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SUGGESTED NEW METHODS OF TESTING THERMAL SENSATION DURING 

FIELD WORK 

Sir, 

It is well accepted that loss or impairment of thermal sensation is one of the earliest signs 

suggestive of leprosy. The World Health Organization is currently evaluating battery operated 

devices for testing thermal sensation in the field areas. But for most of the developing world, where 

the disease continues to be a public health problem, such devices would have to be imported and the 

dry cell batteries would have to be supplied regularly (a recurring expenditure) to the paramedical 

staff. 

During house-to-house visits as part of antileprosy vaccine trials, we have tried the following 

methods to test thermal sensation (apart from conventional scientifically accepted methods): 

Carefully focusing light from the morning sun with a magnifying glass on the suspected patch (or 

area) for a few seconds and comparing with normal surrounding skin. Since the morning sunlight 

is not strong (till about 0830 hours in summer and 0930 hours in winter in India), there is no fear 

of burning the skin. Adults and older children are able to say that they feel a 'warm' sensation. 

Children under 6 years demonstrate a withdrawal reflex, the absence of which may suggest 

sensory impairment. 

2 Using small ice cubes from vaccine carriers; the ice cube is applied gently on the suspected part 

and compared with normal skin. Patients describe the difference in 'coldness' that they feel. 

3 Applying a cotton swab soaked in ether/spirit/acetone/aicohol on the suspected part and 

comparing the 'coldness' felt by the subject with normal surrounding skin. 

All the above-mentioned methods have been compared with the standard thermal testing 

technique using hot and cold test tubes. 1 In our field areas, hot water can be obtained at almost every 

house in the morning. Cold water is obtained from melted ice in the vaccine carriers in summer and 

ordinary water is used during winter. Our studies show reasonably consistent results. The main 

advantage of these suggested methods is that there is no need for imported instruments, the 

necessary items being locally available in the developing world. 

However we feel that these suggested methods need to be scientifically evaluated. 
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COMMENT: OCULAR CHANGES IN REACTIONS IN LEPROSY 

SiT, 

S KARTIKEYAN, 

R M CHATURVEDI 

S V NARKAR 

I read with interest the paper by Shorey et al. 'Ocular changes in reactions in leprosy' (Lepr Rev 

1989; 60: 102-8) and would like to report my findings. 

1457 cases of all tYIi>es of leprosy were studied at random for ocular changes in 1983.1 Among 
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them 237 multi bacillary cases2,3 were followed up for a period of 6 years. Fifty-one patients had 
moderate to severe reactions lasting from 6 months to 6 years with an average duration of 2·  5 years. 
Out of these, eye complications were seen in 9 patients.  

Episcleritis/scleritis was seen in one eye in 2 patients and in both eyes in 2 other patients. In all 
except one, it  subsided at the end of the first year and in I patient it continued for 4 years. Signs of 

insidious anterior uveitis were seen in 9 patients on routine examination. Acute iritis was seen in 2 

patients, and in one it persisted for 4 years and in the other, after the initial attack, the eyes became 
quiscent. Posterior polar sub-capsular polychromatic cataracts were found in 4 patients as a result 
of corticosteroid therapy. 

Madarosis, superficial punctate keratitis, corneal hypoaesthesia and lagophthalmos in Type I I  
reactions were not  encountered in any of these 51  patients. 

Examination of the eye prior to reaction, during reaction and periodic follow-up are essential to 
say that these changes are due to reactions. Single examination during reaction may not show the 

true picture as to whether these changes are due to leprosy per se or to reactions. Moreover when 
reactions (Type I and Type II) are properly managed, with periodic ocular examination and 
appropriate treatment, eye complications can be prevented and ocular morbidity diminished to 
almost nil. Ocular status did not worsen in any of the patients, though some of them had recurrent 

reactions for as long as 6 years. 
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COMMENT: DO WE NEED TRIALS OF AGENTS ALLEGED TO IMPROVE 

HEALING OF PLANTAR ULCERS? 

Sir, 

I fully support Dr Srinivasan in his article (Lepr Rev 1 989; 60: 278-82), that it is useless to carry 
out trials of agents proposed to improve healing of plantar ulcers. 

The basis for almost all wounds in anaesthetic extremities is insensitivity. Excessive trauma of 
some sort is permitted to damage the foot. Since this trauma depends upon some type of mechanical 
force, prevention is simply not to allow the force to occur. The management of such ulceration is to 
remove the source of injury, and to prevent its recurrence, all the while protecting the injured 
structures in order to allow healing. 

There are two things that do help the normal healing process. Usually of most importance is 
immobilization of the part so that movement will not produce cellular disruption. Also of 
significance is the prevention of secondary infection.  There are many ways in which this can be done. 

The method I have found most effective is the use of 0 · 5% silver nitrate solution as a wet dressing. I 
The advantage that I feel this technique has over others is that no bacteria can adapt to growth in 

the presence of silver nitrate. I began using this technique after reading articles recommending it, in 

the A rchives o/Surgery Vol. 90, June 1 965,  Vol. 9 1 ,  July 1 965,  and Vol. 93,  Sept 1 966 by Carl Moyer 
et al. , as it was used in burn wound care. 




