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if the hair dye in question induced immune-mediated drug 
reaction leading to acute hepatitis.

Lymphocytes were isolated using Histopaque, 1077 (Sigma-
Aldrich, St.louis, USA) by centrifugation.[2] Lymphocytes 
from a normal person and from a patient were subjected 
to hair dye exposure. Control was patient lymphocytes 
without hair dye. Suspension from the reaction mixture was 
taken out at different intervals and smears were examined 
for lymphocyte reactivity and adenosine deaminase (ADA) 
level represent lymphocyte activation. At the end of 60 
min, 70% and at the second hour, 90% of the lymphocytes 
were activated as against the normal lymphocytes with 
no reactivity and only 3% of the controls. The ADA levels 
increased by 20% and 30% by the end of the first and 
second hour, respectively. Results obtained in this in vitro 
lymphocyte activity experiment strongly suggest that hair 
dye causes immune-mediated drug reaction in hypersensitive 
individuals [Figure 1].

Hair dye is a well-recognized cause of contact dermatitis. 
Routinely used hair dyes contain multiple components viz 
Toluene-2, 5-diamine, resorcin, cetearyl alcohol, polyethylene 
glycol, etc. Chemicals of the hair dye can be absorbed into 
the body through a wound, damaged skin or by aspiration of 
the spray during dyeing. The pathogenesis of drug-induced 
hepatotoxicity usually involves either the parent drug or its 
metabolite, which affects the hepatocytes directly or elicits 
an immune response.[3]

The chronological course of the present patient, allergic skin 
manifestations and in vitro lymphocyte reactivity to hair dye 
supported hair dye-induced immune-mediated hepatitis.[4] 
Liver biopsy was not performed as investigations supported 
diagnosis and her liver functions improved after 2 weeks of 
cessation of hair dye.

Thus, the present case suggests a possible role of hair 
dye in inducing an immune-mediated drug reaction in 
hypersensitive individuals and a lymphocyte activation test 
may be utilized to diagnose the immune-mediated drug-
induced hepatotoxicity.

Varadaraj P. Gokak, Sasikala Mitnala, 
Ramji Cheemalkonda1, Rupa Banarjee, 

Nagaraj Rao Padaki2, D. Nageshwar Reddy

Department of Medical Gastroenterology, 1Pathology, 2Hepatology, 
Asian Institute of Gastroenterology, Hyderabad, India.

E-mail: aigindia@yahoo.co.in 

DOI: DOI: 10.4103/1319-3767.48999

REFERENCES

1.  Yoshi T, Norio H, Morikazu O, Teruhisa U, Teru K, Masanori AB, et al. 
Drug induced hepatitis due to repeated use of hairdye. Intern Med 
2003;42:1104-6.

2. Kalofoutis A, Nicolaidou-Politis V, Bouloukos A. Significans of 
lymphocyte fatty acid changes in chronic renal failure. Nephron 
1996;73:704-6.

3. Pham TV, Lu S, Kaplowitz N. Acetaminophen hepatotoxicity. In: Taylor 
MB, editor. Gastrointestinal emergencies. 2nd ed. Baltimore: Williams 
and Wilkins; 1997. p. 371-88.

4. Neuberger J. Immune mechanisms in drug hepatotoxicity. Clin Liver 
Dis 1998;2:471-82.

Intestinal Spirochetosis: Do 
We Always Treat It or Is It a 

Self-Limiting Disease?

Sir,
A 54-year-old man was referred by his GP for intermittent, 
painless self-limiting episode of rectal bleeding of 6-months 
duration. Patient denied drug abuse and there was no history 
of homosexuality.

During his first clinic presentation, the physical examination 
was unremarkable except on his rigid sigmoidoscopy, we 
could find a small suspicious neoplastic looking like lesion 
8 cm from anal margin, and thus biopsy was taken and 
sent for histopathology. He also had large hemorrhoids, 
which were banded during the same appointment. Stool 
examinations revealed no conventional pathogens. A full 
blood count and biochemistry determinations were normal.

His initial biopsy report showed active chronic inflammation 
but indeterminate in type. It was, therefore, concluded 

Figure 1: All reactive lymphocytes after 20 hours of incubation (oil 
immersion pictures)
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that this was likely to be dysplasia-associated lesion or mass 
associated with inflammatory bowl disease.

He underwent follow-up flexi-sigmoidoscopic biopsy, which 
was reported as being of inflammatory bowel disease, more 
likely to be of Crohn's disease. The rest of the colon was 
reported as normal in a follow up barium enema.

He remained asymptomatic after his initial banding. He 
was again followed up for routine check flexi-sigmiodoscopy 
[Figure 1, Figure 2], and histology from this biopsy was 
suggestive of intestinal spirochetosis, but with no evidence 
of any acute or chronic inflammation.

Clinically, patient remained asymptomatic with no 
symptoms suggestive of any fresh episode of rectal bleeding 
or proctitis.

Intestinal spirochete infection is common in commercial 
poultry flocks as shown by studies in Australia.[1]

The prevalence of spirochetosis in human varies from 2.5 to 
16% in western countries.[2] The prevalence in homosexual 
and immune-compromised patients, based on stool culture 
and biopsy[3] finding was as high as 50%.

In human, the pathological and clinical significance of these 
organisms is far less clear and controversial although there 
have been reported cases associated with rectal bleeding 
and diarrhea.[4]

The histological appearance of this organism is that of a 
false brush border on the colonic mucosa, which represents 
a layer of spirochetes, especially Brachyspira aalborgi and 
Brachyspira pilosicoli (Serpulina pilosicoli).

It can be identified readily on H and E-stained sections 
although silver stains also can be used to highlight the 
organisms and can detect cases not evident on routine H and 
E stains.[3] It is also important to note that these organisms 
are difficult to grow on ordinary culture medium, thus 
making characterization difficult in clinical practice.

The most appropriate means of identification is by using 
polymerse chain reaction-based technique, is the best way 
of diagnosing the disease,[5] which is sophisticated, not easily 
available and costly, especially in developing countries. This 
may be the cause of it being under-reported and overlooked 
by less experienced surgical pathologists.[5]

In this case, it might be argued that it is one of the incidental 
findings in an asymptomatic patient and thus required no 
active treatment. But in symptomatic and high-risk group 
an active treatment with metronidazole is needed. It is also 
important to consider patient symptoms and risk category 
before starting the treatment.

Patient symptoms and risk category are paramount in 
identifying cases. Spirochetosis, therefore, should be looked 
into all rectal biopsy specimens, especially in high-risk and 
symptomatic patients. In an asymptomatic patient, it should 
be treated as a self-limiting disease.
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Figure 1: Endoscopic image showing lesion found in the rectum at 
10 o’clock position

Figure 2: Endoscopic image after dye spray of the area which did 
not take up dye
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Obstructive Jaundice Due to 
Primary Choroidal Malignant 

Melanoma Metastasis: An 
Unusual Presentation

Metastatic melanoma of the common bile duct (CBD) is 
very rare, with only 18 cases reported so far.[1] A 45-year-old 
male operated 3 years previously for malignant melanoma 
of the right eye presented to the outpatient department for 
obstructive jaundice since 25 days with gradual progression. 
An upper gastrointestinal endoscopy revealed a polypoidal 
lesion in the second part of the duodenum, which was 
reported histopathologically as metastasis from the 
malignant melanoma [Figure 1]. A computed tomography 
scan of the abdomen showed a complex lesion involving 
the CBD, gall bladder, and right lobe of the liver, possibly 
because of metastasis from the primary melanoma of the 
eye. Poststenting, there was a decrease in his bilirubin levels. 
The patient was advised immunotherapy but as he was not 
willing, he was given chemotherapy (Temezolamide).

The first case of a metastatic melanoma to the bile duct was 
described by Spigelberg in 1895 and the second by Duval in 
1908.[2] The melanoma secondaries usually arise from the 
primary skin lesion but, occasionally, may arise from the primary 
or metastatic melanoma of the gall bladder. The primary 
melanoma in patients with gastrointestinal tract metastases 
is typically located in the extremities (15�57% of the cases) 
and in the trunk (13�54%) and less frequently in the head and 
neck (5�33%).[3] There have been no case reports yet of primary 
choroidal melanoma with metastasis to our knowledge in a 
review of the literature. Patients with metastatic melanoma to 
the CBD usually present with progressive painless obstructive 
jaundice. Obstructive jaundice as the first symptom of the 

disease due to metastatic melanoma causing ampullary 
obstruction has been reported only once.[4]

It seems reasonable to perform radical surgical resection 
in patients with potentially curable disease and isolated 
deposits in the bile duct. If there is a concurrent metastatic 
disease elsewhere, it is prudent to adopt a less-aggressive 
approach in order to relieve obstructive jaundice, such as 
the bypass procedure or stenting.[5]

Patients with gastrointestinal symptoms and a history 
of melanoma should be investigated for the presence of 
gastrointestinal metastases even if the original primary 
malignancy was diagnosed years before the patient presentation.
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Figure 1: Photomicrograph of malignant melanoma metastasis
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