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Sir,
Leukonychia is the most common dyschromia of 
nails. We would like to add on the information 
to an interesting case reported by Arsiwala[1] in 
your journal. In most of such nail aberrations, 
it is difficult to make complete diagnosis. True 
hereditary leukonychia may be another diagnostic 
possibility here. Variable expression and incomplete 
penetrance in total hereditary leukonychia have 
been documented in past.[2] Leukonychia partialis is 
a subtle variant or phase of leukonychia totalis with 
variable expression of same genetic defect.[2] Absence 
of family history does not necessitate diagnosis 
of acquired leukonychia. There have been reports 
documenting onset of hereditary leukonychia in 
childhood, not necessarily at birth.[3] Moreover, it 
is highly unlikely that trauma may result in total 
leukonychia in all finger nails simultaneously. 
While hereditary leukonychia is a rare condition and 
usually involves the entire nail, acquired type usually 
presents in childhood as leukonychia partialis (either 
punctata or transverse striae).[3] True leukonychia 
may occur as an isolated trait or it may be a marker of 
several clinical syndromes.[3]

A white appearance of nails can result from 
whitening of the nail plate due to alterations 
or dysfunctioning of nail matrix (true 
leukonychia); the nail bed or other underlying 
tissue without any matrix dysfunction (apparent 
leukonychia); or when nail plate alternation 
has an external origin, for example, in 
onychomycosis (pseudoleukonychia).[4,5]

Depending on the extent of each nail involved, 
true leukonychia may be totalis, subtotalis, or 
partialis (involving less than 2/3rd of nail).[4] In 
subtotal leukonychia, the proximal 2/3rd of the nail 
is white.[5] Morphologically, leukonychia partialis 
may again be divided into punctate, transverse, or 
longitudinal types.[4] Total or subtotal leukonychia is 
usually hereditary.[6]

Abnormal keratinization of nail plate is a possible 
explanation for true leukonychia. In past, biopsy of a 
toenail, having trauma-induced acquired leukonychia, 
revealed an abnormal parakeratotic strip in the lower 
1/3rd of nail plate. Leukonychia occurs due to reflection 
of light by these parakeratotic cells and loss of nail plate 
transparency.[4] While hereditary true leukonychia 
is persistent and resistant to treatment, it requires 
genetic counselling to unearth other syndromes in a 
family. Removal or treatment of a cause in acquired 
leukonychia may result in complete reversal of this 
nail abnormality.

Since leukonychia is rarely associated with other 
systemic findings, one can speculate that there will 
be many more cases compared to anecdotal reports 
published sporadically. It is imperative to diagnose this 
rare and intriguing nail abnormality correctly because 
leukonychia cause extensive cosmetic embarrassment 
to the patient.
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Preliminary experience of patch Preliminary experience of patch 
testing at Srinagar, Kashmirtesting at Srinagar, Kashmir

Sir,
Allergic contact dermatitis (ACD), a delayed type of 
hypersensitivity reaction developing in sensitized 
individuals after environmental exposure to allergens, 
is a challenging problem with considerable morbidity 
and economic impact.[1,2] Prevention of contact with 
the incriminating allergens forms the main component 
of management of ACD, and patch testing is a useful 
tool for detecting it.[2] The exposure to allergens and the 
type of allergens included in standard patch test series 
varies considerably from area-to-area, depending on 
the local experience.[1]

We conducted the study with the aim of having 
preliminary experience of patch testing in Kashmir, 
in the newly set-up contact dermatitis clinic of our 
department. All consecutive clinically suspected 
cases of ACD of all age groups visiting the clinic over 
a period of 7 months, from mid-May to mid-December 
2012, were included in the study. Details regarding 

age, sex, occupation, residential background, duration 
and pattern of disease were recorded in case sheet 
after obtaining written informed consent. Personal 
or family history of atopy, present or past history 
of hypersensitivity and other dermatological and 
systemic illness was also recorded. Those with atopy, 
hypersensitive reactions were excluded in order to 
avoid false positive results. Cases were subjected to 
patch testing as per the standard guidelines, taking 
all necessary precautions. Patch test series used was 
Indian standard series (ISS), containing 25 allergens, 
and approved by contact and occupational dermatitis 
forum of India. Patch testing with conventional ISS 
was undertaken for convenience of getting a variety 
of allergens combined in a single battery. We did not 
select any particular occupational group or a specific 
patient group and so did not use any specific allergen 
series. Reading and grading of positivity was carried 
out according to International Contact Dermatitis 
Research Group guidelines.[3]

Out of 85 cases patch tested, 49 were males (57.6%) 
and 36 females (42.4%), with age ranging from 5 years 
to 72 years (mean age 40.47 years ± SD 14.84), 
as described in Table 1. 51 (60%) cases were from 
urban and 34 (40%) from rural background [Table 1]. 
The duration of illness ranged from 10 days to 
10 years (mean ± SD = 28.6 ± 36.20 months). 
Dermatitis of hands and feet was seen in 45 (52.9%) 
cases; non-specific pattern in 27 (37.8%), air borne 
contact dermatitis (ABCD) in 10 (11.8%), and photo 
ACD in 3 (3.5%) cases.

Out of 85 cases patch tested, 33 (38.8%), 19 males and 
14 females, showed positive reactions. 20 cases showed 
positive reaction to one allergen and 13 to more than 
one, giving a total of 56 reactions. Thirty-four positive 
reactions were seen in males and 22 in females. 
Most common allergens identified were potassium 
dichromate and nickel sulfate showing nine reactions 

Table 1: Age, sex, residential distribution of cases

Age group Males (%) Females (%) Total (n=85) (%) Rural (%) Urban (%)
≤10 years 01 01 02 00 02
11-30 years 09 17 26 (30.59) 15 11
31-50 years 27 12 39 (45.9) 12 27
51-70 years 11 06 17 06 11
≥71 years 01 00 01 01 00
Total (n=85) 49 (57.6) 36 (42.4) 85 (100) 34 (40) 51 (60)
Average age 40.47 (±14.84 SD)
Average duration of illness 28.6 (±36.20 SD) months
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