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The large number of leprosy surgery centres that operate at an appallingly 
low levei of efficiency should convince us that our present approach cannot 
deliver the goods. Fortunately the deformities of this disease are of a repetitive 
nature and lend themselves to correction by a few standardized surgi cal 
procedures under local or regional anaesthesia. While one does not wish to 
minimize the extent of knowledge and skill required for these procedures, I feel 
that it should not be impossible to train per sons like physiotherapists working 
with this disease to undertake such procedures after sufficient apprenticeship. 
In fact, we know of many physiotherapists in this field who have a superior 
knowledge of the anatomy and function of the hand and foot in leprosy to 
many a surgical specialist. I have had personal experience of nurses and 
physiotherapists who make excellent assistants and who with some encourage
ment and training can undertake some of these standard operations quite 
adequately. Some of these could well have become surgeons if the opportunity 
had been provided to them. We have mystified medicine and feel nobody else 
can undertake any of our functions even though we ourselves cannot deliver 
the goods. 

The ability of sim pie unqualified persons to undertake routine abdominal 
operations like tubectomies on a large scale, with results comparable to those 
of qualified surgeons, as demonstrated in Bangla Desh, should encourage us to 
harness the latent human talent so readily available in developing countries to 
solve their own problems, rather than wait for the day when sufficient numbers 
of well trained surgeons will be motivated to tackle the surgical problems of 
leprosy. 

I suggest that all existing centres take a few suitable candidates, preferably 
leprosy physiotherapy technicians, and give them the necessary theoretical and 
practical surgical training. Within a few years we should have sufficient trained 
personnel to utilize the idle capacity of many of the existing centres for 
leprosy surgery and provide a much needed service to the patients. Such a 
person will have the additional advantage of seeing the patient from the start to 
the finish of his treatment, will develop intimate rapport with him and avoid alI 
the frustrations of a "team approach". He is also likely to serve the institution 
for a substantial period, if not a lifetime, at a cost which the institution can 
afTord. 

Medico-legal problems are bound to be raised, but then medicine is meant 
more for the benefit of the patient rather than for the benefit of the doctor or 
the lawyer. 

Tata Department of Plastic Surgery, 
Bombay, India. 

Palatal Involvement in Lepromatous Leprosy 

Sir, 

N. H. ANTIA 

I read the three artic1es by Dr Girdhar and his colleagues with great interest 
(Girdhar, B. K. and Desikan, K. V.,  Lepr. Rev. ( 1 979) 50, 25-35 .  Mukherjee, 
A., Girdhar, B .  K. and Desikan, K. V., ibid ( 1 9 79) 50, 3 7-43.  Hubscher, S. ,  
Girdhar, B .  K. and Desikan, K .  V. ,  ibid ( 1 9 79) 50, 45-50). Their finding that 
Mycobacterium leprae is discharged from the mouth in a high proportion of 
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patients with lepromatous leprosy, even when no oral lesion is seen, is of 
particular significance. 

I have discussed previously palatal involvement in lepromatous leprosy 
(Barton, R. P.  E., Lepr. lndia ( 1 9 74) 46, 1 30- 1 34) and, like Girdhar and 
Desikan, I have not seen perforation of the palate in over 300 patients. I would 
therefore suggest that such perforation be described as "rare" rather than as 
"quite often seen", particularly as perforation of the palate may also be caused 
by syphilis and tuberculosis. 

R. P.  E. BARTON 
SI Mary 's Hospital, 
Praed Slreel, London W2 1NY. 

Unnecessary Laparotomy for Abdominal Pain and Fever 
due to Clofazimine 

Sir, 
A 24-year-old Indian man was admitted to hospital in October 1 9 74 with 
acute lymphadenitis and severe erythema nodosum leprosum (ENL), which 
were his first manifestations of lepromatous leprosy. He was treated with 
rifampicin for 6 weeks and dapsone ; prednisone was used to control the ENL 
which was causing extensive skin ulceration. One unusual manifestation of his 
reaction was the appearance of haemorrhagic blisters on, and around the 
margins of, his palms and soles, which rendered his skin prone to ulceration 
from the slightest pressure or trauma. For this reason, prolonged immunosup
pression was necessary and this could not be achieved with acceptable doses of 
corticosteroids. On 8 November 1 9 74 treatment was started with clofazimine 
in a dose of 200 mg daily, which was gradually increased, reaching 500 mg 
daily on 25 December 1 974, as it was still not possible to withdraw steroids. 
At the end of January 1 975 he began to experience a series of fevers which 
were attributed to ENL, and on 29 January 1975 he complained for the first 
time of sudden, severe epigastric pain. There was marked epigastric 
tenderness, but a gastrograffin meal failed to show an ulcer or a perforation. 
Two subsequent bouts of fever were not associated with other detectable 
evidence of reaction but extensive investigations failed to show a cause for 
them. The second bout from 8- 1 5  March 1975  was accompanied by severe 
generalized abdominal pain and tenderness. It was though that he might have a 
paracolic abscess secondary to a perforated duodenal ulcer and laparotomy 
was performed on 1 6  March 1 975 .  

Laparotomy showed the intraperitoneal fat to  be stained red. The liver, 
stomach, duodenum, gall bladder, pancreas, spleen, kidneys and large bowel 
were normal and within the mesentery and about the aorta there were firm 
lymph nodes that were coloured black. Frozen sections showed chronic low 
grade infiammation with intracellular crystalline structures. Histology of the 
mesenteric lymph node showed non-specific infiammation with few reactive 
follicles but prominent sinus histiocytes. The brown pigment crystals seen in 
frozen sections had dissolved in processing. 




