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eye care/cosmetic products should also be tested. Though 
phenylephrine is widely used by ophthalmologists in India 
in nonhypertensive adults as a mydriatic agent to obtain 
maximum pupillary dilatation prior to fundus examination 
and assessment of refractory errors, allergic contact 
dermatitis has not been reported from this country so far. 
This may be partly due to a low index of suspicion or failure 
to perform patch tests in patients with transient and self-
healing periorbital dermatitis.
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Sir,
The major nonsurgical repigmenting therapies for vitiligo 
include psoralens and corticosteroids, used both topically 
and systemically.[1] Around 1% of the world�s population 
has vitiligo, which causes a patchy loss of skin color. The 
methods currently available to treat vitiligo are largely 
unsatisfactory and vary widely between cultures and within 
health systems.[2] Potent topical steroids used along with 
psoralens and ultraviolet or sun exposure are the most 
effective forms of therapy for localized vitiligo.

This study was done to evaluate a new diluent in the 
treatment of vitiligo. Traditionally, eau de cologne or spirit 
or water is used to dilute methoxsalen for topical PUVA 
therapy. Eau de Cologne contains a mixture of citrus oils, 
including oils of lemon, orange, tangerine, bergamot, lime, 
grapefruit, and nerolin, in a base of dilute ethanol (70-90%).

Ten patients with essentially bilateral and symmetrical 
lesions were enrolled in a randomized, right/left comparative 
study of 2 months� duration. Ten patients (6 females and 
4 males) in the age-group of 15-50 years were included in 
this study; all of the subjects had localized vitiligo, affecting 

less than 20% of the body surface area. The average age of 
the patients was 29.8 years (range 15-50 years) and they had 
had vitiligo for 2-4 years (average 1.7 years). Lips and tips 
variety of vitiligo was not included. Pregnant and lactating 
mothers were not included.

For therapy we used a topical psoralen, 1% methoxsalen, 
diluted with lipid-free lotion (Cetaphil® lotion, Galderma 
Laboratories) on the right side of the body and with eau de 
cologne on left side of body.

Cetaphil® lotion is composed of cetyl alcohol (2.65%) and 
stearyl alcohol (0.26%) in a propylene glycol base. Clobetasol 
propionate cream (0.05%) was applied in the night for all 
patients. All patients were advised to dilute 1% methoxsalen 
lotion with lipid-free lotion (Cetaphil® lotion) for use on the 
right side and with a similar amount of eau de cologne for 
use on the left side of body; this was to be applied with a 
brush on the affected area on alternate days 30 min before 
sun exposure between 10 am to 2 pm. Sun exposure was 
initially for 2 min and was gradually increased by 1 min 
every 10 days. After sunlight exposure, the treated areas 
were cleaned with soap and water.
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Three patients (30%) reported irritation, redness, and 
itching on the eau de cologne side after 3 weeks, whereas 
there were no symptoms reported on the lipid-free lotion 
(Cetaphil) side till the end of the 2-month study period. 
Cetaphil® lotion was well tolerated as a diluent compared 
to eau de cologne, which is traditionally used in therapy. 
Later, eau de cologne was replaced with Cetaphil® lotion till 
the completion of the study. At the end of 2 months, more 
than 50% repigmentation was observed in four patients and 
between 25-50% repigmentation was observed in another 
five patients. One patient was lost to follow-up.

Lipid-free cleansing lotions, which contain fatty alcohols, were 
designed for people with sensitive or dry skin. These lotions 
can be wiped off without the use of water. One advantage of 
these agents is that the fatty alcohol component facilitates 
evaporation and thus is associated with less facial residue 
than classic soaps. These agents also contain emollients 
(e.g., fatty alcohols) and/or humectants (e.g., propylene 
glycol) to counter the irritating effects or drying potential 
of the surfactant ingredient.[3] It has been suggested that 
soaps and other skin cleansers with an alkaline pH may 
impair the lipid bilayer of the stratum corneum barrier and 
thus cause dry skin.[4] Cetaphil® contains the humectant 
propylene glycol and fatty acid alcohol emollients, both of 
which can enhance hydration of the stratum corneum. This 
hydration can enhance topical drug penetration.[5] Another 

study showed that Cetaphil® lotion caused significantly less 
irritation compared with Purpose®, Ivory®, and Alpha Keri®.[6] 
In one study, Cetaphil® lotion was preferred over hydrophilic 
ointment for cosmetic reasons and was clinically equally 
effective in PUVA therapy for palmoplantar psoriasis.[7] Lipid-
free lotion (Cetaphil® lotion) was well accepted by patients 
as a diluent in this study.
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