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The words 'clinical neuropathy' refer better to the pre-clinical stage of the nerve damage which
has preceded the clinical neuropathy as detected by routine voluntary muscles and touch sensibility
testings. Indeed, it is assumed that symptoms like nerve function deficit are found in those patients
who already have severe pathological changes. 2
The pathogenesis of nerve damage in leprosy reversal reaction and erythema nodosum
leprosum are considered to be accelerated phenomena of the basic and inherent cell-mediated
3
and humoral autoimmune phenomenon present during leprosy.
As for the pain which eventually attends the neuropathy, it may be associated with the rate of
4
fibre degeneration and is certainly directly related to the accelerated episodes of nerve damage
during overt reactions.
Taking into account the above-mentioned fundamental concepts, ' Silent neuropathy' may
actually be considered to be the basic progressive neuropathy inherent to leprosy.
Extending the classical indication of steroid therapy in leprosy to include also ' Silent
neuropathy' , the hypothesis comes down to a very simple proposition of treating all leprosy
cases with steroids. Should we consider this as an approach to the treatment of nerve damage in
leprosy?
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COMMENT: NEWLY 'REGISTERED ' VS 'DIAGNOSED ' LEPROSY PATIENTS
IN THE LITERATURE

Sir,
While going through the various articles I find that a slight difference in the language,
knowingly or unknowingly, makes a big difference in the interpretation of the data. I refer to
an interesting article ) in which the authors have reported disabilities in 260 new and previously
untreated patients who presented at the clinics . In the methodology they have specified that these
were newly-diagnosed leprosy patients. Those of us who work in the field know that many of such
patients have been diagnosed as cases of leprosy be general practitioners or healers but have not
taken specific treatment so far. Unless a specific inquiry is made one should call these patients as
newly-registered cases rather than newly-diagnosed cases. This makes a lot of difference to the
health planners. Twenty-one percent grade II disability in newly-diagnosed cases, where a leprosy
control programme is in operation, shows that the survey component has been very poor and
needs strengthening. If these patients were newly registered but were diagnosed earlier indicates
that there are strong social and cultural factors which are not allowing the patient to accept this as
disease and take proper medical treatment. Here we need to bring a change in attitude by
appropriate health education.
Our comments do not pertain only to the article referred to but to all such reportings which
should specify if the cases were newly diagnosed or newly registered. If these patients knew about
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the disease earlier, it is important to record the time gap between diagnosis and registration and
reasons for this.
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COMMENT : CURRENT CONCEPTS IN THE SURGICAL MANAGEMENT OF
LAGOPHTHALMOS IN LEPROSY

Sir,
The article by Paul Courtright and Susan Lewallen in Lepr. Rev. ( 1 995) 66, 220-23 calls for a
response from an African surgeon. Under Results they state that in Africa surgeons rely on
tarsorrhaphy almost exclusively in the management of lagophthalmos . First-line treatment is of
course, to suppress the 'reaction', which often will bring back adequate eye closure. Only then is
surgery indicated .
It is not possible for me to know if they surveyed the unit where I worked from 1 9 54 to 1 982.
Unfortunately, I have no exact figures, but I know we performed a good number of temporalis
transfers after obtaining the proper tendon tunneler in about 1 965. I think we would have
performed at least 30 of that procedure . Without exception patients obtained satisfactory closure
when told to clench their teeth. But the number who initiated closure of their eye(s) was very small.
We concluded that only those patients less than 30 years of age and who had retained sensory
perception of the cornea would initiate closure spontaneously.
For that reason we resorted to doing both a nasal and temporal tarsorrhaphy as depicted in the
diagrams. The nasal 'z' plasty is of limited value, as it cannot be very extensive without injury to
the lacrymal puncta. It should be used along with a temporal tarsorrhaphy. To determine where to
extend the incision to point ' A' in the second illustration, pinch the lids shut laterally as in Figure 1 .
After completing the procedure as outlined in Figures 1 and 2, close with interrupted sutures,
leaving a few long to tie over small gauze rolls that may be impregnated with Tr. benzion to repel
flies. This dressing makes it possible to keep the eye(s) uncovered. The sutures are removed after a
week.

Figure 1 . Extent of tarsorrhaphy : Test how much passive closure of the lids is needed to cover the cornea.

