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Sir,
Allergic contact dermatitis (ACD), a delayed type of 
hypersensitivity reaction developing in sensitized 
individuals after environmental exposure to allergens, 
is a challenging problem with considerable morbidity 
and economic impact.[1,2] Prevention of contact with 
the incriminating allergens forms the main component 
of management of ACD, and patch testing is a useful 
tool for detecting it.[2] The exposure to allergens and the 
type of allergens included in standard patch test series 
varies considerably from area-to-area, depending on 
the local experience.[1]

We conducted the study with the aim of having 
preliminary experience of patch testing in Kashmir, 
in the newly set-up contact dermatitis clinic of our 
department. All consecutive clinically suspected 
cases of ACD of all age groups visiting the clinic over 
a period of 7 months, from mid-May to mid-December 
2012, were included in the study. Details regarding 

age, sex, occupation, residential background, duration 
and pattern of disease were recorded in case sheet 
after obtaining written informed consent. Personal 
or family history of atopy, present or past history 
of hypersensitivity and other dermatological and 
systemic illness was also recorded. Those with atopy, 
hypersensitive reactions were excluded in order to 
avoid false positive results. Cases were subjected to 
patch testing as per the standard guidelines, taking 
all necessary precautions. Patch test series used was 
Indian standard series (ISS), containing 25 allergens, 
and approved by contact and occupational dermatitis 
forum of India. Patch testing with conventional ISS 
was undertaken for convenience of getting a variety 
of allergens combined in a single battery. We did not 
select any particular occupational group or a specific 
patient group and so did not use any specific allergen 
series. Reading and grading of positivity was carried 
out according to International Contact Dermatitis 
Research Group guidelines.[3]

Out of 85 cases patch tested, 49 were males (57.6%) 
and 36 females (42.4%), with age ranging from 5 years 
to 72 years (mean age 40.47 years ± SD 14.84), 
as described in Table 1. 51 (60%) cases were from 
urban and 34 (40%) from rural background [Table 1]. 
The duration of illness ranged from 10 days to 
10 years (mean ± SD = 28.6 ± 36.20 months). 
Dermatitis of hands and feet was seen in 45 (52.9%) 
cases; non-specific pattern in 27 (37.8%), air borne 
contact dermatitis (ABCD) in 10 (11.8%), and photo 
ACD in 3 (3.5%) cases.

Out of 85 cases patch tested, 33 (38.8%), 19 males and 
14 females, showed positive reactions. 20 cases showed 
positive reaction to one allergen and 13 to more than 
one, giving a total of 56 reactions. Thirty-four positive 
reactions were seen in males and 22 in females. 
Most common allergens identified were potassium 
dichromate and nickel sulfate showing nine reactions 

Table 1: Age, sex, residential distribution of cases

Age group Males (%) Females (%) Total (n=85) (%) Rural (%) Urban (%)
≤10 years 01 01 02 00 02
11-30 years 09 17 26 (30.59) 15 11
31-50 years 27 12 39 (45.9) 12 27
51-70 years 11 06 17 06 11
≥71 years 01 00 01 01 00
Total (n=85) 49 (57.6) 36 (42.4) 85 (100) 34 (40) 51 (60)
Average age 40.47 (±14.84 SD)
Average duration of illness 28.6 (±36.20 SD) months
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Table 2: Patch test results for each allergen of Indian standard series

Allergen Positive results (n=56)
(%)

Males (n=34)
(%)

Females (n=22)
(%)

Clinical relevance
(%)

Petrolatum 100% 00 00 00
Potassium dichromate 0.5% pet 09 (16.1) 09 (26.5) 00 6
Neomycin sulfate 20% pet 02 (3.6) 01 (2.9) 01 (4.5) 1
Cobalt (II) chloride hexahydrate 1% pet 06 (10.7) 01 (2.9) 05 (22.7) 4
Benzocaine 6% pet 01 (1.8) 00 01 (4.5)
P-phenylenediamine 1% pet 04 (7.1) 04 (11.8) 00 3
Paraben mix 16% pet 00 00 00
Nickel (II) sulfate hexahydrate 5% pet 09 (16.1) 00 09 (40.9) 7
Colophonium 20% pet 04 (7.1) 02 (5.9) 02 (9.1) 1
Gentamicin sulfate 20% pet 00 00 00
Mercapto mix 2% pet 01 (1.8) 01 (2.9) 00
Epoxy resin 1% pet 00 00 00
2-Mercapto benzothiazole 2% pet 02 (3.6) 02 (5.9) 00 1
Fragnance mix 2% pet 02 (3.6) 01 (2.9) 01 (4.5) 1
Nitrofurazone 1% pet 01 (1.8) 01 (2.9) 00
p-chloro-m-cresol 1% pet 00 00 00
Lanolin alcohol 30% pet 01 (1.8) 01 (2.9) 00 1
Myroxylon pereirae resin 25% pet 02 (3.6) 01 (2.9) 01 (4.5) 1
Thiuram mix 1% pet 05 (8.9) 05 (14.7) 00 2
Clioquinol 5% pet 00 00 00
Black rubber mix 0.6% pet 01 (1.8) 01 (2.9) 00
4-tert-Butyl phenol formaldehyde resin 1% pet 03 (5.4) 02 (5.9) 01 (4.5) 1
Formaldehyde 1% aq 01 (1.8) 01 (2.9) 00 1
Polyethylene glycol 400 100% 01 (1.8) 00 01 (4.5)
Parthenolide 0.1% pet 01 (1.8) 01 (2.9) 00 1
Total 56 34 22 31 (55.4)

(16.1%) each. Cobalt chloride showed 6 (10.7%), 
thiuram mix 5 (8.9%), P-phenylenediamine (PPD) 
4 (7.1%), and colophonium 4 (7.1%) reactions.

In males, the most common reactions were observed with 
potassium dichromate showing nine reactions (26.5%), 
followed by 5 (14.7%) with thiuram mix. In females, 
the most common allergen was nickel sulfate with 
nine reactions (40.9%), followed by 5 (22.7%) with 
cobalt chloride. Positive reaction exclusively in males 
was seen with potassium dichromate, PPD, mercapto 
mix, 2-mercaptobenzothiazole, nitrofurazone, 
lanolin alcohol, thiuram mix, black rubber mix, 
formaldehyde, and parthenolide. Positive reactions 
exclusive to females were due to benzocaine, nickel 
sulfate, and polyethylene glycol 400. No reaction was 
seen with petrolatum, paraben mix, gentamicin, epoxy 
resin, p-chloro-m-cresol, and clioquinol. Overall 
present relevance rate was 55.4% (31 reactions out of 
56) and the results are summarized in Table 2. The 
occupational status of the study group and its relation 
with positive reaction is summarized in Table 3.

The age, sex and duration of illness variables in our 
study were similar to other studies.[1,2,4-7] 60% cases 
were from urban background, probably because our 
hospital is located in the main city. Dermatitis of 
hands and feet was the most common clinical pattern 
in our study, similar to some studies from India and 
abroad[2] and different from other Indian studies where 
ABCD is common.[7]

Nearly 38.8% positive reaction in our study is similar to 
32.3% by Akasya-Hillenbrand et al.;[6] however, differs 
from positive results of 63.5% by Davoudi et al.,[1] 59% 
by Bajaj et al.,[2] 63% by Handa and Jindal[7] and 64.7% 
by Sudhashree et al.[8] The low positive percentage 
tested with ISS may be because of different exposure 
patterns in our population than rest of the country.

The five most common allergens were potassium 
dichromate and nickel sulfate, followed by cobalt 
chloride, thiuram mix, PPD and colophonium, similar 
to other studies.[1,2,4-8]
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Table 3: Positive patch test reactions to various allergens in each occupational group

Occupational group Number Allergen Positive reaction Total reactions
Housewives 21 Nickel 5 15

Cobalt 4
Colophonium 2
Neomycin, myroxylon, benzocaine, PEG 1 each

Service 21 PPD 4 12
Fragrance mix, thiuram 2 each
Myroxylon, lanolin, black rubber, potassium dichromate 1 each

Students 10 Nickel 2 4
Cobalt, PTBP 1 each

Construction workers 8 Potassium dichromate 6 13
Thiuram mix, MBT 2 each
Colophonium, Mercapto mix, nitrofurazone 1

Farmers 6 Potassium dichromate, thiuram, formaldehyde, 
parthenolide

1 each 4

Cottage Industry workers 6 PTBP 2 4
Potassium dichromate, cobalt 1 each

Business 5 Colophonium, neomycin 1 each 2
Medical professional 5 Nickel 2 2
Unemployed 2
Automobile industry/driver 1
Total 85 56 56
PEG: Polyethylene glycol, PPD: P-phenylenediamine, PTBP: 4-tert-Butyl phenol, MBT: 2-Mercapto benzothiazole

In our study, all reactions to potassium dichromate, 
thiuram mix, and PPD were seen exclusively 
in males and all reactions to nickel sulfate and 
most to cobalt (5 out of 6), in females, similar 
to other studies.[1,2,7,8] In Kashmir, most of the 
construction and outdoor labor work is carried 
out by males and females are not involved much 
in outdoor work especially, construction (cement) 
work. So all positive reactions to potassium 
dichromate in our study were found in males and 
no female was found positive because of the above 
reason.

We found only one positive reaction to parthenolide 
than the high positive percentage seen in other Indian 
studies.[2,7] The positivity to parthenolide does not 
mean a definite implication of Parthenium weed 
for the ACD and does not have much sensitivity. 
Exposure level to Parthenium plant as such is very 
low in Kashmir, which could be the reason for low 
positivity in this preliminary study.

In conclusion, this preliminary study conducted to 
experience the results of patch testing at our center 
reveals results generally similar to that of other centers, 
both in country and abroad. Few differences, though, 
may be because of different climatic conditions, 

traditional, and cultural values in Kashmir causing 
different exposure patterns. We intend to carry forward 
the study in order to obtain larger data.
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Sir,
Syndromic management involves identifying a group 
of signs and symptoms in a patient and advocating 
treatment against the most common organism, which 
may be responsible. An effort to establish etiological 
diagnosis of the disease before instituting therapy is 
not required.

Vaginal discharge has been established as a syndrome. 
However, it fails to diagnose and treat chlamydia 
and gonorrhea though the two diseases may present 
with this manifestation. 60-70% of gonococcal and 
chlamydial infection are found to be asymptomatic.[1] 
Vaginal discharge usually visible during pregnancy 
or discharge seen in those on oral contraceptives 
is physiological, but often reported apprehending 
sexually transmitted disease (STD). Other women have 
the misconception that vaginal discharge is normal and 
do not report to the clinics despite suffering morbid 
STD. Discharge from the vagina is thus not a suitable 
entry point in syndromic management. Genital ulcer 
disease included as part of syndromic diagnosis and 
treatment is concerned only with the number of ulcers 
healed and not whether the disease is cured.[2]

Symptomatic patients do not habitually report to the 
STD clinics. Study among female sex workers reported 
only 12.7% women presenting with vaginal discharge. 
On examination, 51.7% were found to manifest 
discharge from vagina.[3] Asymptomatic patients of 

STD are disregarded in syndromic management. 
Researchers found 49% asymptomatic patients among 
295 attendees in a STD clinic among responders with 
either genital ulcer disease or genital discharge.[4] STDs 
increase the spread of human immunodeficiency 
virus (HIV) 2-20 fold. Syndromic management fails 
to reduce the genital shedding of HIV and this has 
been demonstrated by testing genital secretions for the 
presence and concentrations of HIV.[5]

Overuse of antibiotics is another area of concern 
with syndromic management. Medicines are often 
prescribed unnecessarily to patients without disease.[6] 
Threat of antibiotic resistance looms large considering 
this perspective. The consistency of syndromic 
management has also not been validated and varies 
from place-to-place.

Syndromic management falls short of tackling the 
spiraling threat of spread of STD and with it HIV. 
Screening of patients, preferably laboratory based, 
among both high-risk and low-risk populations is 
the need of the hour. Behavior modification and 
strategies based on epidemiological data should 
be combined with health education. Use of mobile 
phones and the internet explosion can also be 
utilized to enhance low-cost, highly engaging 
and deeply permeating STD/HIV prevention and 
treatment support interpolations at an incomparable 
pace.[7] Perhaps the time has come to look closely 
and seriously assess aggressive strategies such as 
mass treatment. In comparison with syndromic 
management, single-round mass treatment had 
a greater short-term impact on HIV (36 vs. 30% 
over 2 years), but a smaller long-term impact (24 vs. 
62% over 10 years). Mass treatment combined with 
improved treatment services led to a rapid and 
sustained fall in HIV incidence (57% over 2 years; 
70% over 10 years).[6] The Piot-Fransen model of 
STD management depicting such mass treatment 
policy is based on data from underprivileged 
countries Uganda, Zaire, and Tanzania [Figure 1]. 
All consenting individuals in the reproductive age 
group of 15-60 years can be offered single dose of 
azithromycin, ciprofloxacin, and metronidazole 
by health-care workers visiting each household. 
The health-care providers must then return after a 
specified time period to collect biological samples 
from the volunteers. These results of the prevalence 
of sexually transmitted infections and HIV must then 
be compared with the projected values without such 
intervention. Initial high-cost of such policy may 
be cost effective in the long run as asymptomatic 
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