Ocular Leprosy: Do Steroids Complicate Matters?

To THE EDITOR:

Unique to leprosy are acute inflammatory
conditions such as reversal reactions (up-
grading) and erythema nodosum leprosum
(ENL). Associated with these two reactive
phases are active neuritis, silent neuritis, ar-
thralgias, and orchitis, all of which neces-
sitate the use of oral steroids. Topical ste-
roid eye drops are used in ocular inflam-
matory conditions, such as episcleritis, scle-
ritis and iridocyclitis. The type, dosage, de-
livery and duration of treatment with oral
steroids varies with the severity of the con-
dition and the speed with which the inflam-
mation subsides. Most steroid regimens for
treating reactive episodes in leprosy patients
do not exceed a dosage of 60 mg of pred-
nisolone daily or a duration of 6 months.
The dosage of topical steroid eye drops also
varies with the severity and the resolution
of the inflammation under treatment, but

most often does not exceed 12 drops a day
or a duration of 1 month,

Oral steroids taken for over a year or top-
ical steroid eye drops applied over a pro-
longed period are known to produce ocular
complications (*>*). One such complication
is the forma-tion of a posterior subcapsular
cataract. Tissue-culture experi-ments have
shown that the presence of steroids in the
growth medium adversely affects the growth
of human lens epithelial cells ('). Reversal
of the posterior subcapsular cataract can oc-
cur in some patients after stopping chronic
steroid therapy (?). One other well-known
complication is the rise in intraocular pres-
sure producing a secondary open-angle
glaucoma. Both complications can occur at
any time during chronic corticosteroid ad-
ministration. The rise in intraocular pres-
sure can be harmful by causing optic nerve
damage. Fortunately, discontinuing the ste-
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THE FIGURE.
polar cataract in a 27-year-old, borderline lepromatous
patient on protracted, unsupervised oral steroid ther-
apy.

Slit-beam illustrating posterior sub-

roid allows the intraocular pressure to re-
turn to pretreatment levels and, therefore,
awareness and early diagnosis of the in-
crease in pressure is very important. Al-
though the secondary open-angle glaucoma
and the secondary posterior subpolar cata-
racts are discernible as distinct entities in
patients on long-term oral steroid therapy,
evaluation of the occurrence of these com-
plications in patients with iridocyclitis on
topical steroid eye drops is difficult. Irido-
cyclitis by itself can produce both compli-
cated cataracts and secondary closed-angle
glaucoma, and the classical steroid-associ-
ated ocular complications usually can be
obscured.

In our experience, routine biomicroscop-
ic ocular examination and applanation ten-
sion evaluation of leprosy patients put on
60 mg of oral prednisolone, tapered grad-
ually over a period of 6 months, has not
revealed the manifestation of these com-
plications except in one young male patient.
He developed a posterior polar cataract af-
ter 2 months of steroid therapy. We have,
however, noticed the occurrence of classical
steroid-induced ocular complications in
some leprosy patients who had been on oral
steroid therapy for over a year (The Figure).
A common factor encountered in these pa-
tients is that of prolonged, unsupervised,
irregular self--medication with steroids. We
do not know how prevalent this malady is
among leprosy patients but we do know that
it does occur. These patients are prone to
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steroid-induced ocular complications that
would only enhance the blindness and oc-
ular morbidity statistics of leprosy patients
unless adequate care is given to detecting
these patients early and helping them ade-
quately and appropriately.

All leprosy patients being put on long-
term steroid therapy should have, as far as
possible, a baseline ocular examination, fol-
lowed by frequent slit-lamp examinations
and applanation tension evaluations until
the steroids are tapered off completely. While
this may be possible in well-established ter-
tiary hospitals it may not be practical in
most leprosy-endemic control programs. In
such cases both the medical personnel and
the paramedical field workers should learn
to record visual acuity and to estimate dig-
ital intraocular tension. Patients in whom
alterations in vision or in intraocular pres-
sure are perceived should be referred im-
mediately to a center where a more com-
prehensive eye examination can be done.
There are many field programs in which
steroids, although of smaller strengths and
shorter duration, are given to patients as a
domiciliary treatment. In such situations the
paramedical worker should teach the pa-
tient to self-test his visual acuity, albeit
grossly, to teach a relative to estimate digital
intraocular tension and to inculcate in both
the importance of reporting promptly any
change. Diabetics, individuals with high de-
grees of myopia and their relatives form a
high-risk group prone to an in-crease in in-
traocular pressure on steroid administra-
tion. Leprosy patients categorized within this
group would need intense hospitalized care
during their steroid therapy.

The appearance of any steroid-induced
ocular complication should, in all possible
situations, dictate a policy of rapidly taper-
ing the steroids and, if necessary, the ad-
dition of nonsteroidal anti-inflammatory
drugs to try to offset the deprivation of the
anti-inflammatory effects of the steroids.
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