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no sclera is visualized above the limbus.
Classically, lid retraction is seen in thyro-
toxicosis but in leprosy patients, especially
those in whom other risk factors for devel-
oping lagophthalmos have been identified,
retracted lids should alert suspicion of a lag-
ophthalmos. At present we do not know
what percentage of early lagophthalmic pa-
tients exhibit this phenomenon since we
have seen this in only two patients, but we
have found several patients with established
late lagophthalmos exhibiting lid retraction.
Looking for eyelid retraction may, there-
fore, be a worthwhile exercise that would
aid leprosy workers in picking up lagoph-
thalmos during cursory examinations in the
field.

While evaluating and recording lagoph-
thalmos, it is customary to record two mea-
surements, the midpalpebral vertical width
when the patient is asked to gently close the
eyes and the midpalpebral vertical width
when the patient attempts to forcefully close
the eyes. These measurements are taken us-
ing a transparent scale and recorded in mil-
limeters. We recommend that one more
measurement be introduced in the evalua-
tion of lagophthalmos, that of the midpal-
pebral vertical width with the patient gazing
at a far distance. Preliminary recordings of
this in several patients with lagophthalmos

have shown that the midpalpebral vertical
width during straight distant gaze is more
than what is normally seen in leprosy pa-
tients without lagophthalmos and in healthy
individuals. In normal adults the palpebral
width is 8 to 11 mm wide vertically (I). We
have recorded widths of 13 to 15 mm in
leprosy patients with lagophthalmos. This
straight, distance gaze, midpalpebral verti-
cal width recording may also be useful in
evaluating the recovery from lagophthal-
mos in patients receiving treatment, and
may prove to be a more sensitive indicator
than the other two recordings.
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Multidrug Therapy and After: Changing Visage of
Ocular Leprosy

To THE EDITOR:
The multidrug therapy (MDT) era in con-

sortium with the increasingly efficient lep-
rosy control programs in many parts of the
world has apparently caused a decline in the
familiar ocular leprosy findings of yester-
year. Gone are the classical chalky-white
precipitates of the cornea and the iris pearls
that were pointed out to be pathognomonic
of leprosy ('). Rare has become the lepro-
matous pannus, and rarer still the lepro-
matous nodules of the lids and the globe (').
The adage that iridocyclitis is the most com-
mon cause of blindness in leprosy (3 . 7) may
no longer be true. Low intra-ocular pres-

sure, assumed to be a common phenome-
non in leprosy ( 6), may no longer be tenable.

While it is gratifying to note that several
of the well-known manifestations of ocular
leprosy have become rare entities, there still
exists a sense of apprehension whether
well-formulated and -executed, longitudi-
nal, population-based studies would unveil
a completely different picture. The short-
comings of methodologies used in the ear-
lier published ocular surveys in leprosy have
been well described ( 2). Since these appre-
hensions, although compelling, can be laid
to rest easily, I would like to share some
concerns that have materialized while
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working in the ophthalmology department
of the Schieffelin Leprosy Research and
Training Center, Karigiri, India.

Two well-known complications met with
in ocular leprosy are lagophthalmos and ir-
idocyclitis. Although definitive population-
based statistics are not easy to come by on
the occurrence of these two potentially sight-
threatening problems, a disturbing picture
is emerging that they can and do occur in
patients long after their MDT is over. This
situation is alarming for the patient and
awkward for the attending leprologist who
has announced cure and released the patient
from treatment and control.

The etiopathogenesis of facial nerve palsy
leading to lagophthalmos in the post-MDT
period of a leprosy patient is poorly under-
stood. Does it portend a relapse? Is it as-
sociated with a reaction related to leprosy
antigens, long dormant but activated now
due to whatever reason? These crucial ques-
tions need to be addressed. In these groups
of patients it is also expedient to rule out
other causes of lagophthalmos. The most
frequent category of facial paralysis in the
general population, regardless of age, sex or
ethnic group, is Bell's palsy or idiopathic
facial palsy which occurs in about 20 cases
per 100,000 persons per year ( 5). Clinically,
Bell's palsy occurring in a leprosy patient
can be made out by its sudden onset, uni-
laterality, completeness, and slow improve-
ment over the following 6 months. Facial
palsy of leprosy usually would be of gradual
onset, either unilateral or bilateral, and the
palsy is never complete because the affec-
tation is largely confined to the superficial
branches of the facial nerve. Recovery is
dependent on early diagnosis and treatment
with appropriate steroid regimens. In pa-
tients completing MDT, particularly in those
with risk factors such as an unstable posi-
tion in the spectrum of the disease or a face
patch, it may be prudent to enlighten the
patient and the attending paramedical
worker on the possibility of the occurrence
of lagophthalmos and to inculcate in them
a vigilant attitude.

Inflammatory conditions of the eye, such
as episcleritis, scleritis and iridocyclitis, also
can occur in the post-MDT period and,
again, one is left guessing whether it is a
relapse or a reaction, especially when these
occur without any skin or nerve reactions

elsewhere in the body. Episcleritis, an in-
nocuous condition by itself, may hide an
underlying fresh leprosy nodule which is
anything but innocuous. New leprosy nod-
ules should always alert suspicion of a re-
lapse unless proved otherwise. Information
is almost nonexistent on the exact etiopath-
ogenesis of iridocyclitis that occurs in post-
MDT patients. As with lagophthalmos, oth-
er causes of iridocyclitis should be searched
for in these patients, and although an ex-
tensive laboratory workup may be imprac-
tical in many of the control area programs,
granulomatous diseases that are not uncom-
mon in leprosy-endemic areas such as tu-
berculosis and syphilis ought to be ruled
out.

Decreased corneal sensation is a well
known entity of leprosy (4). We have noticed
that in several of our patients corneal sen-
sation continues to decline long after they
have had their full course of recommended
MDT. Again, the pathophysiology of this
phenomenon is unclear and needs pains-
taking investigation. A critical thing to be
noted here is that patients released from
control are seen by the paramedical worker
or the leprologist only when they meet with
some problem or not at all. This is not a
very healthy situation because the post-
MDT ocular complications mentioned
above justify eye care that should persist
until the end of their lives.

Exposure problems and the various oc-
ular inflammations, especially iridocyclitis,
that were leading causes of blindness in lep-
rosy may soon, if not already, take a back
seat. Senile cataract, as met with in the gen-
eral population of leprosy-endemic areas,
could soon be the foremost reason for blind-
ness among leprosy patients. Intra-ocular
lens implantation in leprosy patients, es-
pecially of the lepromatous leprosy type, has
not been thoroughly explored, and although
in some patients this surgery has been done,
controlled longitudinal studies are nonex-
istent. The reluctance to perform this ex-
tremely beneficial surgery on leprosy pa-
tients has been due, in part, to the cost and
the expertise needed in performing the sur-
gery and, in part, to the fear of precipitating
a catastrophic uveitic reaction. In our out-
patient department we have found the oc-
ular status of six eyes of lepromatous lep-
rosy patients, who had posterior chamber
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intraocular lenses implanted in them 5 years
ago, to be in very good condition. Although
extrapolating from this may not be proper,
there is a need to look carefully into this
aspect of eye care among leprosy patients
since the shifting scenario of ocular leprosy
will soon demand it.

— Ebenezer Daniel, M.S., D.O.
Head, Department of Ophthalmology
Schiellelin Leprosy Research

and Training Center
Karigiri, North Arcot District
Tamil Nadu, India 632106
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Colon is Not Involved in Human Leprosy

To THE EDITOR:

We report our data regarding lack of colon
involvement in human leprosy. Leproma-
tous leprosy is known to affect the skin,
nerves, upper respiratory tract, testes, an-
terior chamber of the eye and the reticu-
loendothelial system. In advanced cases
leprous infiltrate of the adrenal glands, bones
and skeletal muscles may occur ( 1 . 2). In-
volvement of the gastrointestinal tract other
than the liver is rare in leprosy although
there are reports of invasion of gut mus-
culature by leprosy bacilli and severe villous
atrophy (1, 3, 4, 10) There are little data on
whether colonic involvement occurs in hu-
man leprosy.

Ten patients with lepromatous leprosy
were studied for evidence of colon involve-
ment. The diagnosis of leprosy was con-
firmed by skin biopsy and slit-skin smear
from five sites. The patients were ques-
tioned about the occurrence of colonic
symptoms such as diarrhea, pain in the ab-
domen, tenesmus, bleeding from the rectum
and worm infestation. Patients who had had
colitic illness in the last 2 months and those
on laxatives or antibiotics were excluded
from the study. Complete hemogram, se-
rum biochemistry, hepatic and renal func-
tion tests and a chest X-ray were carried out
for each patient. Stools were examined on
three occasions for ova, cysts and tropho-
zoites. Colonoscopy was done after in-

formed consent using an Olympus CF-10L
endoscope, at which time mucosal details
were noted. Biopsies were taken from the
cecum, ascending colon, transverse colon,
descending colon, sigmoid colon and rec-
tum. Histopathological examination was
carried out on hemotoxylin and eosin
(H&E)-stained sections. Each biopsy was
also stained with Ziehl-Neelson stain and
examined for Mycobacterium leprae. A
Congo red stain was done to look for am-
yloid deposits.

All patients were males; 5 polar lepro-
matous, 4 borderline lepromatous, and 1
subpolar lepromatous patient with histoid
nodules. Two patients had moderate type 2
reaction, and the average duration of dis-
ease was 2.1 years; mean bacterial (BI) and
morphological (MI) indices were 4+ and 2%,
respectively. None of the patients had gas-
trointestinal symptoms. Stool examination
was normal in all except one patient in whom
round and thread worms were seen in the
transverse colon. Histologically two of the
patients had nonspecific changes in the form
of mucosal edema and infiltration with in-
flammatory cells in the rectal and sigmoid
colon biopsies. No acid-fast bacilli (AFB)
or amyloid deposits were encountered in
detailed studies of multiple sections.

Lepromatous leprosy, a multisystem dis-
ease, involves visceral organs due to lodge-
ment of leprosy bacilli that are demonstrat-
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