
405Indian J Dermatol Venereol Leprol | July-August 2009 | Vol 75 | Issue 4

Letters to the Editor

of 15-44 years, as in this report. HIV/AIDS control 
programmes are apparently not reaching the efficient 
age group of this hilly terrain. Ignorance, fear of 
social segregation preventing many to disclose their 
ailment and inability of people living in remote places 
to reach such specialized centers are possibly acting 
as hindrance for timely consultation. Majority of the 
affected were males and trend was similar to the 
national picture.[2]

Paucity of persons reporting homosexual behaviour as 
seen among HIV seropositives here has been identified 
as the cause of rarity of Kaposi�s sarcoma among HIV 
positive individuals in this region.[3] Candidiasis was 
the most common mucocutaneous disorder in our 
HIV cases as observed in other studies in India.[1] Even 
after careful clinical scrutiny, we could not find any 
opportunistic deep fungal infection like cryptococcosis, 
histoplasmosis and penicillosis perhaps because this 
is not an endemic area for these ailments. Pruritic 
papular eruptions constituted substantial number of 
patients who presented with intractable pruritus of 
undefined cause as was observed in south India.[1] 
Pruritic papular eruption of HIV was also found to be 
the commonest cutaneous manifestation in a Western 
study.[4] The reason for this type of undiagnosed 
pruritus in these immunosuppressed patients as seen 
in this group has been thought to be due to immune 
dysregulation.[5]

Low CD4+ count among molluscum contagiosum 
patients was similar to findings of Goldstein et al.[6] 

Giant and atypical varieties were seen amongst our 
population and lesions were commoner on the face. 

Seborrheic dermatitis is a common disorder in AIDS 
patients but few cases were recorded in our clinic. 
Mild and temperate climate of this region is vastly 
different from hot humid climate where seborrheic 
dermatitis predominates.

CD4+ counts in cases suffering from viral and fungal 
diseases were lowest and thus may act as a marker of 
HIVdisease progression. This fact corroborates with a 
research done in King George Hospital.[7]

Genital infections indicate an important portal of entry 
for HIV and chancroid was the principal sexually 
transmitted infection (STI) among those examined 
here during this period. Recently, observers[8] have 
suggested that herpes simplex virus 2 (HSV-2) causing 
genital ulcerative disease acts as main risk factor for 
acquisition of HIV infection.
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Correlation of the severity of Correlation of the severity of 
cutaneous rosacea with ocular cutaneous rosacea with ocular 
rosacearosacea

Sir,
The National Rosacea Society�s Committee identified 
four subtypes of rosacea: Erythemato-telangiectatic, 
papulopustular, phymatous and ocular.[1,2] The 
diagnosis of ocular rosacea should be considered 
when the patient�s eyes have one or more of the 
following signs and symptoms: Watery or bloodshot 
appearance, foreign body sensation, dryness, itching, 
light sensitivity, blurred vision, telangiectasia of the 
conjunctiva and lid margin or lid and periocular 
erythema. Meibomian gland dysfunction presenting 
as chalazion or chronic staphylococcal infection are 
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common signs of rosacea-related ocular disease. Some 
patients may have decreased visual acuity caused 
by corneal complications (punctate keratitis, corneal 
infiltrates/ulcer or marginal keratitis).[2] Although 
the frequency of ocular involvement in patients 
with rosacea is reported to be somewhere between 
3 and 58%, its exact prevalence is not known.[3] In 
approximately 20% of the patients, eye findings may 
precede skin changes, making the diagnosis more 
challenging for both the ophthalmologist and the 
dermatologist.[4] This study is performed to evaluate 
the ocular signs and symptoms of rosacea and their 
relationship with severity of cutaneous lesions.

Sixty-four adult facial rosacea patients (28 men and 
36 women) with a mean age of 39.3 (range = 22-56) 
years attending our clinic from September 2004 to 
September 2005 were enrolled in this study using 
simple sequential sampling. A thorough medical 
history and physical examination including skin 
manifestations was undertaken and recorded for each 
patient.

We classified each major sign and symptom of rosacea 
into three groups: Mild, instant flushing, light red 
erythema, telangiectasia of up to 10 lines, less than 
10 papules or pustules and 1-3 small nodules (plaques); 
moderate, flushing duration of less than 15 min, red 
erythema, 10-20 lines of telangiectasia, 10-20 papules 
or pustules and 4-10 nodules (plaques); severe, more 
than 15 min of flushing, purple red erythema, more 
than 20 lines of telangiectasia and more than 10 large 
inflammatory nodules (plaques).

After skin examination, we referred all the 64 patients 
to an ophthalmology clinic. The ophthalmologist had 
performed a thorough examination of the eyelids, 
conjunctiva and cornea via slit lamps. The fluorecein 
test was also carried out on all the patients.

The common ocular symptoms in rosacea were eye 
dryness (21.9%), eye strain (14.1%) and tearing 
(4.7%). Similarly, other studies have reported that 
the common symptoms were foreign body sensation, 
burning sensation and eye irritability accompanied by 
visible reddening of the conjunctivae[3]. It is thought 
that meibomian gland impaction leads to decreased 
lipid in the tear film, greater tear evaporation and 
subsequent irritability of the eyes.[1]

The common ocular signs were meibomian 
gland plugging (45.3%), blepharitis (23.4%), 
keratoconjunctivitis (14.1%) and chalazia (14.1%). 
None of our patients had the less common, but 
significant, abnormalities like scleritis, episcleritis, 
iritis, iridocyclitis, hypopyon, corneal thinning, 
corneal neovascularization, scarring and blindness. 
Previous studies have demonstrated that meibomian 
gland dysfunction, chronic conjunctivitis and 
recurrent chalazia are the common ocular signs in 
rosacea.[4,5]

In our series, ocular involvement did not correlate 
with the severity of papular, pustular, nodular lesions 
and flushing but, surprisingly, we found a significant 
relationship between the severity of telangiectasia 
and ocular involvement. This finding was not in 
agreement with the previous studies claiming that the 
ophthalmologic complications of rosacea are completely 
independent of the severity of facial rosacea.[5] On the 
other hand, it seems that the significant relationship 
between the severity of telangiectasia and eye lesions 
in our study might be an incidental experience. We 
agree with the general assumption that skin and eye 
lesions in rosacea are separate al together.
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