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to be an anterior staphyloma because the color 
of staphylomata is almost always blue-gray due 
to underlying uveal tissue. The visible blood 
vessels over the surface of the lesion also favor 
the diagnosis of staphyloma since they are 
known to be present in staphyloma and are 
always absent in dermoid cyst. Furthermore, 
dermoid cysts usually have hair on their surface 
or in rare circumstances, a bunch of hair may be 
visible through thinned out cyst wall. Anterior 
and intercalary staphyloma may develop after 
chronic scleritis, trauma and limbal dermoid 
excision.[2] Congenital anterior staphyloma has 
also been reported in the literature.

2. The minimal diagnostic criteria for 
Delleman-Oorthuys  syndrome include a 
central nervous system cyst or hydrocephalus, 
microphthalmos with orbital cyst and focal 
dermal hypoplasia or aplasia.[3] As two of these 
components, that are microphthalmos with 
orbital cyst and focal dermal hypoplasia or 
aplasia were missing from the case report of 
Nocito et al.,[1] it does not appear to be a typical 
case of Delleman-Oorthuys syndrome. The 
constellation of findings in this case, i.e., limbal 
dermoid, frontal alopecia (? nevus psiloliparus), 
upper eyelid coloboma, papular lesion on 
the eyelid and arachnoid cyst is suggestive 
of encephalocraniocutaneous lipomatosis or 
Haberland syndrome or Fishman syndrome.[4]

3. Authors did not report the status of visual 
acuity and intraocular pressure in their case 
and have stated that enucleation of eyeball 
is the only possible treatment for cosmetic 
purposes. We think that the present case 
is a potential candidate for limbal dermoid 
excision with keratoplasty in his left eye and 
staphyloma repair with donor scleral grafting 
with or without keratoplasty in his right eye. 
Surgical correction of limbal dermoids should 
be performed as early as possible to prevent 
amblyopia. Even if the patient has no perception 
of light in either eye, enucleation is never a 
procedure of choice. In such cases (absent 
light perception or blind eye), evisceration 
with orbital implant may be the procedure of 
choice, because it provides better cosmesis in 
term of greater ocular prosthesis motility and 
less chances of orbital implant extrusion.[5] 
Enucleation alone can lead to post enucleation 
socket syndrome, which is characterized by 

enophthalmos, deep upper eyelid sulcus, ptosis 
and laxity of the lower lid.[6]
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Sir,
Triple drug combination using World Health 
Organization-multidrug therapy (WHO-MDT), as 
recommended for multibacillary (MB) patients, given 
for 24 or 12 months is effective in producing a clinical 
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response as also in killing a significant proportion of 
causative Mycobacterium leprae. Further, even after 
completion of the course of treatment, patients continue 
to improve with a gradual reduction of bacterial 
load as measured by decreasing bacillary index (BI). 
However, irregularity of treatment has been a major 
concern on account of the long duration of treatment 
with much of the therapy being self-administered, 
unsupervised[1,2]. In addition occurrence of adverse 
drug effects, in particular related to dapsone and 
unacceptable coloration related to clofazimine, may 
have affected the continued intake of MDT for long 
periods. The long duration of therapy is required 
because of the milder (predominantly bacteriostatic) 
action of dapsone and clofazimine.

With the availability of other drugs, such as ofloxacin and 
minocycline that are almost as effective as rifampicin 
against Mycobacterium leprae, studies were undertaken 
to see if treatment could be shortened[3]. Early trials 
using single dose combination of rifampicin, ofloxacin 
and minocycline (ROM) in single lesion PB patients had 
shown that one dose of the ROM combination was almost 
as effective as the 6 months WHO-PB treatment[4]. A trial 
of single dose ROM therapy, in patients with 2-5 lesions 
was also published.[5] This led us to consider testing of 
this regimen given intermittently (as monthly supervised 
ROM) in MB patients as this would probably be more 
acceptable to patients and would be more amenable 
to supervised administration. A study was therefore 
initiated to compare long-term clinical efficacy of 
12 months WHO-MDT with 12 monthly doses of ROM 
in MB patients.

Based on the expectation of almost equal efficacy of 
monthly ROM and WHO-MB therapy, it was planned 
to include MB patients randomly allocated to two 
groups. Within a few weeks after the start of intake 
into the trial, the supply of ROM from WHO/National 
Leprosy Elimination Programme was discontinued 
due to unrelated reasons and hence the study had to 
be abandoned. By that time only 21 patients had been 
put on ROM treatment while patients were continued 
to be allocated to WHO MB-MDT regimen. Of the 21 in 
the ROM group, 19 took the full course of supervised 
12 months ROM therapy and have been followed-up 
for more than 5 years after completion of treatment. 
The remaining 2 patients dropped out because of 
diarrhoea, which they attributed to the drugs. This 
short communication details the course of disease 
at completion of treatment and its outcome. Ethical 
approval from our Institute ethical committee and 

informed consent from patients were taken before the 
start of therapy.

We included predominantly adult patients 
(mean age ± standard error of the mean, 40.2 ± 4.0 
years, median 45 years), of whom 13 were male and 
6 female. The mean duration of illness before start of 
treatment in this group was 34.7 ± 4.9 months. Most of 
the patients (18 of 19) had multiple skin patches (6-9 
patches in 6 patients, and 10 or more lesions on the 
skin in 12 patients) and acid fast bacilli (AFB) were not 
seen in skin smears. One patient had shiny skin all over 
and showed acid fast bacilli positivity of 3+. Except 
one patient, all had thickened nerve/s. The number 
of thickened nerve/s ranged from 0 to 8 (mean 3.3). 
Three of the 19 patients had grade 2 deformities. The 
patient’s clinical condition was assessed on completion 
of treatment and they were periodically followed-up 
for disease activity status, complications/reactions 
and relapses after completion of treatment. During 
the follow-up, one of the patients died of an unrelated 
cause while two others were lost to follow-up within 
6 months. The mean follow-up in the remaining 
16 patients was 6.81 ± 0.27 years [Table 1].

At the completion of 12 monthly doses of ROM, two 
thirds of the patients (11 of 16) showed a distinct 
decrease in erythema and swelling of the lesions. In most 
of them the lesions were almost flat by this time. Four 
patients (21%) were observed to have partially improved 
with some decrease in erythema and induration of the 
lesion. One patient, at S No. 4, had reversal reaction. 
In this patient, the lesions had suddenly become 
swollen and scaly. At the end of treatment, the diffuse 
lepromatous patient (at S No. 12), too showed clinical 
improvement. However, his skin smears now showed B 
I of 4+, though most of the AFB were granular.

All the patients were observed to have gradually 
improved and to have clinically inactive disease during 
the course of follow up. The only smear positive patient 
became negative during the course of follow up. Patients 
with established claw hands, at the point of inclusion, 
did not deteriorate further as they had continued to take 
care of hands and had physical therapy. Two patients 
developed fresh deformities, viz. ulnar claw, during 
the course of follow-up. As there were no symptoms 
or signs of reaction or neuritis and the deformities 
progressed insidiously, silent nerve damage (neuritis) 
was diagnosed in both cases. None of the patients 
relapsed or developed new lesions during the 6 year 
follow-up period. This could be because most patients 
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Table 1: Detailed data on patients treated with ROM

Date of 
detection

Sex/
Age

DODa BI Patches Nerves Deformity at 
detection

MDTb RFTc 
Status

Last FU visit Years 
of FU

Additional 
ObservationsDate Statusd

05.07.2001 M:10 36.0 NIL >10 2.0 Nil 12 Fs 10.08.2010 Fs 7.92
11.08.2001 F:30 84.0 NIL >10 0.0 Nil 12 LFU 06.08.2003 died 0.72
28.08.2001 M:30 36.0 NIL 8.0 1.0 Ulnar paralysis 12 Fs 24.11.2010 Fs + G2 8.11
08.09.2001 M:70 60.0 NIL 6.0 3.0 Claw hand 6 N/A 26.10.2004 Fs + G2 2.65
18.09.2001 M:65 24.0 NIL >10 5.0 Nil 12 RR 16.12.2007 Fs 4.99
23.09.2001 M:70 12.0 NIL >10 6.0 Nil 12 Fs 28.07.2010 Fs 8.32
02.01.2002 M:42 48.0 NIL 6.0 5.0 Nil 12 Ps 26.06.2010 Fs 7.33
07.01.2002 F:45 24.0 NIL 10.0 3.0 Nil 12 Fs 30.08.2010 Fs 7.51
01.04.2002 M:50 36.0 NIL 8.0 1.0 Nil 12 Fs 09.06.2010 Fs 7.04
20.04.2002 M:48 48.0 NIL >10 3.0 Claw hand 12 Fs LFU LFU 0.50
31.05.2002 M:60 84.0 NIL >10 8.0 Nil 12 LFU LFU LFU LFU
07.06.2002 M:55 30.0 NIL >10 5.0 Nil 12 Ps 28.07.2010 Fs 7.12
04.09.2002 M:40 36.0 NIL 6.0 2.0 Nil 12 Ps 17.08.2010 Fs 6.93
05.10.2002 F:24 48.0 NIL >10 2.0 Nil 12 Ps 14.08.2010 Fs 6.84
19.10.2002 M:45 60.0 NIL >10 2.0 Nil 4 Ps 16.10.2010 Fs 6.91
21.10.2002 M:25 18.0 NIL 6.0 1.0 Nil 12 Fs 14.08.2010 Fs 6.75
09.11.2002 M:19 6.0 3+ All over 4.0 Nil 12 Fs 10.12.2009 Fs 6.12 16/8/04 BI 4+
16.11.2002 F:45 36.0 NIL >10 3.0 Ulnar 12 Fs 10.12.2007 Fs + G2+ 4.19
21.11.2002 F:28 24.0 NIL >10 2.0 Claw 12 Fs 26.07.2010 Fs 6.66
21.12.2002 M:17 24.0 NIL 6.0 1.0 Nil 12 Fs 31.07.2010 Fs 6.50
01.03.2003 F:60 6.0 NIL >10 8.0 Nil 12 Fs 31.10.2010 Fs 6.67

15 M
6 F

Nil

aDuration in months since disease started, bMonths of treatment, cStatus at release or discontinuation (Fs: Fully subsided, Ps: Partial subsided, LFU: Lost to follow 
up, RR: Reversal reaction, N/A: Not available), dClinical status, G2+(Grade 2 deformity developed in other body parts))

were skin smear negative at intake. In addition, the 
small sample size may have made it difficult to observe 
relapses, which are expected to occur very rarely

Although the number of patients treated with ROM was 
fairly small, the progress and follow-up does indicate 
that monthly supervised administration of ROM is an 
effective alternative regimen. A substantial number of 
patients showed improvement, though not complete 
regression, by the end of 12 months of therapy and 
continued to improve after stoppage of therapy as already 
known with WHO MB-MDT regimen[6]. The bacterial 
load of the single smear positive patient included in 
the study continued to decrease after stoppage of ROM, 
though some initial increase in BI had been recorded 
in this case. The acceptability of the treatment regimen 
was quite satisfactory as only 2 of the 21 cases could 
not complete the schedule of 12 months treatment. Even 
in these two cases the patients who ascribed diarrhea 
to ROM, may have had loose stools due to an infection 
of the gut which is common in the tropics. This is in 
contrast to the reported high (34.5% and 60%) treatment 
default[3], mostly due to drug intolerance with MDT as 
recently reported. Our results suggest that monthly ROM 
is convenient and is better accepted by patients because 

of fewer side effects. The regimen does not seem to 
increase the risk of reaction during or after completion 
of therapy as only one patient had reversal reaction. 
This is noteworthy as ROM lacks the anti-inflammatory 
advantage of clofazimine. However it could also be 
argued that silent neuritis in two patients during 
follow-up may not have developed if clofazimine had 
been administered. The ultimate efficacy or robustness 
of any regimen is determined by the observed relapse 
rates that follow its completion. Though it is not possible 
to comment on this aspect due to the small sample size, 
the absence of relapse in all 16 patients during more 
than 6 years of follow-up is reassuring and indicates the 
potential of ROM to eliminate leprosy faster. However, 
larger multi-centric comparative studies of ROM with 
WHO MB-MDT are required to evaluate the role of ROM 
in containing leprosy disease and its transmission.
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of our patients were 25-50 years old. They had been 
in construction work for 2-40 (average 14.5) years; 45 
(90%) patients were in the occupation for ≥5 years. 
The mean duration of contact dermatitis was 14 years 
corroborating the observation that skin problems 
usually develop after a median period of 12 years in 
construction and cement workers.[1] All our patients 
had acute, subacute, chronic lichenified dermatitis or 
occasionally ulcerative hand dermatitis for 1 month to 
20 (average 3.5) years and remissions during off days. 
The common clinical patterns [Table 1] observed by 
us have been reported previously[2-4] and include acral 
dermatitis, hand dermatitis, air-borne contact dermatitis 
(ABCD) pattern, acrofacial dermatitis, mixed pattern 
and feet dermatitis in order of frequency. Ulcerative 
dermatitis/chrome ulcers and hyperkeratotic irritant 
contact dermatitis (ICD) were noted in 16 (32%) and 10 
(20%) patients respectively [Figure 1]. Acral or hand 
dermatitis, or air-borne contact dermatitis is expected 
to be frequent among construction workers due to 
direct contact during mixing, handling or spreading 
concrete, or from air-borne dissemination of allergens.

Overall, all patients had positivity to at least 1 patch 
test allergen with 109 positive patch tests in the 
study group. The tests showed definite relevance in 
96% of patients. Potassium dichromate in 46 (92%) 
and cobalt chloride in 21 (42%), the most common 

Table 1: Clinical patterns of contact dermatitis (n=50)

Clinical pattern 
of occupational 
contact dermatitis

Defi nition No. of 
patients 

(%)
Acral dermatitis Simultaneous involvement of 

hands and feet with or without 
distal extremities

21 (42)

Hand dermatitis Dermatitis predominantly 
involving hands with or without 
involvement of the dorsal surface

11 (22)

Airborne contact 
dermatitis

Dermatitis particularly of 
exposed body parts, including 
deep creases of face, cubital 
and popliteal fossae, and other 
body folds caused by allergens 
released in the atmosphere

8 (16)

Acro-facial 
dermatitis

Dermatitis predominantly 
affecting face and neck; deep 
recesses of face may or may not 
be spared, and distal extremities

7 (14)

Feet dermatitis Dermatitis predominantly 
involving feet with or without 
involvement of the dorsal surface

1 (2)

Mixed pattern
Acrofacial and 
trunk dermatitis

Combination of all or any of the 
above patterns

2 (5)

Acrofacial and 
scalp dermatitis
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Sir,
The Indian construction industry employs more than 4 
million (skilled or unskilled) workers yet there are few 
studies pertaining to occupational contact dermatitis 
among construction workers from our country. We 
studied 50 male construction workers (39 masons, 
10 laborer/helpers, 1 painter) aged between 22 and 
70 years having occupation-related contact dermatitis. 
Patch testing was undertaken with Indian standard 
series by Finn chamber method. We also patch tested 
10 controls who were all men between 20-40 years 
old and were either healthy volunteers or had minor 
dermatoses (dermatophytosis, onychomycosis or scabies) 
and no dermatitis or exposure to relevant allergens. 
Clinical details were recorded and the relevance of 
positive patch test results was determined clinically.

As the construction industry employs a significant 
number of young individuals, the majority 41 (82%) 
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