblastoma. Arch Dis Child 1978;53:815-7.

Evans AE, Baum E, Chard R. Do infants with stage IV-S neuroblastoma
need treatment? Arch Dis Child 1981;56:271-4.

Nickerson HJ, Matthay KK, Seeger RC, Brodeur GM, Shimada H,

Indian Dermatology Online Journal - April-June 2013 - Volume 4 - Issue 2



52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

Adya, et al.: Paradoxes in dermatology

Perez C, et al. Favorable biology and outcome of stage IV-S
neuroblastoma with supportive care or minimal therapy: A Children’s
Cancer Group study. J Clin Oncol 2000;18:477-86.

Guglielmi M, De Bernardi B, Rizzo A, Federici S, Boglino C,
Siracusa F, et al. Resection of primary tumor at diagnosis in stage
IV-S neuroblastoma: Does it affect the clinical course? J Clin Oncol
1996;14:1537-44.

Harrington PR, Swanstrom R. The biology of HIV, SIV, and other
lentiviruses. In: Holmes KK, Sparling PF, Stamm WE, Piot P,
Wasserheit JN, Corey L, ef al. editors. Sexually Transmitted Diseases.
4" ed. New York: The McGraw-Hill Companies; 2008. p. 323-39.

Jin X, Bauer DE, Tuttleton SE, Lewin S, Gettie A, Blanchard J, et al.
Dramatic rise in plasma viremia after CD8(+) T cell depletion in simian
immunodeficiency virus-infected macaques. J Exp Med 1999;189:991-8.
Igarashi T, Brown CR, Endo Y, Buckler-White A, Plishka R,
Bischofberger N, et al. Macrophage are the principal reservoir and
sustain high virus loads in rhesus macaques after the depletion of CD4+T
cells by a highly pathogenic simian immunodeficiency virus/HIV type 1
chimera (SHIV): Implications for HIV-1 infections of humans. Proc Natl
Acad Sci U S A 2001;98:658-63.

Colven R. Generalized cutaneous manifestations of STD and HIV
infection: Typical presentations, differential diagnosis and management.
In: Holmes KK, Sparling PF, Stamm WE, Piot P, Wasserheit JN, Corey L,
et al. editors. Sexually Transmitted Diseases. 4" ed. New York: The
McGraw-Hill Companies; 2008. p. 1177-97.

Saavedra A, Johnson RA. Cutaneous manifestations of human
immunodeficiency virus disease. In: Wolff K, Goldsmith LA, Katz SI,
Gilchrest BA, Paller AS, Leffell DJ, editors. Fitzpatrick’s Dermatology
in General Medicine. 7" ed. New York: The McGraw-Hill Companies;
2008. p. 1927-40.

Amerio P, Verdolini R, Proietto G, Feliciani C, Toto P, Shivji G, et al.
Role of Th2 cytokines, RANTES and eotaxin in AIDS-associated
eosinophilic folliculitis. Acta Derm Venereol 2001;81:92-5.

Van der Burg SH, Palefsky JM. Human Immunodeficiency Virus and
Human Papilloma Virus-why HPV-induced lesions do not spontaneously
resolve and why therapeutic vaccination can be successful. J Transl Med
2009;7:108.

De Vuyst H, Lillo F, Broutet N, Smith JS. HIV, human papillomavirus,
and cervical neoplasia and cancer in the era of highly active antiretroviral
therapy. Eur J Cancer Prev 2008;17:545-54.

Handisurya A, Rieger A, Bankier A, Koller A, Salat A, Stingl G, et al.
Human papillomavirus type 26 infection causing multiple invasive
squamous cell carcinomas of the fingernails in an AIDS patient under
highly active antiretroviral therapy. Br J Dermatol 2007;157:788-94.
Fife KH, Wu JW, Squires KE, Watts DH, Andersen JW, Brown DR.
Prevalence and persistence of cervical human papillomavirus infection
in HIV-positive women initiating highly active antiretroviral therapy.
J Acquir Immune Defic Syndr 2009;51:274-82.

Meys R, Gotch FM, Bunker CB. Human papillomavirus in the era
of highly active antiretroviral therapy for human immunodeficiency
virus: An immune reconstitution-associated disease? Br J Dermatol
2010;162:6-11.

Duvic M, Johnson TM, Rapini RP, Freese T, Brewton G, Rios A.
Acquired immunodeficiency syndrome-associated psoriasis and Reiter’s
syndrome. Arch Dermatol 1987;123:1622-32.

Obuch ML, Maurer TA, Becker B, Berger TG. Psoriasis and human
immunodeficiency virus infection. J Am Acad Dermatol 1992;27:667-73.
Gudjonsson JE, Johnston A, Sigmundsdottir H, Valdimarsson H.
Immunopathogenic mechanisms in psoriasis. Clin Exp Immunol
2004;135:1-8.

Kwobah CM, Wools-Kaloustian KK, Gitau JN, Siika AM. Human
immunodeficiency virus and leprosy coinfection: Challenges in
resource-limited setups. Case Rep Med 2012;2012:698513.

Pereira GA, Stefani MM, Aratjo Filho JA, Souza LC, Stefani GP,

Indian Dermatology Online Journal - April-June 2013 - Volume 4 - Issue 2

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

Martelli CM. Human immunodeficiency virus type 1 (HIV-1) and
Mycobacterium leprae co-infection: HIV-1 subtypes and clinical,
immunologic, and histopathologic profiles in a Brazilian cohort. Am J
Trop Med Hyg 2004;71:679-84.

Ustianowski AP, Lawn SD, Lockwood DN. Interactions between HIV
infection and leprosy: A paradox. Lancet Infect Dis 2006;6:350-60.
Dogra S, Kanwar AJ. Leprosy (Hansen disease). In: Irvine A, Hoeger P,
Yan A, editors. Harper’s Textbook of Pediatric Dermatology. 3 ed.
Oxford: Wiley-Blackwell; 2011. p. 70.1-70.14.

Howard A, White CR Jr. Non-infectious granulomas. In: Bolognia JL,
Jorizzo JL, Rapini RP, editors. Dermatology. 2™ ed. London: Elsevier;
2008. p. 1421-35.

Miyara M, Amorura Z, Parizot C, Badoual C, Dorgham K, Trad S, et al.
The immune paradox of sarcoidosis and regulatory T cells. J Exp Med
2006;203:359-70.

Cameron AL, Kirby B, Griffiths CE. Circulating natural killer cells in
psoriasis. Br J Dermatol 2003;149:160-4.

Kastelan M, Prpi¢ Massari L, Gruber F, Zamolo G, Zauhar G, Coklo M,
et al. Perforin expression is upregulated in the epidermis of psoriatic
lesions. Br J Dermatol 2004;151:831-6.

Messenger AG, De Berker DA, Sinclair RD. Disorders of hair. In:
Burns T, Breathnach S, Cox N, Griffiths C, editors. Rook’s Textbook of
Dermatology. 8 ed. Oxford: Wiley-Blackwell; 2010. p. 66.1-66.100.
Randall VA, Hibberts NA, Thornton MJ, Hamada K, Merrick AE, Kato S,
et al. The hair follicle: A paradoxical androgen target organ. Horm Res
2000;54:243-50.

Thornton MJ, Hamada K, Messenger AG, Randall VA.
Androgen-dependent beard dermal papilla cells secrete autocrine
growth factor (s) in response to testosterone unlike scalp cells. J Invest
Dermatol 1998;111:727-32.

Inui S, Fukuzato Y, Nakajima T, Yoshikawa K, Itami S. Androgen-inducible
TGF-betal from balding dermal papilla cells inhibits epithelial cell
growth: A clue to understand paradoxical effects of androgen on human
hair growth. FASEB J 2002;16:1967-9.

James WD, Berger TG, Elston DM. Atopic dermatitis, eczema, and
noninfectious immunodeficiency disorders. In: James WD, Berger TG,
Elston DM, editors. Andrews’ Diseases of the Skin Clinical Dermatology.
11" ed. Philadelphia: Elsevier Saunders; 2011. p. 62-87.

Staples ER, McDermott EM, Reiman A, Byrd PJ, Ritchie S, Taylor AM,
et al. Immunodeficiency in ataxia telangiectasia is correlated strongly
with the presence of two null mutations in the ataxia telangiectasia
mutated gene. Clin Exp Immunol 2008;153:214-20.

Weatherhead S, Robson SC, Reynolds NJ. Management of psoriasis in
pregnancy. BMJ 2007;334:1218-20.

Murase JE, Chan KK, Garite TJ, Cooper DM, Weinstein MD. Hormonal
effect on psoriasis in pregnancy and post partum. Arch Dermatol
2005;141:601-6.

Boyd AS, Morris LF, Phillips CM, Menter MA. Psoriasis and
pregnancy: Hormone and immune system interaction. Int J Dermatol
1996;35:169-72.

McNeill ME. Multiple pregnancy-induced remissions of psoriatic
arthritis: Case report. Am J Obstet Gynecol 1988;159:896-7.

Miyakis S, Lockshin MD, Atsumi T, Branch DW, Brey RL, Cervera R,
et al. International consensus statement on an update of the classification
criteria for definite antiphospholipid syndrome (APS). J Thromb
Haemost 2006;4:295-306.

de Laat B, Wu XX, van Lummel M, Derksen RH, de Groot PG, Rand JH.
Correlation between antiphospholipid antibodies that recognize domain
T of beta2-glycoprotein I and a reduction in the anticoagulant activity of
annexin A5. Blood 2007;109:1490-4.

Horstman LL, Jy W, Bidot CJ, Ahn YS, Kelley RE, Zivadinov R,
et al. Antiphospholipid antibodies: Paradigm in transition.
J Neuroinflammation 2009;6:3.

James WD, Berger TG, Elston DM. Atopic dermatitis, eczema, and

141



89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

142

Adya, et al.: Paradoxes in dermatology

noninfectious immunodeficiency disorders. In: James WD, Berger TG,
Elston DM, editors. Andrews’ Diseases of the Skin Clinical Dermatology.
11" ed. Philadelphia: Elsevier Saunders; 2011. p. 81-97.

Crowson AN. Superficial and deep perivascular dermatitis. In:
Barnhill RL, Crowson AN, Magro CM, Pipekorn MW, editors.
Dermatopathology. 3" ed. New York: McGraw Hill companies, Inc;
2010. p. 421-45.

Su W, Hall BJ 4", Cockerell CJ. Photodermatitis with minimal
inflammatory infiltrate: Clinical inflammatory conditions with discordant
histologic findings. Am J Dermatopathol 2006;28:482-5.

Yaar M, Gilchrest BA. Aging of skin. In: Wolff K, Goldsmith LA,
Katz SI, Gilchrest BA, Paller AS, Leffell DJ 1, editors. Fitzpatrick’s
Dermatology in General Medicine. 7" ed. New York: The McGraw-Hill
Companies; 2008. p. 963-73.

Mancini G, Orange AP, den Hollander JC, Levy ML. Fibromatoses,
hyalinoses and stiff skin syndrome. In: Irvine A, Hoeger P, Yan A,
editors. Harper’s Textbook of Pediatric Dermatology. 3™ ed. Oxford:
Wiley-Blackwell; 2011. p. 97.1-70.21.

Whittaker SJ. Cutaneous lymphomas and lymphocytic infiltrates. In:
Burns T, Breathnach S, Cox N, Griffiths C, editors. Rook’s Textbook
of Dermatology. 8" ed. Oxford: Wiley-Blackwell; 2010. p. 57.1-57.64.
Pritchard BN, Youngberg GA. Atypical mitotic figures in basal cell
carcinoma. A review of 208 cases. Am J Dermatopathol 1993;15:549-52.
Bowen AR, Hanks AN, Murphy KIJ, Florell SR, Grossman D.
Proliferation, apoptosis, and survivin expression in keratinocytic
neoplasms and hyperplasias. Am J Dermatopathol 2004;26:177-81.
Miyachi Y, Ishikawa O. Dermal connective tissue metabolism in
photoageing. Australas J Dermatol 1998;39:19-23.

Seite S, Zucchi H, Septier D, Igondjo-Tchen S, Senni K, Godeau G.
Elastin changes during chronological and photo-ageing: The important
role of lysozyme. J Eur Acad Dermatol Venereol 2006;20:980-7.
Battie C, Verschoore M. Cutaneous solar ultraviolet exposure and
clinical aspects of photodamage. Indian J Dermatol Venereol Leprol
2012;78:S9-S14.

Lee SW, ByunJY, Choi YW, Myung KB, Choi HY. Fexofenadine-induced
urticaria. Ann Dermatol 2011;23(Suppl 3):S329-32.

Glenn CJ, Kobraei KB, Russo JJ. New-onset psoriasis associated with
adalimumab: A report of two cases. Dermatol Online J 2011;17:15.
Shelling ML, Vitiello M, Lanuti EL, Miteva M, Romanelli P, Kerdel FA.
A case of palmoplantar pustulosis Induced by certolizumab pegol: New
anti-TNF-alpha demonstrates the same class effect. J Clin Aesthet
Dermatol 2012;5:40-1.

de Gannes GC, Ghoreishi M, Pope J, Russell A, Bell D, Adams S,
et al. Psoriasis and pustular dermatitis triggered by TNF-{alpha}
inhibitors in patients with rheumatologic conditions. Arch Dermatol
2007;143:223-31.

Satriano RA, Abbate G, Esposito S, Cassaglia B, Piccolo V, Baroni A.
“Paradoxical” adverse effects caused by anti-tumor necrosis factor-alpha
biological drugs: Appearance of psoriasis in a patient treated with
infliximab for rheumatoid arthritis. Indian J Dermatol Venereol Leprol
2011;77:536.

Collamer AN, Guerrero KT, Henning JS, Battafarano DF. Psoriatic
skin lesions induced by tumor necrosis factor antagonist therapy:
A literature review and potential mechanisms of action. Arthritis Rheum
2008;59:996-1001.

Aeberli D, Seitz M, Juni P, Villiger PM. Increase of peripheral CXCR3
positive T lymphocytes upon treatment of RA patients with TNF-o.
inhibitors. Rheumatology (Oxford) 2005;44:172-5.

Bartolucci P, Ramanoelina J, Cohen P, Mahr A, Godmer P, Le Hello C,

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

et al. Efficacy of the anti-TNF-alpha antibody infliximab against
refractory systemic vasculitides: An open pilot study on 10 patients.
Rheumatology (Oxford) 2002;41:1126-32.

Sokumbi O, Wetter DA, Makol A, Warrington KJ. Vasculitis associated
with tumor necrosis factor-o inhibitors. Mayo Clin Proc 2012;87:739-45.
McCain ME, Quinet RJ, Davis WE. Etanercept and infliximab associated
with cutaneous vasculitis. Rheumatology (Oxford) 2002;41:116-7.
Moustou AE, Matekovits A, Dessinioti C, Antoniou C, Sfikakis PP,
Stratigos AJ. Cutaneous side effects of anti-tumor necrosis factor biologic
therapy: A clinical review. J Am Acad Dermatol 2009;61:486-504.
Klein R, Rosenbach M, Kim EJ, Kim B, Werth VP, Dunham J. Tumor
necrosis factor inhibitor-associated dermatomyositis. Arch Dermatol
2010;146:780-4.

Daien CI, Monnier A, Claudepierre P, Constantin A, Eschard JP,
Houvenagel E, ef al. Sarcoid-like granulomatosis in patients treated
with tumor necrosis factor blockers: 10 cases. Rheumatology (Oxford)
2009;48:883-6.

Layton AM. Disorders of the sebaceous glands. In: Burns T, Breathnach S,
Cox N, Griffiths C, editors. Rook’s Textbook of Dermatology. 8" ed.
Oxford: Wiley-Blackwell; 2010. p. 42.1-42.89.

Pereira MF, Roncada EM, Oliveira CM, Monteiro R, Abreu MA,
Ortigosa LC. Acne fulminans and isotretinoin: Case report. An Bras
Dermatol 2011;86:983-5.

Chivot M. Acne flare-up and deterioration with oral isotretinoin. Ann
Dermatol Venereol 2001;128 (3 Pt 1):224-8.

Romiti R, Jansen T, Plewig G. Acne fulminans. An Bras Dermatol
2000;75:611-7.

Berth-Jones J. Rosacea, perioral dermatitis and similar dermatoses,
flushing and flushing syndromes. In: Burns T, Breathnach S, Cox N,
Griffiths C, editors. Rook’s Textbook of Dermatology. 8" ed. Oxford:
Wiley-Blackwell; 2010. p. 43.1-43.20.

Fujiwara S, Okubo Y, Irisawa R, Tsuboi R. Rosaceiform dermatitis
associated with topical tacrolimus treatment. J] Am Acad Dermatol
2010;62:1050-2.

Antille C, Saurat JH, Liibbe J. Induction of rosaceiform dermatitis during
treatment of facial inflammatory dermatoses with tacrolimus ointment.
Arch Dermatol 2004;140:457-60.

El Sayed F, Ammoury A, Dhaybi R, Bazex J. Rosaceiform eruption to
pimecrolimus. J Am Acad Dermatol 2006;4:548-50.

Adnan ZA. Diagnosis and treatment of scleroderma. Acta Med Indones
2008;40:109-12.

Bernstein RM, Hall MA, Gostelow BE. Morphea-like reaction to
D-penicillamine therapy. Ann Rheum Dis 1981;40:42-4.

Liddle BJ. Development of morphoea in rheumatoid arthritis treated
with penicillamine. Ann Rheum Dis 1989;48:963-4.

Zolaly MA. Histamine H1 antagonists and clinical characteristics of
febrile seizures. Int J Gen Med 2012;5:277-81.

Yamashita Y, Isagai T, Seki Y, Ohya T, Nagamitsu S, Matsuishi T. West
syndrome associated with administration of a histamine H1 antagonist,
oxatomide. Kurume Med J 2004;51:273-5.

Dierickx CC. Laser treatment of pigmented lesions. In: Goldberg DJ,
editor. Laser Dermatology. 1% ed. Berlin: Springer; 2005. p. 36-60.
Alajlan A, Shapiro J, Rivers JK, MacDonald N, Wiggin J, Lui H.
Paradoxical hypertrichosis after laser epilation. ] Am Acad Dermatol
2005;53:85-8.

Cite this article as: Adya KA, Inamadar AC, Palit A. Paradoxes in
dermatology. Indian Dermatol Online J 2013;4:133-42.

Source of Support: Nil, Conflict of Interest: None declared.

Indian Dermatology Online Journal - April-June 2013 - Volume 4 - Issue 2



