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Abstractsiii10

common dermatological problem in Nepal, there has been a 

lack of research conducted determine the prevalence of this 

disease. As a result, we remain unaware of the true impact 

it has on the population.

The aim of the study is to estimate the prevalence of sca-

bies in pediatric population which is currently lacking. The 

comlications are an important aspect of the disease which 

largely goes unreported so the issue has not have a needed 

focus from the government.

Materials and methods

This retrospective study was conducted at Kanti Children’s 

Hospital, the only pediatric referral government run hospital 

of Nepal. All patients who visited department of Dermatology 

from November 2019 to June 2021 and diagnosed with sca-

bies clinically were selected as cases. Patients were further 

categorized according to sex, age group, season of scabies 

acquisition, and presence of complications.

Results

Our study revealed the prevalence of scabies to be at 5.29% 

according to the hospital data. The most common age group 

for scabies was in age group 1–3 years (30.4%) followed 

by the age group 1month-1 year (24.6%). More than half of 

patients (n = 178, 57.6%) got infected during the winter sea-

son followed by spring season (n = 77, 24.9%). Secondary 

infections were present in 28 (9.1%) patients. Secondary 

eczematization was present in 23 patients (7.4%). Scabetic 

nodules were present in 40 patients (12.9%).
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Introduction

Recent evidence suggests that moisturisers are not bene-

ficial in preventing development of atopic dermatitis (AD) in 

infants but can increase risk of allergic sensitisation. Given 

that emollient vehicles can modify the delivery of ‘actives’ 

into the skin it is important to examine their effects on epi-

cutaneous sensitization to environmental allergens.

Objectives

To determine the effects of regularly using emollients on 

cutaneous reactions to house dust mite allergen.

Materials and Methods

Observer-blind study in 40 adults with house dust mite sen-

sitisation. Participants underwent 4 weeks of treatment with 

olive oil OO, coconut oil CO and a basic emollient cream EC 

applied on 3 different areas of both forearms with a fourth 

area left as a no-treatment control (NTC). Skin barrier integ-

rity was assessed with tape-stripping trans-epidermal water 

loss (TEWL) and atopy patch tests (APT) were performed.

Results

Skin barrier integrity was reduced by all three treatments 

relative to NTC as indicated by elevated TEWL (OO 

30.68 ± 16.08, CO 30.72 ± 15.60 and EC 31.99 ± 16.92 

compared to NTC 26.15 ± 13.58 g/m2/h; P = 0.0067). The 

strongest APT reactions (graded 0–4) were seen following 

pre-treatment with EC(2.28 ± 1.03) when compared to the 

NTC (1.70 ± 0.90, P = 0.0147), followed by OO (2.00 ± 1.032), 

then CO (1.93 ± 0.84).

Conclusion

Some moisturisers decrease skin barrier integrity and 

increase reactions to allergens coming in contact with the 

skin. Further studies are required to better understand the 

mechanisms of this effect and the role of moisturiser use in 

the broader development of atopic diseases.
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A 14-year-old, boy was referred with three mildly tender, 

blue papulonodular vascular lesions located on his left knee, 

right flank, and left scapula. The lesions on his knee and 

flank had been present since birth, but he reported recent 

onset of the lesion on his left scapula. His mother and mater-

nal grandfather reported similar lesions on their leg and fore-

head.

The differential diagnosis included blue rubber bleb nevus 

(BRBN) syndrome. However, a punch biopsy revealed 

changes consistent with glomangioma: vascular channels 

surrounded by bland cells with uniform nuclei that, on immu-

nohistochemistry, exhibited diffuse positivity for SMA and 

Calponin. This, together with the clinical picture, confirmed 

a diagnosis of familial generalised multiple glomangiomas 

(FGMG).

This case provides an opportunity to compare the similar-

ities and differences between BRBN and FGMG. While 

BRBN is usually sporadic, autosomal dominant inheritance 

can occur. In contrast, FGMG is typically autosomal dom-

inant with incomplete penetrance.1 Both conditions share 

similar clinical features, presenting with multiple, blue vas-

cular papulonodular lesions that are typically congenital 

but may increase in number and size, particularly during 

puberty.2 While generally painless, discomfort or pain may 

be reported.1

Accurate diagnosis is essential because, although lesions 

in FGMG are typically limited to the skin, BRBN lesions 

frequently involve extracutaneous sites—most notably the 

gastrointestinal tract—where they can lead to significant 

complications such as haemorrhage or intussusception.2 

Confirmation of the diagnosis of FGMG enables reassurance 
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of patients  

with PsO achieved  

PASI 75 at Week 4 
(vs 1.2% placebo [n=1/86], p<0.0001)*,**2

75.9% 
(n=265/349)

of patients 

with PsO achieved 

PASI 100 at 5 years3

76.9% 
(N=52)† 

of biologic-naïve  

and TNFi-IR PsA patients 

achieved ACR 50 at  
Week 104/100, respectively‡1,4–6

of patients  

with PsO achieved  
PASI 100 at Week 16
(vs 1.2% placebo [n=1/86], p<0.0001)*,**2

68.2%
(n=238/349)

and

50.6% 
(n=135/267) 

51.5% 
(n=222/431)
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