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The Patient with Sensory Loss'
William C. Coleman and Daniel R. Madrigal'

Medical training prepares the profession-
al for finding means of relieving pain and
discomfort in patients even when the cause
of the pain has not been identified. Pain is
the symptom which most motivates both
doctor and patient to find a solution as
quickly as possible. When the pain is elim-
inated both feel as though the disease itself
is under control and recovery is imminent.

Pain is a signal. Its purpose is to make us
aware of a real situation which is harmful
or may become harmful unless action is tak-
en. If our sensation has been diminished
below protective levels, there is no mech-
anism in our body to replace it. The chance
of injury and the likelihood of continuing
to traumatize an injured part are greatly in-
creased.

The mycobacteria which cause leprosy
live in the tissues near the body's surface,
and destroy nerves in the superficial tissues.
With the resultant sensory loss, a person can
be injured, even severely, and feel no pain.
If pain is felt, it is not in proportion to the
extent of injury. This loss of pain sensation
alters the behavior of both physician and
patient. Their motivation in healing and
preventing injury may be subtly dimin-
ished.

People who work with the chronic ulcer-
ations of leprosy on a regular basis are often
pessimistic (9). With the absence of pain, it
can often appear as though the insensitive
patient's every action is directed toward
keeping a foot or hand wound open. It can
be difficult, at times, for the medical prac-
titioner not to think of them as totally non-
compliant or irresponsible. The most re-
vealing statement concerning this problem
is often stated by the patients themselves.

. but it doesn't hurt."
Recent studies have shown touch to be

as essential to our state of well-being as our
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senses of sight or hearing (1,4,11). Our sense
of touch is a vital information source about
the character of the objects in our environ-
ment ( 5). When the object we touch is
another human being then how, where,
when, and why we touch them tells this per-
son something about us and how we feel
about them ( 10). When the object we touch
feels threatening, we withdraw our touch as
a means of self-protection.

Since so many medical practioners have
difficulty in treating patients with sensory
loss, we developed a questionnaire to eval-
uate the experience of the patients who live
with this problem daily.

METHODS
During the last six months of 1983, 100

leprosy patients were interviewed at the Na-
tional Hansen's Disease Center in Carville,
Louisiana, U.S.A. All of the interviews were
conducted by the authors, and each inter-
viewed 50 patients. Each patient was asked
to answer the same 25 questions. In most
cases, for clarity to the patient, each ques-
tion was asked several different ways. All
responses were recorded by the interview-
ers, and after the completion of all inter-
views, the responses were placed into cat-
egories to facilitate data compilation.

Of the 100 patients interviewed, 38 were
females and 62 were males, ranging in age
from 11-76 (average age = 45). The pa-
tients had had Hansen's disease for an av-
erage of 32 years (range = 2-69 years). Fif-
ty-four of the patients were married, 27 were
single, 12 were widowed, and 9 were di-
vorced. The average patient had attended
eight years of school (range 0-21). There
were 69 Caucasians, 16 Blacks, and 15 Ori-
entals originating from the following geo-
graphical areas: U.S.A., 34; Mexico, 16; Pa-
cific Islands, 8; Caribbean, 7; Asia, 10; South
America, 3; Europe, 3; Central America, 2;
and the Middle East,. 1.

RESULTS
Four of the patients interviewed had no

loss of sensation in their hands or feet and
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had not experienced any problem attribut-
able to sensory loss.

Forty-seven of those interviewed first dis-
covered they had lost sensation by experi-
encing an injury which they did not feel.
Eleven of these people did not know they
had been injured until sometime afterward
and could not remember how they had been
injured.

Forty-one of the patients had never had
any symptoms which would have indicated
any problem with their sensory system.
Twenty felt a numbness in their hands or
feet during the time of losing their sensation.
Nineteen said they had a feeling as if their
hands or feet were covered, similar to wear-
ing gloves, or a feeling that the insensitive
part was swollen. Only four patients had any
pain during the period of losing sensation.

The most common first injury was a burn
on the hands. Thirty-nine of those inter-
viewed stated that burns continue to be their
most common injury. Only eight of these
patients stated foot ulceration was their most
common recurrent injury.

Sixty-four of those interviewed stated that
injuries, which occur with no pain, left them
feeling defenseless against injury, confused,
afraid, and helpless. The others did not no-
tice any changes in their well-being due to
unfelt injury or the threat of it. Twenty-five
had wounds which took a long time to heal.
Eleven of them said they knew at the time
that their continued use of the injured part
was responsible for the delayed healing.

In order to protect themselves from fur-
ther injuries, 42 of these patients had given
up specific activities, including cooking,
sewing, sports, walking, gardening, and oth-
er hobbies. Four had to quit smoking to
keep from burning their hands.

Nineteen of those interviewed said they
could not do delicate work, such as sewing,
because of the loss of sensation. Seventeen
had difficulty picking up or setting down
objects, and all of the patients had trouble
extracting things from their pockets.

Forty-nine of those interviewed stated that
they were particularly careful during some
activities such as cooking, gardening, and
walking.

Twenty-two of them stated that they felt
less close to their friends or family because
they cannot feel to touch them. Sixteen of
those interviewed stated that they would use

their hands or feet, even if it meant injuring
themselves, to maintain or gain social ac-
ceptance.

DISCUSSION
Living with insensitivity can be frustrat-

ing, depressing, and lonely. Sensory deficit
is not a problem which leaves a person feel-
ing significantly different physically but,
while doing the same things everyone else
does, the person with sensory loss becomes
injured and those with sensation do not.
Healing an injury can take so long as to seem
hopeless. A person with sensory loss has
trouble setting objects down, picking ob-
jects up, and extracting objects from his
pockets. He cannot feel when he touches
things nor can he feel being touched by
another person on an insensitive part of his
body. These factors usually result in lower
self-esteem for the patient, which can result
in less concern for his own well-being.

When a person does not feel pain, there
is no internal reinforcing mechanism to keep
his attention focused on healing his open
wound. The wound is not as personal to
him; it can seem as though the injury is not
on a part of his body and his insensitive
limbs are seemingly expendable.

Treating a patient with insensitivity is not
a hopeless endeavor. It does, however, re-
quire an understanding of the true problem
created by sensory loss.

People with sensory loss, particularly in
the hands and the feet, need mechanisms
which provide an additional degree of pro-
tection and techniques of self-evaluation
which can effectively provide a warning of
impending injury. Many of these tests, such
as daily skin temperature evaluation or vi-
sual examination, can become tedious or
seemingly useless after a long period of neg-
ative findings. So, before any of these reg-
imens can be instituted, the patient has to
be convinced of the need for adding these
inconveniences to his daily routine. Most
of these programs are quickly discarded by
patients who have never experienced severe
problems, such as partial amputation. In-
jury without pain is not a personal experi-
ence.

Professionals treating patients with sen-
sory loss should maintain an appreciation
of the psychosocial impact of denervation.
Some factors to be considered are: a) the
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patient's participation in his treatment will
be more passive than with one who has nor-
mal sensation. Therapies should rely less on
patient compliance and should be aimed at
restoring a sense of image and personal re-
sponsibility. b) The most common site of
injury on an insensitive limb is the site of
a previous wound ( 2). Careful monitoring
during rehabilitation is needed to prevent
reinjury to the same wound location. c) Sup-
plemental techniques of diagnosis can assist
in the detection of injury not perceived by
pain. Other mechanisms of the body's re-
sponse to injury, such as the inflammatory
reaction, are intact and can be used to find
the injury. Monitoring the skin temperature
will reveal the presence of inflammation ( 8).
d) With normal sensation, after the normal
casting period for a fracture, a patient will
continue to feel as though the injured limb
cannot support full weight-bearing. This
feeling is experienced because the fracture
site has not completed the healing process.
An insensitive patient can refracture these
parts easily because he does not experience
this lack of confidence in the injured limb
after the cast has been removed. For this
reason a patient with sensory loss should be
carted for periods longer than normal, and
needs to be closely monitored as he begins
walking after the cast is removed. e) The
professional treating an injury should em-
phasize to the insensitive patient that a
wounded limb is still a part of his body, and
that these wounds could result in systemic
disease or loss of the limb. 0 Many leprosy
patients have lost sensation over much of
the body's surface. During their physical
evaluation, try to touch the patient on areas
which still retain feeling. Their perception
of this contact can have a significant ther-
apeutic effect (6 ' 7). Concern for their welfare
can be conveyed by this method of com-
munication (3).

SUMMARY

The psychosocial ramifications of the loss
of sensation are subtle and often are not
perceived. One hundred Hansen's disease
patients were interviewed concerning their
experiences of living with sensory loss on
their hands and feet. Their responses to the
questions may assist medical practitioners
in the treatment of the effects of the disease.

RESUMEN
Las alteracione psicosociales relacionadas con la per-

dida de sensation, son sutiles y a menudo no percep-
tibles. En este estudio, se entrevistO a 100 pacientes
con la enfermedad de Hansen en relaciOn a sus expe-
riencias de vivir con perdida sensorial en sus pies y
manos. Se concluyO que las respuestas de los pacientes
a las preguntas planteadas pueden ayudar a los medicos
o paramedicos en el tratamiento de los efectos de la
enfermedad.

RÉSUMÉ

Les ramifications psychosociales de la perte de la
sensibilite sont subtiles; souvent elles ne sont pas per-
cues. On a questionné 100 malades atteints de la ma-
ladie de Hansen, sur la maniere dont ils percevaient la
perte de sensation au niveau des mains et des pieds.
Les reponses qu'ils ont fourni a ces questions peuvent
aider les professionnels de la sante pour traiter les effets
de la maladie.

Acknowledgment. The authors would like to ac-
knowledge the inspiration and assistance of Dr. Paul
Brand in the preparation of this study and its report.

REFERENCES
1. AMBROSE, J. A. Ritualization of the infant-mother

bond. Philos. Trans. R. Soc. Lond. [Bioll 251 (1966)
359-362.

2. BRAND, P. W. Escape From Pain. London: Chris-
tian Medical Fellowship Publ., 1975.

3. FISHER, J. D., RYTTING, M. and HESLIN, R. Hands
touching hands: Affective and evaluative effects of
an interpersonal touch. Sociometry 39 (1976) 416-
421.

4. HARLOW, H. F. Primary affectional patterns in
mammals. Am. J. Orthopsych. 30 (1960) 676-
684.

5. KLEINKE, C. L. Compliance to requests made by
gazing and touching experimenters in field set-
tings. J. Exp. Soc. Psych. 13 (1977) 218-223.

6. KRIEGER, D. Therapeutic touch: The imprimatur
of nursing. Am. J. Nurs. 75 (1975) 784-786.

7. MCCORKLE, R. Effects of touch on seriously ill
patients. Nurs. Res. 23 (1974) 125-132.

8. SABIN, T. D. and EBNER, J. D. Patterns of sensory
loss in lepromatous leprosy. Int. J. Lepr. 37 (1969)
239-248.

9. SRINIVASAN, H. and MUKHERJEE, S. M. Trophic
ulcers in leprosy III. Surgical management of
chronic foot-ulceration. Lepr. India 36 (1964) 186-
193.

10. THAYER, S. Social touching. In: Tactual Percep-
tion: A Sourcebook. New York: Cambridge Uni-
versity Press, 1982,263-304.

11. WHITE, B. L. and CASTLE, P. W. Visual explor-
atory behavior following postnatal handing of hu-
man infants. Percept. Mot. Skills 18 (1964) 497-
502.


	Page 1
	Page 2
	Page 3

