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We may well adopt this advice, but meanwhile it would be of interest to know if other centres have 
developed a standard procedure for laboratory and hospital accidents of  this k ind? 
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MYIASIS IN NECROTIC TISSUE OF A LEPROSY PATIENT 

Sir, 

S K K A R  

M yiasis i s  an infestation o f  various t issues o f  m a n  b y  the larvae o f  flies. Chronic tropical u lcers 
and necrotic t issue from leprosy or tertiary yaws of the nose and pharynx may be invaded . While I 
was working at the Leprosy Hospi tal ,  Htaukkyant,  Rangoon trophic ulcers on legs of leprosy 
patients were often infested by larvae of flies. Every week one or two cases were seen .  This case has 
probably the highest number of larvae ever recorded . 

MTM aged 45,  a wel l-to-do male, had been suffering from borderline leprosy for the past 20 
years, and had taken DDS regularly for 1 0  years. As his  skin smears were repeatedly negative DDS 
had been omitted for the last 4 years. 

Following anaesthesia he had trophic u lcers on his leg which often recurred . During the winters 
of the last three years his ulcer has often been infested with the larvae of flies, about 20-40 in 
number. The larvae were removed by forceps and the u lcer healed in  approximately a month.  

This winter his trophic ulcer recurred . In  spite of the dai ly dressing of the ulcer with clean 
bandages there was discharge outside the bandage. His ulcer had been infested with the larvae of 
flies from the first week of November 1 986 .  As usual he tried manual removal of larvae by forceps 
and dressed the wound with concentrated magnesium sulphate sol ut ion.  H is  ulcer became more 
necrotic, more larvae came out ,  but the wound often bled too. Ten per cent chloroform in vegetable 
oi l  was applied as a dressing. The larvae tried to enter the tissue and the patient suffered from severe 
pain and had to change the dressing the very same night.  Later the wound was dressed with normal 
saline and more larvae came out. I t  looked as i f  the larvae came out to external area more easily 
when a normal saline dressing was used . A total of9 1 2 1arvae were extracted in  a period of I I  days. 
They were identified as Musca domestica-house fly common in Burma.  Nearly half of  the leg 
including a l l  the toes were lost by a short period of  myiasis and the patient became very anaemic. 
Manual removal of larvae by hand was done twice a day. The u lcer was later dressed with 
concentrated magnesium sulphate solution.  I t  may take another three months for the u lcer to heal, 
and he will no longer be able to use that leg. 

Prevention of trophic ulcer from flies i s  the important  precaution against this unhappy ending. 

Department of Medical Research 
Ministry of Health 
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TIN SHWE 

MULTIDRUG THERAPY FOR PAUCIBACILLARY LEPROSY: WHO REGIMEN 
INADEQUATE? 

Sir, 
M ultidrug therapy as recommended by the WHO study group (Technical series report 675,  on 

Chemotherapy of leprosy for control programmes) i s  now the standard and accepted method for 
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leprosy control in  many countries. The treatment schedule for paucibaci l lary cases consists of 
ri fampicin 600 mg once monthly (supervised) and dapsone 1 00 mg dai ly (self-administered) for a 
period of 6 months.  I would l ike to communicate my short experience in treating 1 8  paucibaci l lary 
cases of leprosy (7 cases ofTI and I I  cases of BT) with this regimen . Before start ing the treatment, 
confirmation of the type of the disease was made by histopathological and sl i t-sk in smear studies. 
At the end of treatment period of 6 months, in 6 patients even though there was reduction in size of 
the lesions, the erythema and infiltration were sti l l  persisting and histology revealed tuberculoid 
granuloma in the dermis .  I n  3 other patients, though the skin lesions regressed completely leaving 
only atrophy and ana lgesia, histology showed dense collection of lymphocytes, young hi stiocytes 
and a few epi thelioid cel l s  in  the upper dermis .  Thus one-th ird of the patients who had multidrug 
therapy, were found to have cl inical as well as h istopathological evidence of  persistence of the 
disease, while one-sixth showed histopathological activity in  spite of good cl inical recovery. 

In the remaining patients there was neither any cl inical lesion nor any histological evidence of 
leprosy after multidrug therapy for 6 months.  But  one of these patients,  I I  months after completion 
of treatment, gradual ly developed erythematous and infiltrated plaque at the site of the previous 
lesion .  There were no associated systemic features of toxici ty .  Sl i t -skin smears from the les ion were 
negative for acid-fast baci l l i  and histological features were suggestive of BT leprosy.  Chemotherapy 
has been restarted in  this patient.  Another patient who had histological activity of the disease in 
spi te of good cli nical recovery at  the end of trea tment period, presented 7 months after completion 
of treatment, with erythema and infi l tration which developed slowly and i nsidiously a l l  around the 
margin of the residual  analgesic and atrophic patch . There were no features of systemic toxici ty .  
Sl i t -skin smear was negative for acid-fast baci l l i  and histology showed features of BT leprosy. Slow 
and i nsidious onset of the les ions at the s i tes previously affected by the disease, without development 
of ei ther u lceration of  the surface of the skin lesions or the consti tut ional features of systemic 
toxicity suggest that these two patients had relapse of the disease rather than having type I lepra 
reaction.  

Al though the number of patients studied here i s  only small ,  the persistence of  cl inical and 
histological evidences of leprosy in  one-third of cases, even after mult idrug therapy for 6 months 
and development of cl inical and histological relapse in  2 cases suggest that either the regimen or the 
duration of treatment recommended by the WHO study group, for paucibaci l lary leprosy is qu ite 
inadequate. According to this regimen one has to stop chemotherapy at  the end of 6 months.  I do 
not understand the rationale for discontinuing the drugs at the end of 6 months even when the 
disease i s  act ive .  In no other chronic bacteria l  d isease is  the ant ibacterial agent discontinued 
abruptly in the presence of active clinical signs and symptoms. Nothing is known about 
Mycobacterium leprae i n  paucibaci l lary lesions, after short course M DT, since foot-pad i noculation 
studies are not possible i n  such cases.  A test i s  yet to develop to find whether the last organism in the 
lesion has been wiped out. One may argue that adequate cel l-mediated immunity such patients 
possess may cause resolut ion of these ' residual '  active lesions in  the absence of further continuation 
of treatment .  But  this  happens not only in  partly treated cases but in  the majority of indeterminate 
and tuberculoid cases without any treatment at  a l l .  But no one can predict in  which patient 
spontaneous healing will take place or in  which i t  will not .  

According to the WHO regimen, after 6 months chemotherapy in  paucibaci l lary leprosy, we are 
depending on Nature's mercy for further healing of the lesions .  I n  the presence of avai labi l i ty of  
effective drugs for leprosy, why should the  drug be  discontinued abruptly even when the  sk in  lesions 
are active, cl inica l ly  and histologica l ly .  Whatever the type of leprosy or the number of baci l l i  i n  the 
lesions  may be,  the microorganism responsible for the leprosy in  a l l  patients i s  the same.  Then why 
not the benefit of prolonged treatment as for baci l l i ferous cases or at  least t i l l  the skin lesions 
become inactive be i nstituted i n  paucibaci l lary cases a lso? Two cases of  , relapse' noted in  this  study 
further support our view that the present regimen as recommended by WHO study group i s  q uite 
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inadequate. We would l ike to hear from our professional colleagues about their experiences in 
treat ing paucibaci l lary cases of leprosy with this regimen . 

Department of Dermatology & Venereology 
Medical College Hospital 
KOllayam-686008 
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SHORTNESS OF BREATH WITH URTICARIA DUE TO ONCE MONTHLY 

RIFAMPICIN 

Sir, 
We had the opportunity to treat around 300 leprosy patients, both multi baci l lary and 

paucibaci l lary, as inpatients.  ,4.11 the cases were hospi tal ized for a period of 1 2�24 months .  
M ult ibaci l lary cases were given IAL modified I WHO recommended2 multidrug regimen . Pauciba­
ci l iary cases were given WHO recommended regimen . Al l  these cases were closely watched for the 
adverse effect of the drugs. During this period we came across a very rare adverse effect of rifampicin 
described by Girl ing & Hitze3 as shortness of breath .  The following i s  the short case history. 

A 22-year-old male patient from Orissa ( I ndia) was admitted in  M ay, 1 98 5  at this  centre with 
general ized i nfiltration and hypopigmented lesions of 2 months durat ion.  Examination revealed 
mult iple i l l-defined shiny hypopigmented macular lesions over trunk, both arms and thighs.  There 
was diffuse erythema over face, both hands, feet ,  forearms and legs. Patient had only diminished 
thermal sensations over both hands and feet .  All peripheral nerves were thickened but not tender. 
There was no deformity .  I nvestigations revealed bacterio logical index 3 · 8  + ,  morphological i ndex 
8 , 5 % ,  negative lepramin test and skin h istopathology suggestive of lepromatous leprosy.  Routine 
blood, urine and stool examination were within normal l imits .  The patient was put on daily 
ri fampicin 600 mg for 21 days fol lowed by once a month rifampicin 600 mg along with DDS daily 
1 00 mg and on alternate day 1 00 mg c1ofazimine.  The patient tolerated dai ly rifampicin for 21 days 
without any adverse react ion.  The first monthly dose of rifampicin was given after one month of 
finishing the continuous 21 days rifampicin .  The patient developed shortness of breath within half­
an-hour of taking rifampicin .  The respi ratory rate was increased to 34 per min ,  pulse 1 00 per min ,  
BP 1 26/84 mm of Hg and on auscultat ion of chest bi lateral rhonchi were heard . The shortness of  
breath persisted for about  2 h and then  subsided completely but then he  developed m ult iple 
urticarial rashes all over the body.  The patient was given oral antihistamines. The urticarial lesions 
subsided in  about 6 h .  After one month the pat ient was again admin istered a second monthly 
rifampicin dose,  but this  time only 300 mg rifampicin was given . The patient again developed similar 
symptoms and thereafter rifampicin was omitted and since then he has never developed shortness of 
breath and urticaria .  

The diagnosis of shortness of breath and urticaria dl:le to monthly ri fampicin in th is  case was 
definite and further confirmed by a provocation test. 

Girgl ing & H itze3 have described five dist inct syndromes as adverse reaction to in termittent 

ri fampicin therapy given once or twice a week i n  tuberculosis .  They have suggested that t hese 
syndromes are unl ikely in once monthly regimen. Only very few reports of adverse react ion due to 
once monthly rifampicin are seen in  l iterature4-6 and no cases of shortness of breath due to monthly 
ri fampicin have come to our notice. 
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