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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. 
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Also, I strongly support the use of skin grafting to speed the healing process and have used it in 
hundreds of instances. 

The technique I refer to here is also dramatically effective in extraplantar ulcers (like stasis 
ulcers) referred to by Dr Srinivasan. 
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REPLY: LEPROSY IN CHILDREN 

Sir, 

R E PFALTZGRAFF 

Leprosy in children is now a well-established entity. I -J It is characterized by well-defined 
hypopigmented macule(s) . Their border may either be regular or serrated . Usually they are few in 
number and erythema and loss of hair may also be present. The sensations in the macules are 
invariably impaired or lost. The nerves feeding or supplying the lesions may be enlarged and tender. 
The macules are largely disposed over body areas susceptable to trauma or injury. Occasionally, 
plaque(s) may also be encountered. The morphology of the lesions usually corresponds to either 

indeterminate or tuberculoid (TT) or borderline-tuberculoid (BT) .4 Occasionally, however, 
borderline-borderline (BB), borderline-lepromatous (BL) or lepromatous (LL) may be seen, 

indicating clearly that the spectrum in the 0- 1 4  year age group is incomplete. The reactions and 

deformities are infrequent. J Because of the relative innocuous nature of the clinical manifestation, 
leprosy in children is seen rarely. During the last decade ( 1 98 1 -89) 1 27 children had leprosy 
amongst 25 1 3  new leprosy patients attending an urban leprosy centre. 

Furthermore, the parameters, namely bacterial index and microscopic pathology are largely 
unhelpful in this group. Nevertheless, it is imperative that they are performed in each case . 5-7 The 
early features of leprosy in children have been reported recently .7-9 It is to be appreciated that the 
contrasting clinical features observed certainly warrant further attention. In a recent work lo  an 

endeavour has been made to unfold this aspect by instituting the estimation of total T -lymphocytes, 

their subsets CD4 (inducer) and COg (cytotoxic) and their ratio in the peripheral blood, with 

equivocal results. Whereas in vivo lepromin (Mitsuda) and epicutaneous sensitization with 
dinitrochlorobenzene (DNCB) were significantly poor in mid-borderline (BB) leprosy. B­

lymphocytes serum immunoglobulin and C3 pivotal complement component were found to be 

normal in all leprosy groups. 
The preceding account, therefore, comprehensively shows that the diagnosis of leprosy in 

children is not at all in doubt. This has been further confirmed by the favourable response to 
chemotherapy. I I Therefore the conclusion dra wn that the diagnosis should be clinical is well placed . 

It is hard to subscribe to the contention that separate operational criteria for diagnosis from 
those used for leprosy research should be adopted because it may be difficult to compare the 
cumulative data of different studies. Hence the author has proposed a seven-group classification, 
which could be utilized for institutional and field work . 1 2. I J 
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