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nent skin markings over fingers, rough skin,
ovgngish discolouration of finger pulps and
nails following use of henna. Two had warts
and callosities, However none had active
nand dermatitis on examination. Hence paich
tests were not done.

We fesl that hand dermatitis is not a
common problem in our beauticians due to
their awareness and use of protective meas-
ures. In our study only one had past history of
itching with vesicles in the absence of pro-
tection. Dryness of skin caon be qitibuted to
frequent washing of hands with soap and wa-
ter, Perming iotions, hair dyes and bleaching
creams contain iritant substances which con
cause contact dermatitis. Use of gloves when
handling these agents is imperative.

Nusrat Banka
Shrulaiihl D Shenol
Kasturlsa Hosplial, Monipal-576119
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MUPIROCIN IN FOLLICULITIS CRUKIS
PUSTULOSA ET ATROPHICANS

To The Edifor,

Chronic foiliculifis of the legs is known
to dermatologists since many years and was
refemed to by different names including fol-
ficulitis decalvans, epilating folliculitis of glo-
brous skin etc.! This chronic folliculitis has been
consistently shown to be due to Staphylococ-
cus aureus. Different modalities including an-
tiseptics, dyes,' tincture iodine,? cotrimo -
xazole, dapsone and PUVA therapy® have

been used with varying resulis. Mupirocin is @
new topical antibiotic reported to be as ef-
fective as systemic antibiotics, especially
against Staphylococcus aureus.* Hence we
tried topical mupirocin 2% ointment in the
maonagement of these patients.

Three patients with chronic {oliiculitis
were freated. All three of them ware YOoung
adults in the group of 20-3C years. Two of them
had the disease for 3-4 years and the third po-
tient had it for along duration of 10 years. One
wais G gardener by occupation, second was
peon in an office and third patient was ¢
manual labourer, Mone of them was involved
in culting sugarcane or fishing, the occupa-
Hon which have been implicoted as
etiological factors,’

Patients were advised to use topical
mupirocin ointment twice dailly after wdshing
and were followad ot weekly intervals. Re-
sponse was impressive with 50% improvement
in 7 days and complete clearing in 4 weeks.
The first patient had no recurrence over é
months follow up, whereas other patients have
just completed the treatment one month back
and are on follow-up.

Mupirocin, is an anfibiotic with ¢ unique
mode of actlion. It acts as a competitive in-,
hibitor of the enzyme isoleucyl transfer RNA
synthetase and competes with the amino acid
isoleucine for binding sites and thus inhibits pro-
tein synthesis. ts MIC aguainst Stophylococcus
aureys is 0.25 mcg/ml and it has G very low
sensitizing potential and is devoid of serious
side effects. Because of the unigue mode of

-action, it is unlikely to lead 1o cross resistance

with other systemically used antibiofics. In our
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experience mupirocin has been very effec-
tive in the treatment of folliculitis cruris
pusiulosa et atrophicans. A larger controlled
trial is needed for assessing its full potential
and a longer follow up to determine recur-
rences.
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REPIGMENTATION OF LEUKOTRICHIA
OVER VITILIGO PATCHES AFTER PUNCH

GRAFTING

To the Edifor

Vitiligo patches are often associated
with leukotrichia which usually remains ¢s such
even after complete repigmentciion of the
paiches. While surgically treating vitiligo by
punch grafting we incidentally observed
repigmentation of lseukotrichia in three pa-
fients. It was noticed between 1010 16 weeks.
The repigmenigtion started affer 3 to 4 weeks
of the perigraft pigment spread in all the three
patients.

Vitiligo patches are otten associcied
with leukotrichio which maoke them retaie sy
resistant to medical treatment Even aiter
successful repigmentation of a valigo patch
with PUVA therapy, the leukotrichic hairs re-
main depigmented causing tremerigous psy-
chological frauma to the patients.! Of iats
punch grafting {PG) has revolutionised the
tfreatment of stable and resistant vitifige.? Tris
surgical fechnique along with PUVA has been
found to repigment the vitiliginous skin quite
effectively.®* However, the issue of
repigmentation of leukotrichia after PG has
not been adequately addressed in the iitero-
fure. Only recently spiit thickness skin graft
[STSG) has been found to repigment
leukotrichia along with the repigmentation of
vitiligo patch.!?

After PG, the repigmentation of vitilige
patches occurs by the migration of melanin
from the grafted skin in vitiliginous patcn.*
Melanin remains in the melanocvte reservoir
at the basal cell !aye'r or the hair follicles. Al-
though melanin freely travels to the basal
keratinocytes of the vitiliginous skin to the hair
cortical cells the transfer is often found to be
inadequate. As a result in spite of complete
repigmentation of vitiligo patches, often
leukotrichia persists, The reason for the inad-
equate or incomplete melanin transfer is not
known. Although the issue of repigmentation
of vititigo patch has been thoroughly dis-
cussed, the gquesiion of repigmentation of
leuchotrichia has not been adequately high-
lighted in the literature,

Once the successful repigrmentation of
leukotrichia occurs along with the vitiligo
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