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Directly observed treatment 
short course and cutaneous 
tuberculosis: Our experience 

Sir,
Currently, the treatment of all types of tuberculosis is 
by the directly observed treatment short course (DOTS) 
strategy, which is implemented by World Health 
Organization (WHO).[1] This programme has been fully 
adapted by the Revised National Tuberculosis Control 
Programme (RNTCP) of the Government of India.[2] 
Based on the nature and severity of the disease, 
tuberculosis patients are grouped into three categories 
for the purpose of the DOTS administration. DOTS 
has two phases – 2 months of intensive phase and 4 
months of continuation phase, and, in severe cases, 
the treatment is extended to 8–12 months. Most DOTS 
regimens have thrice-weekly schedules (Monday–
Wednesday–Friday). For cutaneous tuberculosis, 
category III (2H3R 3Z3 + 4H3 R3) is recommended. In 
this category, Rifampicin (R-450 mg), Isoniazid (H-600 
mg) and Pyrazinamide (Z-1500 mg) are administered 
for three days in a week for 2 months (intensive phase), 
followed by R-450 mg and H-600 mg given three days 
in a week as a continuation phase for 4 months. In case 
of cutaneous tuberculosis with systemic infections, 
or when more than one group of lymph nodes are 
involved, category I with four drugs is advised. 
Depending on the clinical response, the duration of 
treatment can be extended under the guidance of the 
clinician. For children and adults who weigh less than 
30 kg, these drugs are administered according to their 
weight.

Although the DOTS strategy has been in operation for 
more than 10 years and has been found to be effective, 
barring a few reports,[3-6] there are no specific studies on 
DOTS in the management of cutaneous tuberculosis. 
Hence, this study has been designed to evaluate the 
efficacy, tolerability and safety profile of DOTS in 
cutaneous tuberculosis and also to know how soon 
cutaneous tuberculosis responds to DOTS.

During the study period of 19 months, 12 cases of 
cutaneous tuberculosis were recruited for DOTS 
therapy. All these cases were clinically evaluated 
with relevant hematological, biochemical and 
serological tests for human immunodeficiency 
virus and Venereal Diseases Research Laboratory. In 
addition, Mantoux test, skin biopsy, X-ray chest and 
sputum examination were also performed. None of 
our patients had concomitant pulmonary or other 
systemic tuberculosis. The diagnosis of cutaneous 
tuberculosis was established based on clinical picture, 
histopathology and positive tuberculin test. Before 
providing category III DOTS, photographs were taken 
to observe clinical improvement. All these cases 
were reviewed every week for the first 2 months 
and, thereafter, every month for 4 months along with 
clinical photographs to observe clinical improvement 
on the basis of reduction of size, erythema, induration, 
scaling and verrucosity. These cases were followed-up 
to 6 months after completion of DOTS to observe any 
relapse.

The age group of our patients varied from 6 to 50 
years. The different types of cutaneous tuberculosis 
were: lupus vulgaris (6), tuberculosis verrucosa 
cutis (2), tuberculids (2) and erythema induratum of 
Bazins (2). All 12 cases completed 6 months of DOTS 
therapy and were followed-up to 6 months. In four 
cases, clinical improvement was very rapid and was 
observed within 4 weeks, in three cases within 6 weeks 
and the remaining five cases within 8 weeks. All the 
cases responded to DOTS during intensive phase. The 
lesions healed with residual skin changes [Figures 1 
a, b and 2 a, b]. The compliance and tolerability with 
DOTS was good and no side-effects were observed 
during the DOTS therapy. No relapse was observed 
during the follow-up period.

Although there is a variability in the response rates 
of DOTS in our study, by and large, the response 
rates are comparable with the standard daily 
Short Course Chemotherapy.[7] As the majority of 
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cutaneous tuberculosis cases are paucibacillary and 
are due to hyperimmune response to bacilli, instead 
of the four drugs-daily regimen, DOTS regimen 
with three drugs (intermittent therapy) is ideal so 
that the patient is exposed to less number of drugs. 
Therefore, the chances of developing drug toxicities 
and resistance are minimum. In the implementation 
of the DOTS regimen, DOTS providers are generally 
available within the vicinity of the patients, thereby 
minimizing the travails of travel. Moreover, the 
patient gets the standard drugs under supervision 
at free of cost. Therefore, the compliance is fairly 
good. This sample study aims at encouraging the 
clinicians to take up this national programme so 
that the benefits of DOTS reaches the deserving. 
However, large-scale follow-up studies are warranted 
to establish the efficacy and other aspects of DOTS 
in cutaneous tuberculosis. 
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Figure 1a: Lupus vulgaris Figure 1b: Lupus vulgaris after 4 weeks of directly observed 
treatment short course treatment

Figure 2a: Lichen scrofulosorum Figure 2b: Lichen scrofulosorum after 3 weeks of directly observed 
treatment short course treatment
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Food allergen-free diet in severe 
atopic dermatitis related to food 
allergy 

Sir,
The long-term management of atopic dermatitis (AD) 
should take into consideration environmental factors 
including food allergy, as it may aggravate up to 33% 
of the patients,[1] mainly infants and children with 
severe AD.[2] There is no information concerning 
the follow-up of patients under specific eviction of 
offending food.[3] The aim of our study is to evaluate 
the evolution of the clinical score, the applied amount 
of topical steroids, and IgE levels, over time, through 
a prospective, observational uncontrolled study 
including 100 children with food allergy–related, 
severe AD. The diagnosis of AD was based on the 
criteria of Hanifin and Rajka. The patients’ age ranged 
from one month to four years with a median age of 
twenty months. Clinical evaluation was based on 
the SCORing Atopic Dermatitis (SCORAD) score 
assessing the severity of erythema, edema, excoriation, 
dryness, lichenification and their extent, as well as 
pruritus and sleep, as recommended by the European 
task force for AD. A SCORAD score of over 40 was 
required in order to consider the AD to be severe. 
The mean consumption of topical corticosteroids 
was estimated according to the patients’ history. Food 
allergy was suspected on the basis of a detailed history 
and was confirmed by skin prick tests (SPT), with 
specific standard extracts (Stallergenes, France) or 

fresh food allergens. Patients with positive SPT were 
further evaluated for specific serum IgE through the 
radioallergosorbent test (RAST) or chemoluminescent 
assay (Dome-Hollister-Stier) techniques. Food allergy 
was confirmed by elimination and later by double-
blind placebo-controlled food challenges, prior to 
initiation of the appropriate dietary intervention. 
Food allergy was related to egg in 67%, peanut in 
54%, milk in 30%, sea shells in 26.9%, wheat flour 
in 16.8%, fish in 11.2%, soy in 8.9%, and mustard in 
4.5%. None of these French children was vegetarian. 
The parents were asked to respect a specific eviction 
diet. The patients consulted every three months or in 
case of an AD flare. Informed consent was obtained for 
each patient and the study was approved by the Joint 
Committee for clinical investigation.

The mean consumption of corticosteroids was 30 g per 
month at the beginning of the study. The average level 
of total IgE was 1272 IU/ml on inclusion day and the 
mean SCORAD score was 53.6. Three children were 
excluded from the study as they did not comply with 
the eviction diet. In total, 97 children were observed 
for a protracted follow-up period of three years, which 
comprised  the clinical score, the topical steroid 
consumption, and the IgE serum levels.

The effects of a specific food eviction diet on clinical 
improvement, topical use of corticosteroids, and total 
IgE, are shown in Table 1. A global significant decrease 
over time was noticed for each of the three parameters 
studied. Considering the allergies diagnosed initially, 
reintroduction was possible within three years in 90% 
of the patients with allergy for egg, 95% for milk, 100% 
for wheat flour, and 50% for soy beans: the mean age 
for food allergy regression under an eviction diet was 
18 months for milk, three years for flour and eggs, and 
none for sea food and peanuts.

Table 1: Effect of specific food allergen–free diet on the 
clinical score, topical corticosteroid consumption, and total 
IgE level in a prospective five-year follow-up of  97 children 

with food allergy triggered flares of AD

Inclusion 
Day

3 months 1 year 3 years 5 years

Clinical 
Score

53.6 -78% (11.94) -70% (16.1) -75.6% (13) -76% (12)

Topic 
Steroids

30g - 84% (5g) - 73% (8g) -75% (7g) -90% (3g)

IgE level 
(kU/l)

1272 1022 943 720 340
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