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phase (100 mg thrice daily for 1�2 months) and the 
maintenance dose phase was dependent on the clinical 
response of the patient. However, the remaining part 
of the study involved using thalidomide in a fixed 
dosage regimen (100 mg twice daily for 2 months and 
100 mg once daily for 2 months). This was in contrast 
to a study by Parikh et al,[3] where the dosing solely 
depended on the clinical response of the patient. They 
started thalidomide at 100 mg four times a day and then 
the dose was reduced to thrice, twice and once per day 
depending on the patient�s clinical improvement. The 
duration of this study ranged from 12 to 643 days and 
the maintenance dose was the same as in our study, 50 
mg/day.[3] In addition, we observed that if the patients 
were on high-dose steroids for a long duration, they 
took more time to improve. A similar observation was 
made by Parikh et al.[3] The reason for this is perhaps 
that steroids suppress the activity of the adrenal cortex 
temporarily and a certain time lapse may be necessary 
before that activity is resumed.[4] Villahermosa et al, 
in 2005, had conducted a randomized double-blind, 
controlled trial involving two groups receiving 100 
and 300 mg of thalidomide. The 300 mg dose group 
had a slower tapering of the drug over a 6-week period 
and a more effective response.[5] This was consistent 
with our observations that better response occurs with 
higher initial doses and slow tapering. Most of the 
studies advocate thalidomide use in chronic steroid 
non-responders, but we have seen an effective response 
with early initiation of treatment. Hence, we advise to 
not only hit hard but also hit early with thalidomide 

for treatment of ENLs because it elicits a quick and 
effective response. However, thalidomide cannot be 
used as the only first-line drug for the treatment of 
ENLs. Steroids have to be used to control systemic 
symptoms. The drawback of our study is that our 
observations are based on a small sample of cases. The 
limiting factors for the use of thalidomide, especially 
in developing countries, are availability, cost and strict 
monitoring. If these are overcome, patient morbidity 
can be reduced to a minimum.
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Sir,
Leprosy has been a major public health problem of the 
developing nations in the last century. Leprosy control 
programs were initiated in the year 1955, which were 
based on dapsone monotherapy. Multidrug therapy 
was initiated in the year 1982.[1] In 1993, the National 
Leprosy Elimination Programme (NLEP) was initiated 
with the goal of decreasing the prevalence rate of 
leprosy below 1 case/10,000 population. India has 
achieved elimination of leprosy as a public health 
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Table 1: Type of ENL cases and duration of thalidomide 
treatment

Patient Duration of thalidomide ENL presentation
number treatment (days)
1 266 After MDT, classical type
2 217 After MDT, classical type
3 175 During MDT, classical type
4 365 After MDT, necrotic type
5 738 During MDT, necrotic type
6 564 During MDT, necrotic type
7 256 During MDT, necrotic type
8 189 During MDT, classical type
9 190 After MDT, classical type
10 147 During MDT, necrotic type
11 133 During MDT, classical type
12 343 During MDT, classical type
13 255 After MDT, necrotic type
14 80 With ENL, necrotic type
15 120 With ENL, necrotic type
MDT, multidrug treatment; ENL, erythema nodosum leprosum.
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Enhancing digital images using Enhancing digital images using 
unsharp-maskunsharp-mask

Sir,
The practice of dermatology requires clear visualization 
and delineation of particular regions of interest on 
the skin. During clinical examination, dermatologists 
attempt to visually isolate and distinguish areas 
of interest from the surrounding skin by changing 
angles of observation, using oblique lighting, low 
illumination, the Wood�s lamp and other commercial 

problem in December 2005 by recording a prevalence 
rate of 0.95/10,000 population and subsequently it 
has further declined to 0.84/10,000 population as on 
March 2006.[2]

The aim of present study was to analyze the 
epidemiological and clinical data of leprosy patients 
presenting to our department over the last 4 years 
(2004�2007) and to assess the changing trends, if 
any, during the NLEP (2004�2005) and the post-
NLEP phases (2006�2007). In the post-NLEP phase, 
community surveillance, slit skin smears, distribution 
of multidrug therapy, deformity prevention and 
management performed by leprosy workers during 
the NLEP phase were discontinued. Leprosy services 
have now been integrated into the general healthcare 
system viz. primary health centers and municipal 
dispensaries.

We retrospectively evaluated all new cases of leprosy 
presenting to our department in the period 2004�
2007. The patients were divided into two groups: 
those presenting during NLEP (2004�2005) and those 
presenting post-NLEP (2006�2007). The data was 
analyzed taking into consideration the demographic 
data, type of leprosy, number of patches, number of 
nerves and presence of any deformities, impairment 
or reaction.

Total number of cases (2004�2007) were 297, of which 
101 cases (group 1) were seen in the NLEP phase 
(2004�2005) and 196 (group 2) in the post-NLEP phase 
(2006�2007). The average age of presentation was 
32 years in both the groups. The average duration of 
disease was 26.7 months in group 1 and 19.2 months 
in group 2. Males outnumbered females in both the 
groups (3:1, 4:1). Although there was an actual increase 
in the number of patients, clinical pattern of disease 
presentation remained unchanged. Two-thirds of the 
patients belonged to the tuberculoid side of the leprosy 
spectrum. In borderline tuberculoid leprosy, patients 
with six or more than six patches increased from 30% 
(30/101) in the NLEP phase to 70% (136/196) in the 
post-NLEP phase. This reflects the fact that the patients 
with more florid lesions who were earlier identified by 
the field workers were now only diagnosed at tertiary 
centers. Approximately 70% of the patients had more 
than one nerve thickened in both the groups. Lepra 
reactions were observed in 13 and 9% of the patients 
and deformities in 3 and 6% of the patients in groups 
1 and 2, respectively.

Hence, it is clear that the number of leprosy patients 
reporting to our department since 2006 after the end 
of NLEP has doubled as compared with the earlier 2 
years. This is directly related to the discontinuation of 
community surveillance and management, which was 
a feature of NLEP.

The end of NLEP signifies the elimination of leprosy 
as a public health problem in India. However, we 
expect the numbers of leprosy patients presenting to 
dermatologists in both private practice and teaching 
hospitals to keep increasing in the future as peripheral 
surveillance activities are discontinued. This would 
require a specialized focus on early diagnosis, 
complete treatment and detection and management of 
disabilities. Also, multidrug therapy should be made 
available at the tertiary care centers rather than being 
available only at primary health centers and municipal 
dispensaries for prompt initiation of therapy.
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