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trouble! Unable to feel pulses, I substituted for a while by auscultation of the heart and measuring 
blood pressure (one obtains much the same information with more effort). When I was unable to 
detect thickened nerves by palpation, I was worried. For a few days I paid close attention to my 
hands as I carried out daily work. I realized that everything I touched felt the same: smooth/rough, 
hard/soft, hot/cold, sharp/blunt. One day I spilled near-boiling water onto my own fingers and felt 
nothing in my burnt hand, only alarm in my mind. I had not only lost sensory discrimination but 
also protective sensation. This was serious, so I shared the discovery with a colleague . My 
attention was then drawn to the fact that my feet also had become numb. 

Had I presented at an average rural clinic· in this part of the world with my 'glove and stocking 
anaesthesia',  and a history of many years' occupational exposure to leprosy, it is likely that the 
local Leprosy Supervisor would have labelled me as 'pure neuritic leprosy' . I would have been 
condemned to 24 months of MB-MDT. Being a foreigner, I went, not to the nearest clinic, but 
instead to the physician at our district's general hospital . After a thorough physical examination 
and numerous tests (including a skin smear) he was able to reassure me that it was an isolated 
sensory neuropathy almost certainly attributable to a medicine I had taken for unrelated 
reasons. * 

I was lucky that in my case the neuropathy was a reversible condition. Now that it is partly 
recovered, I have been forcefully reminded that different modalities of sensation can be lost and 
regained at different rates. Long after acquiring the ability to feel ' light touch',  I am still 
unable to distinguish between heat and cold . I still do not know if something is sharp enough to cut 
my skin. 

I was lucky: I already knew how to prevent injuries to my hands and feet. I was lucky too that I 
escaped from being registered as a leprosy patient. I have been spared the necessity of attending a 
leprosy clinic monthly for 2 years and the risk of side-effects from antileprosy drugs (wnich would 
not have helped my condition). 

This letter is submitted in the hope that it will remind field workers to be very cautious about 
diagnosing anyone as 'pure neuritic leprosy' simply on the basis of loss of nerve function. It 
happens often in this country, probably elsewhere. The standard question for 'drug history' at a 
leprosy clinic (Did you ever take anti leprosy medicine before?) is inadequate. We need to ask, 'Did 
you take any medicine for any reason?' .  The standard testing for sensation in a leprosy clinic is 
often confined to light touch (by feather or ball pen or filament) . If this is normal, we need to 
remember that a patient may still have impairment in other modalities of sensation. This is relevant 
not only at the time of diagnosis but also in deciding whether a patient has 'recovered' from an 
attack of neuritis .  

Anandaban Leprosy Hospital 
Post Box 151 
Kathmandu 
Nepal 

RECORDING OF THE DISABILITY INDEX 

Sir, 

CYNT H I A  R. B UTLIN 

Recording o f  the disability index i s  common i n  follow-up studies. Usually the disability grade is 
recorded as a single figure. It is not clear when this is understood as a numerical average of the 

* This drug was 'Maloprim' (made by Wellcome, UK). It contains dapsone 1 00 mg and pyrimethanine, 
1 2 · 5  mg and is taken once weekly. I took it for one month as malaria prophylaxis in January 1 995 .  
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standard 6 digit disabiiity index, as recommended by WHO, or as the highest single digit. In either 
case it is misleading and meaningless. The numbers from 0 to 3 are not, and never were intended to 
convey a numerical sequence. In fact in the very early days we did consider using other symbols, 
exactly to avoid such misunderstandings . It is  obvious that no numerical average can be calculated 
from such 'sequence' .  

Calculation of an 'average' between loss of corneal sensation, cIawhand, and plantar ulceration 
is nonsense. 

The single highest figure is a slightly better indicator of disability. StilI it does not allow for the 
great and important difference in the actual management of patients with disabilities of eye, hand, 
or foot. Neither does it show a possible multiple disability. I suggest that the rational use of a 
disability index is to record the full 6 digit disability index. With modern computer analysis it is 
simple to extract much relevant information of the greatest importance both for evaluation of a 
project and for planning of future prevention and treatment of disabilities. 

Braine Parken 85, 

DK 6100 Haderslev, 

Denmark 

J O R S  G .  A N D E R S E N  

BORDERLINE LEPROMATOUS LEPROSY MASQUERADING AS 
LYMPHOCUTANEOUS SPOROTRICHOSIS 

Sir, 
G.S .  a 5 1 -year-old office worker from Northern India, reported with asymptomatic nodular

plaque lesions of 3 months duration of the right hand. Initially he noticed a solitary pea-sized 
erythematous nodule over the dorsum of the right hand near the base of the ring finger. The lesion 
grew insidiously and changed into a nodular-plaque lesion over a period of 3 months during which 
he also noticed a similar lesion near the wrist joint. There was no history of trauma at the site of 
initial lesion. Cutaneous examination revealed two non-tender, dull red, nodular-plaque lesions 
3 x 2 · 5  cm each, with well-defined borders and shiny stretched overlying skin over dorsum of right 
hand and wrist (Figure 1 ) .  On examination a cord-like structure was felt between the two lesions. A 
differential diagnosis of Iymphocutaneous sporotrichosis and atypical mycobacterial infection 
with organisms like Mycobacterium marinum, M. kansasii and M. chelonei 1 -s was entertained. A 
biopsy was taken from the lesion of the right hand and sent for histopathological examination, 
fungal and AFB culture. 

A haematoxylin and eosin stained section from the lesion showed thinning of the epidermis, 
preserved grenz zone and a diffuse collection offoam cells and lymphocytes in the dermis. Stain for 
lepra bacilli was positive. Culture for fungus and AFB was negative. A slit-skin smear examination 
done subsequently from the lesions revealed a bacillary-index of 2+ . X-ray of the right arm and 
forearm did not reveal any bony abnormality. Upon testing of sensations, a loss of 1 0-20% was 
detected to all modalities over the lesions while no peripheral loss of sensation was found. 

Hence a diagnosis of borderline lepromatous leprosy restricted to one anatomical area with 
involvement of a cutaneous twig of the ulnar nerve was made based upon the histopathological 
findings and the patient was put on MDT MB (WHO) regimen. 

Within two weeks of initiation of therapy he developed Type I reaction manifested by features 
of neuritis (pain in the cutaneous twig), lesional tenderness with bright red erythema and swelling 
of the lesions along with swelling of the dorsum of the right hand. He also developed two similar 
nodular-plaque lesions of the medial aspect of the forearm in a linear alignment with the previous 
two lesions with progressive thickening of the proximal part of the nerve (Figure 1 ) .  MDT-MB 
was continued and tablet prednisolone 30 mg once daily was added along with splintage of the 
right upper limb. Though the Type I reaction subsided, the cutaneous lesions and thickened nerve 




