Letters to Editor

That strongyloidiasis should be excluded before
initiating immunosuppressive therapy is widely known.
In Indian leprosy manuals, strongyloidiasis is mentioned
as a contraindication for steroid therapy in patients of
leprosy. However, the fact that strongyloidiasis should
be treated before initiating steroid therapy is not
emphasized. In Cambodia, where strongyloidiasis is
rife, its national leprosy progamme is considering the
inclusion of albendazole in the pre-packed steroid
blister packs as it is considered cost effective to treat
strongyloidiasis than to screen all leprosy patients for
it.[2]
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Similarly, the logic of treating patients empirically with
albendazole or ivermectin for strongyloidiasis also
holds good for other dermatological diseases where
long term immunosuppressive therapy is indicated. The
recommended dose of albendazole for intestinal
strongyloidiasis is 400 mg orally twice daily for 5 days.
Ivermectin is the drug of choice for the treatment of
strongyloidiasis in the WHO’s list of essential drugs,
the dose for intestinal infection being 200 mcg/kg per
day as a single dose.[6] A single dose of ivermectin
produced 94% cure rates in intestinal strongyloidiasis.[7]
In strongyloidiasis hyperinfection, although the efficacy
of ivermectin is yet to be established, the dose should
be repeated on days 2, 15 and 16; it may be necessary
to prolong treatment with ivermectin or change to
thiabendazole (5 to 7 days or longer).
Strongyloidiasis hyperinfection is rarely reported in
leprosy, but this may be due to under-reporting as the
diagnosis could be missed.[2] Similarly it may be
underreported in patients on immunosuppressive drugs
as it can manifest with central nervous system,
hematological, gastrointestinal, respiratory or
cutaneous involvement. The search and treatment of
strongyloidiasis should be made a part of the routine
protocol in all immunosuppressed patients and in those
in whom immunosuppressive therapy is to be initiated.
Such a protocol would prevent the potentially fatal
complications of hyperinfection due to an otherwise
benign nematode.
P. Narasimha Rao, K. U. Kiran*
Dermatologist and *Leprologist, Hyderabad, India

Indian J Dermatol Venereol Leprol Sept-Oct 2005 Vol 71 Issue 5

5.
6.
7.

Reddy IS, Swarnalata G. Fatal disseminated strongyloidiasis
in patients on immunosuppressive therapy: Report of two
cases. Indian J Dermatol Venereol Leprol 2005;71:38-40.
Leang B, Lynen L, Tootill R, Griffiths A, Monchy D. Death caused
by strongyloidiasis hyperinfection in a leprosy patient on
treatment for type II leprosy reaction. Lepr Rev 2004;75:398403.
Tarlow MM, Schwartz RA. Strongyloidiasis. http://www.
emedicine.com/derm/topic838.h Last accessed: 15.3.2004
Davidson RA, Fletcher RH, Chapman LE. Risk factors for
strongyloidiasis, a case control study. Arch Intern Med
1984;144:321-4.
Polenakovik H, Polenakovik S. Strongyloidiasis. http://www.
emedicine.com/derm/topic838. h last accessed: 15.3.2004.
Siddiqui AA Berk SI. Diagnosis of Strongyloidiasis stercoralis
infection. Clin Infect Dis 2001;33:1040-7.
Naquira C, Jimenez G, Guerra JG, Bernal R, Nalin DR, Neu D, et
al. Ivermectin for human strongyloidiasis and other intestinal
infections. Am J Trop Med Hyg 1989;40:304-9.

Wood’s lamp: A modified method
of examination
Sir,
Wood’s lamp is an important diagnostic tool in
dermatology. It was invented in 1903 by a Baltimore
physicist, Robert W Wood.[1] The first reported use of
this lamp was in 1925 for the detection of tinea capitis.
It is mainly used in the diagnosis of bacterial infection,
fungal infection and pigmentary disorders.
Successful use of Wood’s lamp depends on three
essentials: a totally dark room, a totally dark-adapted
retina and a lamp operating at full power.[2] Although
the instrument is simple to use, dermatologists do not
routinely use it, mainly because a dark windowless
room is required for its use.
To overcome this, a simple modification can be made
so that even in illuminated rooms this instrument can
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be used with the same accuracy. A rectangular black
cotton cloth measuring 25 X 18 inches is taken. Its
size can be altered according to the outer
circumference of the Wood’s lamp. One free edge of
the cloth is attached to the outer circumference of the
Wood’s lamp with foam tape, and the other end, which
is kept open, rests on the part to be examined. The
lamp is held 2-3 inches from the surface of the skin.
[Figure 1] The lamp is switched on and held in position
for 3-4 minutes to visualize the fluorescence. It is better
to sit opposite and as far away as possible from the
source of illumination in the room so as to minimize
the light entering the view hole. When the lamp is
used on the face, the patient should use UV protection
goggles or close the eyes.

Figure 1: Black cloth attached to Wood’s lamp

This simple modification makes the Wood’s lamp more
user friendly. Used in this manner, the lamp will be
invaluable in school surveys for tinea capitis because
it makes the invisible visible.[2]
S. Veeranna
Rohith Skin Clinic, Vidyaranyapuram 2nd Main, Mysore
Address for Correspondence: Dr. S. Veeranna, Rohith Skin Clinic,
Vidyaranyapuram, 2nd Main, Mysore Karnataka- 570008, India.
E-mail: veerannashastry@yahoo.com

REFERENCES
1.
2.

365

Asawanonda P, Tylor CR. Wood’s light in dermatology. Int J
Dermatol 1999;38:801-7.
Shelley WB, Shelley ED. Advanced dermatologic diagnosis.
Philadelphia: WB Saunders; 1992.

Figure 2: Method of Wood’s lamp examination with attached cloth
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