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EXPERIENCES WITH RECONSTRUCTIVE 

SURGERY AS A JOINT VENTURE BETWEEN A 

GENERAL HOSPITAL AND A LEPROSARIUM 

by JOHS. G .  ANDERSEN, CAND.  MED.  ET CH IR .  (HAFN. ) 

from Sevapur Hospital and Santipara Leprosy Colony (Assam) 

Although the technique of th is  special i ty has been fai rly well 
establ ished, i ts  plac ing i s  stil l under d i scuss ion . Of course one should 
real ise that the loose term 'reconstructive surgery' i s  a composite 
work of physiotherapy, occupational therapy, crafts trai n ing, and 
social rehabil itat ion .  The medical and publ ic health aspects also 
come into the picture. Tn fact they are the very foundation on  which 

we work . 
I t  has been argued with considerable strength that as a surgical 

special ity reconstructive surgery in leprosy belongs in a general 
hospital, or-when avai lable-in the orthopaed ic or  plastic surgical 
departments of a bigger hospital . On my return  from Vellore in 1 96 1  
c ircumstances over which I had n o  control placed me i n  a s i tuation 
where I have been able to gather some experiences with this approach . 
This paper is an attempt at evaluating  these experiences . 

For almost two years reconstructive surgery has now been under
taken as a jo in t  venture between a leprosarium and a general hospital, 
where my permanent res idence i s .  I n  order to understand the pictu re 
a brief descript ion of the two inst i tutions wi l l  be given . 

The leprosariu m, Santipara Leprosari um, i s  comparatively new 
and i s  at present  able to accommodate about 250 patients, most 
of whom come from local communit ies .  The leprosarium was 
originalJ y of the ' home type', i ntended to be a home for the homeless 
and cast out . Even though a certain emphasis is  now placed on  the 
' hospital idea' with short term admiss ions and continued treatment 
at the patients' own homes, a s ignificant number of the patients are 
sti l l  of the permanent category .  This means a large proportion of 
highly infectious lepromatous cases and a large proportion of cases 
with long-standing extremely difficult  deformities. The medical staff 
consists of one medical officer, one lady physiotherapist, one senior 
nurse, some locally trained 'compounders', and otherwise patient 
staff. A physiotherapy room and a smalI, but adequate theatre has 
been provided. The leprosarium has a hospital s ide with 30 beds, 
mostly occupied by react ion cases, severely ill patients, and ulcer 
cases . The inmates are housed i n  cottages with fai rly long d istances 
to the central faci l i t ies .  The cl imate is hot and wet, sometimes cold 
and d usty. 

The hospital ,  Sevapur Hospital, i s  a 50 bed rural hospital. Two 
medical officers, one sen ior  m idwife-cum-nurse, one senior nurse, 
and a number of 'compounders' and 'nurses' of varying professional 
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standing are employed . This hospital runs an extens ive surgical 
service and has a fairly good equipment .  

The general plan of the joint  venture i s: The patients are adm itted 
to the leprosarium or selected from the inmates. Preoperative physio
therapy is conducted there by the wel l  qualified physiotherapist .  
When possible the surgeon w i l l  visit the leprosari um at monthly 
i ntervals ,  when he wi l l  join  in  preoperative assessments and selec
tions, postoperative assessments, and if convenient w i l l  perform a 
few operat ions assisted by the resident medical officer. The main bulk 
of the surgery is undertaken at the general hospita l ,  the patients 
being transported to and from the hospital by car or  by public trans
port. Postoperative physiotherapy is cond ucted at the leprosari um .  
Lack of personnel and  funds have so  far prevented the  establ i shment 
of a real craft tra ining programme .  The majority of the inmates 
are expected to partake in the agricu l tural  programme of the 
leprosarium.  No organized attempts at helping the discharged 
patients to a social rehabi l i tation are being made. 

From Apri l  1961 to December 1962, 90 surgical proced ures were 
performed, of these JO were done at the leprosari um .  This is not the 
place for a fu ll. assessment of the resul ts .  However, the overa l l  picture 
is of considerable interest . Most of the results  have been satisfactory 
and on ly few have fa i led completely. But compared with the resu l ts 
that can be seen at training centres these resul ts are not up to 
standard . 

There are certai n  advantages with this programme : The surgeon 
maintains  a close contact with general surgery, and he may be able 
to uti lise his specialised knowledge to he lp other patients .  I fu l ly 
admit these advantages, but I think they are over-va lued, particularly 
the l ast one.  The important reason is that in  order to let sufferers 
from other paralysing diseases benefit fr?m his work, the surgeon 
must perforce have a ful l y  qualified physiotherapist at his disposal .  

The disadvantages are many: 
The problem of surgica l l y  correctible and preventible disabi lities 

in l eprosy is  immense . A rough estimate shows that at this moment 
not less than 2 million operations are waiting to be done on leprosy 
patients in India alone. If we are to h ave any impact on this problem, 
the amount  of work a general or orthopaedic or  plastic surgeon can 
interpose between his many other patients is  far too litt le .  

Reconstructive surgery alone, with no real attempt at social and 
economic rehabilitation, is hardly worth the trouble.  A surprising 
n umber of people are able to work with a claw hand or a d rop foot.  
The important  emphasis i s  not  so much on the tech nical recon
struction of a close to normal function as on  the teaching of how 
to use this BETTER hand and BETTER foot to give BETTER service . 

The daily presence and active interest of the surgeon in the 

physiotherapy programme is extremely important. One reason is the 
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help and advice he may be able to give. More important  st i l l  i s  the 
fact that this is  where he learns from his m istakes. Noth ing keeps a 
surgeon on h i s  toes as the crit ical co-operat ion of a competent 
physiotherapist .  

Difficult travel condit ions and the rar ity of the surgeon's  v is i ts  
to the leprosar ium tend to exclude a large n umber of cases from 
the benefits of surgery. These are most ly  the tricky cases where the 
surgeon i s  unable to fol low standard techniques, and where h is  
personal presence is  extremely important  to the physiotherapy pro
gramme. I t  has been argued that a strict select ion should be under
taken to excl ude these cases. The reason i s  that i n  th i s  way you w i l l  
gain  the  confidence of the  pat ients, who  for a long  t ime on ly see 
comparat ively good results .  I n  actual fact no such selection i s  
possible .  l f  you excl ude the d ifficult  cases from you r  l i st, the patients 
wil l  loose fai th and i n terest . And after al l ,  one of the most important 
impacts of surgery on the leprosy patients i s  the amount  of in tense 
personal in terest that i s  being taken i n  them. 

The surgeon should part ic ipate i n  the work as a whole. The 
majority of  the sufferers from leprosy are not found in the i nst i tutions .  
The physiotherapist-surgeon team must a t  least t o  some extent 
participate in case find ing and educat ion .  

In  th i s  part icular programme, the d istance between leprosar ium 
and hospita l ,  1 00 mi les, i s  prohib i t ive. But even much shorter 
d is tances w i l l  hamper this work so m uch that it cannot be done as i t  
should a n d  can b e  done .  The decis ive factor i s  t he ful l  t ime occupa
tion and constant presence, which alone wi l l  secure the best 
ut i l i sat ion of the ava i lable person nel . 

An important part of the work should be training, both of the 
resident staff and of trainees, be they surgeons or paramedical 
workers . When the work is spl i t  between two centres with a strictly 
l imi ted programme, no  train ing  i s  poss ible .  There w i l l  be probably 
a fai rly  competent  theatre staff at the general hospital ,  but un less a 
steady amount  of surgery i s  done at the leprosarium,  the qual ity of 
assistance obtainable there wi l l  never reach a h igh standard . A t  the 
general hospital the staff wi l l  on ly see certai n  phases of the work 
and w i l l  have no  chances of train ing: Under this set up  the surgeon 
has no chances of sharing in the extremely important tra in ing of 
paramedical workers. 

Although the demands for equipment are relat ively modest, i t  is  
a moot question  i f  we can afford to mainta in  i t  under cond i t ions 
where i t  i s  not put  to i ts ful l  use .  Transport of equ ipment between 
hospital and leprosarium is  impractical . 

Very few hospitals i n  th is  country are so well staffed, that they 
can afford to let a senior surgeon leave the hospital regularly.  It  is 
not so much the economic loss for the hospital . It is the more 
important question of a number of patients who have to be turned 
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away or asked to wait for the return of the surgeon .  The compara
tively large amount of time that has to be spent in the general 
hospital also tends to take away the surgeon from other patients .  

Any medical man wil l  be keen ly  aware of the need for maintaining 
and developing his  ski l l  and knowledge. Thi

'
s requires both a reason

able number of patients for him to work with , but  it  also requires 
cond i tions under which he can eval uate his own work in the light of 
other peoples' experiences . In a busy general hospital the demands on 
the surgeon wil l  be so great and varied that this becomes very diffi
cu l t, if not impossible .  

Some of the less satisfactory results can undoubted ly be attributed 
to the travel up and down before and after su rgery. The dust and 
dirt of the bumpy I ndian road is not exactly the best t reatment of a 
newly operated patient .  So far we have had no real difficulty with 
publ ic transport. But i t  is  wel l  known that people with recognized 
st igmata of leprosy are often not accepted on public transports. 
If this had been a simple problem of protecting the trave l ling publ ic 
against  i nfection i t  could have been tack led in  a rat ional  way. But 
it  i s  rather a social  ostracism that i s  very difficult to hand le .  

The conclusions are very straightforward : 
As far as possible e very sufferer from preventible and correctible 

disabilities due to leprosy has a right to the benefit of this service. 

The best way of obtaining this goal is by placing the whole team, 
comprising physiotherapist, occupational worker, craft trainer, 
social worker, and surgeon in the leprosy hospital. This w i l l  maintain 
the i mportan t  connection with leprosy work i n  general and wil l  give 
ample opportuni ties for teaching and learning.  The field i s  in itself 
so large that there i s  very l i ttle danger of the surgeon losing contact 
with s ister discipl ines in surgery. I t  is  far more dangerous i f  he l oses 
his sk i l l  in this particu lar  field .  

Scarcity of workers and  lack of funds make it  impossible to open 
this service in  a l l  leprosaria .  A better plan is to open centres on a 
regional basis and extend assistance to out lying leprosaria . How this 
should be done is outs ide the scope of this  paper .  




