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epitopes using a bioinformatics tool, namely BCEPred. [7] 
This online tool is a B-cell epitope prediction using 
physicochemical properties (BCEPred.) This tool allows users 
to predict B-cell epitopes using any of the physicochemical 
properties (hydrophilicity, flexibility/mobility, accessibility, 
polarity, exposed surface, and turns) or combination of 
properties.[7] The algorithm used for the search are Parker 
method for hydrophilicity, Karplus method for flexibility/
mobility, Emini method for accessibility, Ponnuswamy 
method for polarity, Janin method for exposed surface, and 
Pellequer method for turns.[7] Available Haemophilus ducreyi 
18 kDa sequence (AAC44382) is used for further epitope 
finding. According to the analysis, the B-cell epitope peptides 
are presented in Table 1. The peptides 16VLTACSSSSGKT27 
and 78AAYLTSSNSK88 are the areas with the highest epitope 
property [Table 1].

Haemophilus ducreyi 18 kDa, the major capsid antigen, is 
presently the target for vaccine development.[5-6] Haemophilus 
ducreyi 18 kDa is a highly immunogenic major membrane 
protein that may be useful as a subunit vaccine. Identification 
of epitopes capable of binding multiple HLA types will 
significantly rationalize the development of epitope-based 
vaccines. In this work, the author used a new bioinformatic 
tool to predict potential B-cell epitopes of Haemophilus ducreyi 
18 kDa. The determined peptides are useful for further 
vaccine development, because the bioinformatics tool can 
reduce the time and minimize the total number of required 
tests to find the possible proper epitopes, the target for 
vaccine development. The design of multi-epitope vaccines 
can also be based on these identified epitopes.

However, some limitations of this study should be mentioned. 
The results from this study are only predicted results from 
advanced immunomics technique. Apart from antigenicity, 
several other factors are important in vaccine development, 
like possible collateral effects due to cross reactions. Linear 
epitopes are more likely to be relevant for molecular assays 
like Western blot or ELISA. To conclude, the author used 
a computational analysis to determine the potential B-cell 
epitopes of Haemophilus ducreyi 18 kDa. According to this 
work, 16VLTACSSSSGKT27 is the peptide with the best 
epitope property. Further confirmation is required. Further 
in vitro synthesis of the determined peptide and in vivo 

experimental study to test the efficacy are the future steps 
for vaccine development. 
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Table 1: Showing the epitope with high antigenic property 
(>2+) activity of Haemophilus ducreyi 18 kDa

Antigenic property Epitopes
> 3 + 16VLTACSSSSGKT27, 78AAYLTSSNSK88
2 + to 3 + 1MKKIA5, 20SSSSGKTDAN30,   
 50LQTRYNT57

Subcision in rolling acne scars Subcision in rolling acne scars 
with 24G needlewith 24G needle

Sir,
Post-acne scars are common and lead to cosmetic 
disfigurement of face. They are associated with social 
embarrassment and psychological problems. Post-acne 
scars[1] may be of different types and can be classified 
according to morphology into ice pick scar, rolling scar, 
and box scar. Treatment options depend on types of scars. 
Rolling scars are superficial, depressed, and atrophic; and 
they appear as shallow craters, resulting from fibrous 
anchoring of dermis to subcutis. Clinically, they appear as 
shallow, wide, rounded, or irregular craters. Margin is well 
defined, fibrous but essentially at the same level as that of 
surrounding normal skin. In 1957 Spangler reported use 
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of bowmen�s iris needle to cut the fibrous strands beneath 
the deeply depressed facial scar.[2] The same technique was 
described by David Orentreinch and Norman Orentreinch 
under �subcutaneous incisionless surgery� in 1995.[3] 

Fifteen healthy patients with no history of keloidal tendency 
and no bleeding tendency and having depressed scars over 
face, cheeks, forehead, chin, nose, of varied dimensions, 
had undergone subcision therapy using 24G hypodermic 
needle, under aseptic precautions. Each scar was treated at 
intervals of 15 days. A maximum of 3 such sittings were 
carried out. Patients were followed up every week for 
possible results, as well as for early recognition of side 
effects, so further treatment was not carried out. Result was 
noted at end of 2 months and 6 months. All patients were 
followed up for a period of 6 months. In each patient, scars 
were classified as type-1 scar with fibrous margin [visibly 
and palpably thickened margin, which was raised above the 
surrounding normal skin] and type-2 scar without fibrous 
margin [margin essentially at the same level of surrounding 
skin]. Improvement was assessed by using visual analog scale 
[VAS] at 2 months and 6 months, and results were noted in 
terms of percentage improvement by calculating an average 
of percentage improvement on the basis of interviews of 
patient and his/her accompanying relatives. 

Out of the 15 patients, 9 were female and 6 were male, 
all between 20 and 25 years of age. The VAS improvement 
in scars ranged from 40% to 80%. All patients developed 
localized treatment-site edema and hematoma. Edema 
disappeared on the second day, and hematoma started 
resolving after the third day in all except 2 patients. Only 2 
patients developed persistent hematoma � one after the 
first session of subcision, which resolved totally in around 
4 months; and the other after second session of subcision, 
which resolved totally in around 3 months. None of the 
treated patients developed treatment-site infection, post-
inflammatory pigmentary changes, or organized fibrous 
nodule. Results are shown in Table 1.

There was obvious clinical improvement in all patients 
treated with subcision for rolling scars, the improvement 
ranging from 40% to 80%; although persistent hematoma 
was encountered only in 2 out of the 15 patients, which 
resolved over a period of time without residue nodule or 
pigmentary changes. Improvement in type-2 rolling scars 
was slightly more than in type-1 rolling scars. This may be 
due to visibly abnormal fibrous margin of scar, which would 
not improve with subcision of undersurface of the rolling 
scar. Treatment of scar along with dissection [undermining] 

Table 1: Response of scars to subcision

Session  VAS at 2 moths  VAS at 6 months
 Type-1 Type-2 Type-1 Type-2
3 50% 70% 60% 80%
3 60% 60% 60% 70%
3 - 60% - 70%
3 - 70% - 80%
3 40% 60% 50% 70%
3 50% 50% 50% 60%
1 - 50% - 60%
2 60% 60% 70% 60%
3 50% 50% 60% 70%
3 60% 60% 70% 70%
3 - 50% - 60%
3 - 40% - 50%
3 40% 50% 40% 60%
3 - 60% - 70%
3 - 60% - 70%
VAS: Percentage improvement on the visual analog scale

of surrounding fibrous margin was found to be superior to 
dissection [undermining] of scar alone.

Cutaneous scaring is the end product of healing. The 
scar collagen fibers are usually smaller and more densely 
packed and often have high proportion of type-III collagen 
and fibronectin compared with surrounding normal skin.[4] 
Treatment of post-acne scars is a therapeutic challenge and 
requires multiple therapeutic modalities, as single modality 
alone is not hundred percent effective. Subcision is found to 
be an effective and economic tool for treatment of rolling 
scars of acne.[2,3,5] 

The subcision releases fibrous anchoring of dermis and 
the resultant hematoma together are responsible for the 
immediate clinical improvement in rolling post-acne scars. 
About 15% to 30% correction is expected in one sitting. 
After 5 to 10 days post-subcision, wrinkling of scar surface 
is obvious as hematoma starts resolving with continuous 
healing process. Wrinkling of scar surface is a good sign, 
and further possibility of organized hematoma is rare. 
Area of scar that appears tense should be undermined on 
subsequent subcision treatment. 

Subcision not only has a releasing effect on rolling scar 
but also produces trauma at microscopic level within scar 
tissues. Newer matrix and collagen tissue is laid down, 
which is responsible for permanent clinical improvement 
in depressed rolling scars. Scar remodeling is a continuous 
process, and it cannot be considered to be in a steady state 
until at least 2 years post-wounding. This may explain why 
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results differ at 2 months and 6 months after subcision, 
and it suggests 5% to 10% improvement is likely beyond 2 
months.[4] Subcision is not hundred percent effective; but 
unlike dermal fillers, which require subsequent injection 
after an interval of months, it gives permanent improvement 
in terms of correction achieved. Idea behind using 24G 
needles is that they are less painful and there is smaller 
hematoma formation compared to 18G to 20G needles; 
therefore, chances of post-subcision fibrous nodule are 
less; also, they are less traumatic, so unnecessary trauma to 
normal dermal tissue can be avoided.

In conclusion, subcision is a minimally invasive, safe, 
permanently effective, and economical office procedure. 
Subcision is not hundred percent effective, and one should 
keep in mind the possibility of persistent hematoma and 
organized subcutaneous fibrous nodule as side effects. 
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Furuncular myiasis mimicking Furuncular myiasis mimicking 
pyodermapyoderma

Sir,
Myiasis is the term applied to the infestation of live humans 

and vertebrate animals with the larva (maggots) of Diptera 
(two-winged) flies.[1,2]

Furuncular myiasis as a result of Cordylobia anthropophaga 
infestation has been endemic in West African sub-region for 
more than 135 years.[3] The other flies that cause furuncular 
myiasis include Cordylobia rhodaini (Lund fly, found in the rain 
forest of Africa) and Dermatobia hominis (human botfly). [3]

The mode of transmission of Dermatobia hominis differs from 
that of Cordylobia species. The eggs of D. hominis are carried 
to the host by bloodsucking insects such as mosquito and 
tics, and the hatched larvae invade exposed skin of trunks, 
head, and limbs. The eggs of Cordylobia species are, however, 
deposited on the soiled or wet and soiled clothes hung 
outside for drying. The hatched larvae invade unexposed 
skin (of the buttocks, trunk, limbs, and penis) in contact 
with the wet clothes.

A 45-year-old man, resident of Lagos, Nigeria, presented 
with a 3-day history of multiple painful lesions over the 
limbs and trunk incubated during travel to India. He gave a 
history of wearing washed clothes that were hung out to dry 
and not ironed. He also complained of some movement felt 
within some of the lesions. Examination revealed multiple, 
tender, erythematous nodules with central pustulation 
[Figure 1]. Lesions were present on the thigh, legs, and the 
prepuce. On deroofing the nodule, a larva was seen and 
gently extracted [Figure 2]. As the larva is known to infest 
the eyes, a detailed ophthalmological examination of the 
anterior and posterior chambers was done, which revealed 
no abnormality.

The diagnosis of cutaneous myiasis was made. Eight 
larvae were extracted from the affected lesions. They were 
identified as the larvae of Cordylobia anthropophaga by the 
parasitologist.

Liquid nitrogen was sprayed on each lesion before 
attempting extraction [Figures 3-4]. This served a dual 
purpose � stiffening the larva that facilitated extraction 
and also anesthetizing the skin. Further a 7-day course of 
amoxycillin-clavulanic acid and metronidazole was given to 
prevent any secondary infection.

Diagnosis of furuncular myiasis is mainly clinical. Main 
diagnostic features are recent travel to endemic area, one or 
more non-healing lesions on the skin, symptoms of pruritus, 
movement under skin, or pain. Other features include serous 
or serosanguinous discharge from a central punctum and a 
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