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debatable, but is mostly related to lenticular changes.
Explanations
have
included
spasm
of
accommodation, changes in the lens structure
(resulting from altered sodium chloride metabolism,
with the resultant imbibitions of fluid by the lens or
change in the index of refraction) and edema of the
ciliary body resulting in increased curvature of the
lens surfaces.[3]
Drug-induced myopia is an important cause of
transient myopia. Dapsone, being used in many skin
conditions, including its frequent and long-term use
in leprosy should be considered in its differential
diagnosis and specific drug intake inquir y is
recommended. The effect is temporary and vision
usually returns to normal a few days after stopping
treatment.

used in several inflammatory dermatoses like
dermatitis herpetiformis, erythema elevatum
diutinum, acne conglobata, bullous lesions in lupus
erythematosus and infections like actinomycetoma,
P. carinii pneumonia and falciparum malaria.[2,3]
The adverse profile of dapsone includes hemolysis
and methemoglobinemia which are usually
pharmacologic at doses of >50 mg/day. Other sideeffects are peripheral neuropathy, hepatitis, sulfone
syndrome and rarely, hypoalbuminemia and
psychosis.
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Dapsone-induced
agranulocytosis in a patient of
leprosy
Sir,
Agranulocytosis is a rare but fatal complication of
dapsone and should be diagnosed early and treated
accordingly as early measures can be life-saving for
the patient. Dapsone is the prototype of sulfones. It
is used as a primary drug for leprosy[1] and is also
456

lungs. There were a few purpuric cutaneous lesions
over the right upper limb. Blood culture showed
Staphylococcus aureus.
Chest X-ray revealed bilateral lower lobe
consolidation. Total count was 700/cmm with
peripheral smear showing agranulocytosis. Patient
was diagnosed as a case of pneumonia superimposed
over agranulocytosis and was transferred to medicine
ICU. He was treated with vasopressors, Linezolid (600
mg IV 12 hourly) and amikacin (15 mg/kg) and was
given granulocyte colony stimulating factor (G-CSF)
in a dose of 5 µg/kg. Granulocyte count became
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normal after seven days of treatment. Treatment with
G-CSF was continued for a total of nine days. Patient’s
condition improved rapidly after starting G-CSF and
he was discharged later.
Agranulocytosis is an acute condition where there is
a sudden drop in white cell production leaving the
body susceptible to bacterial invasion and
septicemia.[6] It is reported to occur in 0.2-0.4% of
patients treated with dapsone. Though reversible, the
condition can be fatal due to the occurrence of
septicemia or infections.

recommended that a patient should be cautioned
about the development of infection and fever during
the initial part of dapsone treatment.[2] A review shows
this side-effect to be population-sensitive.[5] To detect
the complication early, a leukocyte count with a
differential and hemoglobin levels should be done
weekly for the first month of therapy, twice monthly
for the next two months, and periodically thereafter.[2]
Liver and renal function tests are also conducted,
before therapy and periodically later. However, the
rarity of this complication makes such testing difficult
to follow as a routine.
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conditions besides dermatitis herpetiformis like
leprosy, linear IgA dermatosis, cicatricial pemphigoid,
rheumatoid arthritis, leukocytoclastic vasculitis, and
even when given for malaria prophylaxis,[3,6,8] The rare
nature of this side-effect and associated drugs like
prednisolone account for the late detection of this
complication and the resulting fatality.
In our patient, early treatment with antibiotics and
G-CSF accounted for the survival of the patient. It is
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