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The patient and parent were counseled and the patient was 
started on antihypertensive medications (oral atenolol and 
enalapril), low-dose aspirin, and oral carbamazepine, and was 
advised regular follow-up for cardiac and renal monitoring.

Anderson-Fabry disease is a rare, X-linked, inborn error of 
glycosphingolipid catabolism, resulting from mutations in 
the alpha-galactosidase A gene at Xq22.1.[3] The disease 
usually starts in early childhood and manifests with acral 
paresthesia. Renal pathology is one of its hallmarks and 
progressive glycosphingolipids deposition in the kidney 
results in proteinuria. During the initial stages, protein, 
casts, red cells, and desquamated kidney and urinary tract 
cells may appear in the urine. Polarization microscopy of the 
urinary sediment demonstrates birefringent lipid globules 
with the characteristic Maltese cross configuration, which 
was also seen in our case. Gradual deterioration of renal 
function and the development of azotemia usually occur in 
the 3rd to 4th decades of life.

The earliest ocular lesion is a diffused haziness in the 
subepithelial layer and later, whorl-like corneal opacities 
appear. Anterior capsular deposits in the lens or granular, 
spoke-like deposits on the posterior lens termed �Fabry 
cataract�; tortuosity of retinal vessels and conjunctival vein 
aneuysmal dilation are also found.[4] Our patient had corneal 
opacities and tortuous retinal vessels.

Prognosis is bad and patients usually die in their third or 
fourth decade of life from stroke or uremia. Treatment is 
symptomatic and enzyme replacement therapy can reverse 
substrate storage in the lysozyme.[5] To the best of our 
knowledge, this is the first report of association of Fabry�s 
disease with Marfanoid features.
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Comparative effi cacy of soap Comparative effi cacy of soap 
water, spirit, acetone and ether in water, spirit, acetone and ether in 
removing the adherent material removing the adherent material 
formed during and after removal formed during and after removal 
of micropore tape of micropore tape 

Sir,
Micropore tapes commonly used in medical practice, are 
non-expansible and contain a polyacrylate adhesive glue. 
A blackish adherent material is formed at the edges after 
prolonged application of these tapes. This material is not 
removable by normal bathing and the amount increases even 
after the removal of tapes. This study was undertaken to 
standardize a method to remove and prevent the formation 
of adherent material formed during the application and 
after removal of micropore tapes.

The study was conducted in ten volunteers by the application 
of five tapes of size 2.5 x 2.5 cm on the extensor aspect of 
the arm. A space was left between the 2nd and 3rd tapes as 
a negative control. All tapes were removed after 48 hours 
and were cleaned by a single person applying four horizontal 
strokes unidirectionally using one of the following agents: 
soap water, spirit, acetone or ether. The presence of the 
adherent material was graded as 0-nil, 1-mild, 2-moderate, 
and 3-marked [Figure 1]. The previously covered areas were 
observed for 48 hours after the removal of tapes. The study 
was analyzed using analysis of variance testing. A small 
amount of material was scraped with a scalpel blade to which 
10% KOH was added, warmed and observed. A tape was 
also stuck on the window pane to observe whether similar 
material accumulated at the edges of inanimate objects.

The results of the study are shown in Table. The efficacy of 
acetone and ether in removing the adherent material when 
compared to soap water and spirit was statistically significant 
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(P < 0.05). No adherent material was found after 48 hours 
over the sites cleaned by ether or acetone but the adherent 
material persisted and even increased over the sites cleaned 
by spirit and soap water and also over the control site. A 
similar blackish margin appeared over the window pane, the 
material of which was not soluble in 10% KOH.

The study was conducted on ten volunteers. All of them 
developed blackish adherent material at the edges of the 
tape-covered areas after 48 hours. The glue used in micropore 
tape is made up of ultraviolet (UV)-cured acrylate polymers.
[1] The tapes are non-expansible and the glue tends to move 
towards the periphery, and possibly beyond the margins of 
the tape due to stretching of the skin. The dirt-like material 
which is formed, gets deposited along the edges because 
of the adhesive property of glue. We initially thought that 
this blackish material is predominantly due to sebum and 
keratin but a similar material was observed following the 
removal of the tape from a window pane, suggesting that the 
predominant material may be dirt. As the material did not 
dissolve in KOH, keratin may not be the major constituent. 
However, it is possible that keratin and sebum are present in 
this blackish material formed around the edges around tape-
covered areas in humans in addition to dirt.

Ether and acetone completely removed the adherent material 
formed and prevented its accumulation. In contrast, soap 
water was not able to remove the material while spirit was 
not as effective as ether or acetone. Ether and acetone are 
solvents which can break and remove the cross polymers 
present in the adhesive. They are non-allergenic, do not 
irritate the skin, are easily available and can be stored in 
refrigerators. Patch testing is commonly performed by 
dermatologists. The adherent material formed at the 
edges is usually left undisturbed, which can cause cosmetic 
embarrassment. We recommend that the patch test sites 

should be cleaned routinely, either with ether or acetone 
following the removal of the tape. These chemicals can also 
be used whenever the tape is removed, after its application 
for a prolonged duration to prevent the formation of the 
cosmetically unacceptable blackish material.
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Using a microdermabrasion Using a microdermabrasion 
machine as a suction blister machine as a suction blister 
device device 

Sir,
Epidermal grafts obtained from suction blisters have been 
proven alternatives in stable vitiligo. There are different 
techniques described for creating suction blisters. All these 
techniques basically involve attaching suction cups or 
syringes to a vacuum-producing device, which in turn, can 
be connected to a pressure gauge for assessing the suction 
pressure.[1,2] We describe a method by which the suction 
blister can be created using a microdermabrasion machine 
with a vacuum option.

We used a microdermabrasion machine having a vacuum 
pump (Derma peel Gold® manufactured by Dermaindia). The 
other materials used included 20 cc or 50 cc syringes and 
three-way connectors. The microdermabrasion hand piece 
is removed from its attachment [Figure 1] and the powder 
delivering tube (white for this machine) is occluded. The 
vacuum tube (blue for this machine) is attached to one end 
of a three-way connector and a 20 cc syringe is attached 
to the lower end of the three-way connector [Figure 2]. 
The syringe is placed firmly onto the donor site after 
removing the piston and the micordermabrasion machine 
is switched on. The vacuum level can be adjusted to the 
desired level. We normally maintain a vacuum of 200�400 
mm of mercury. The knob of the three-way tap is rotated to 
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Figure 1:  Presence of blackish adherent material at the edges
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