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does not have any effect after 72 hrs, the steroids given early 
and for a short duration may help improve the prognosis. 
Since cyclosporine is reported to be effective in TEN by 
interrupting the disease progression and decreasing the 
time taken for complete re-epithelization, we feel that the 
combination of initial high dose of steroid and subsequent 
cyclosporine will be a safe alternative to treat this condition 
associated with high mortality.

Hence, to reduce mortality in toxic epidermal necrolysis, 
suprapharmacologic doses of intravenous corticosteriods 
at an early stage of the disease, followed by cyclosporine, 
appear to be a rational option to influence the immune 
system, which leads to apoptosis and necrolysis, and results 
in early recovery.

Suprapharmacologic doses of intravenous dexamethasone, 
given at an early stage of the disease, contribute to a 
reduced mortality rate and modify the cell-mediated 
immune response in the pathogenesis of TEN. Cyclosporin 
possesses an anti-apoptosis property that causes the death 
of keratinocytes in TEN. By using a combination of both, the 
immune response is modified and the side-effects of steroids 
are minimized, and the disease progression is interrupted 
by cyclosporine. This combination may be a safe alternative 
in the management of TEN.
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Type 1 lepra reaction presenting Type 1 lepra reaction presenting 
as immune reconstitution as immune reconstitution 
infl ammatory syndromeinfl ammatory syndrome

Sir,
There is an increasing awareness of the immune 
reconstitution inflammatory syndrome (IRIS) in patients 
initiating antiretroviral therapy. It is likely that there will be 
more reports of this phenomenon in patients co-infected with 
HIV and leprosy, especially from India, where there is a high 
prevalence of both the diseases and antiretroviral therapy is 
being made available for free by national organizations.

The article by Kharkar et al.[1] raises a number of interesting 
considerations:
1. Both cases presented in the article clearly appear 

to satisfy the clinical and pathologic criteria for the 
diagnosis of IRIS. However, early definitions of IRIS by 
French et al.,[2] and subsequent validation studies by 
Robertson et al.,[3] emphasize the need to demonstrate 
at least 1 log10 decrease in plasma HIV viral load. 
The fact that this test (HIV viral load) is not widely 
available in many countries emphasizes once again 
the need to develop diagnostic criteria and algorithms 
that may be universally applicable in all countries.

2. It was interesting to note that in Case 1, antiretroviral 
therapy using nevirapine was initiated at a CD4+ 
lymphocyte count of 299 cells/mm3. Although seen 
more frequently in females, the use of nevirapine in 
patients with CD4+ lymphocyte counts more than 
250 cells/mm3 is associated with an increased risk 
of hepatotoxicity, sometimes fatal.[4,5] This risk was 
potentially further increased after initiating rifampicin 
for treatment of leprosy. Hence, close monitoring and 
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follow-up of this patient was essential.
3. Patients co-infected with HIV and Mycobacterium leprae 

do not always develop the lepromatous spectrum of 
leprosy. Conversely, co-infected patients who have 
lepromatous leprosy (cell-mediated immunity defect), 
do not have a more rapid progression to AIDS. These 
observations suggest that M. leprae and HIV affect 
different CD4+/CD8+ lymphocytes subpopulations of 
the cell-mediated immune system. Hence, the immuno-
pathogenesis of antiretroviral therapy-induced IRIS in 
leprosy needs to be investigated further.

4. Finally, it should be noted that the type1 lepra 
reaction itself is a form of IRIS known to occur in 
patients with the tuberculoid spectrum of leprosy 
when they are initiated on anti-leprosy medications.
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Emerging issues in HIV infectionEmerging issues in HIV infection

Sir,
In July 2007, the Indian Health Minister, Dr. Ambumani 
Ramadoss announced that the number of people estimated 
to be living with HIV/AIDS in the country is about 2.47 million, 
or half of previous estimates, according to United Nations-
backed government estimates. The new estimate decreases 

India�s HIV prevalence from 0.9 to 0.36%, Ramadoss said. 
The new estimate was calculated with the assistance of 
international agencies, such as the United Nations and USAID 
(United States Agency for International Development.[1]

No doubt, the recent reports about HIV/AIDS are encouraging, 
still there are certain newly emerging issues arising about 
the disease. Few of those issues are mentioned below:
1. Women and children are increasingly becoming 

vulnerable to HIV/AIDS. The new findings conclude 
that 38% of infected persons in India are women. The 
male-female ratio of infected people shifted from 55 
per 100 males in 2001 to 60 per 100 in 2005. This 
indicates the increasing feminization of HIV/AIDS in 
India.[2] There are many more complex reasons for 
this new trend of feminization with biological, social, 
cultural and economic factors playing different roles. 
Gender inequality, discrimination on the basis of sex 
and all forms of violence against women are root 
causes that foster the spread of the pandemic.

2. As first-line antiretroviral drugs fail to work for 
people with HIV/AIDS, the need for second-line 
antiretroviral drugs will arise. However, these 
are costly and remain beyond the reach of most. 
Nearly 5,000 to 6,000 HIV-positive people in the 
country who have developed resistance to first-line 
antiretroviral drugs depend on second-line drugs.[3] 
The monthly cost for second-line antiretroviral drugs 
is $239 per person, compared with an annual cost of 
$239 per person for first-line medications.[4]

3. Another emerging problem about HIV/AIDS is the 
children orphaned by AIDS, which includes those 
under the age of 18 who have lost one or both 
parents to the disease. India today is home to 
the largest number of AIDS orphans in the world. 
Although there are no government figures in the 
country for the number of children affected by AIDS, 
World Bank estimates suggest that the number of 
children in India orphaned by AIDS is approaching 
2 million. The proportion of orphaned children is 
expected to double by 2010 and remain exceptionally 
high until 2020 or 2030.[5] This issue of AIDS orphans 
is another ugly face of this killer disease.

4. Over 35% of reported AIDS cases are below 25 years 
of age and 50% of new infections are in the age 
group of 15-24 years.[2] According to National Family 
Health Survey-3 (NFHS 3), only 80% of men and 57% 
of women have ever heard of AIDS. Furthermore, 
only 68% of men and 35% of women know that 
consistent condom use can reduce the chances of 
getting HIV. The results underscore the pressing 
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