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Abstract: Patients may have prolonged neuritic episode irfi¢he of leprosy. In that case, one or few intgtad courses of
prednisolone of 4-months duration may prove inadegjfor the unduly suffering patients. With an ittien to see whether a
prolonged course of prednisolone and methotrexatddde of any help for them, a patient having fisuin several nerves
including multiple abscesses in the right suralvaewas treated with a 15 months extended and ammis course of
prednisolone and methotrexate. The outcome was letengand permanent remission with full functioredovery. Few mild

self-limiting side effects from prednisolone weees. However, there was no side effect from metate. In conclusion,
extended and continuous course of prednisolonenzattiotrexate was found safe and effective in tngaéi case of chronic
neuritis.
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1. Introduction 2 The Case

A male of 30 years attended a leprosy clinic iniA@007
with the complaint of reddish anesthetic patch oxight
dorsal and lateral foot. He also had mildly enldrgeainful-

Neuritis is an episodic inflammation of nerve. lr@nic
neuritis of reversal reactin there would be chronic
inflammatory cells infiltrate, the granulomatousacgon of
which could cause direct damage to axon and Schwelhs) A ) nda
and associated edema could cause further damageve by (€nder right common peroneal, posterior tibial swal

erves with three standard points anesthesia ateral sole.

increasing intra-neural pressure and compromising_ - ! - "
is slit skin smear test was negative. He was diagd as

circulation. Finally, post-inflammatory fibrosissal plays a ) h ‘ e
borderline tuberculoid (BT) leprosy with neuritiscawas put

pivotal role in continuing nerve damage. Thus, itisur _ MR
persisting for more than 6 months may be definedhasnic " MDT-MB (multidrug therapy-multibacillary) for e
months and prednisolone with an initial dose ofrd@ per

neuritis.
To date, prednisolone is the drug of choice for ité}lay with fortnightly tapering to end the course hivit the
management. A four months course of it works famiil in "€t four months. _
the majority cases. However, particularly in cagesome N the first year, he completed his MDT course and
patients with chronic neuritis, it may not work. Ui patient '€ceived two 4-monthly steroid courses. He notisith
may suffer unduly. lesion subsided Ieavmg_ a pale shiny hype_sthetu:f’plaehmd
Combination of prednisolone and methotrexate wasdo 2nd one standard point on heel regained sensaki@.
synergistic in anti-inflammatory functidnThis combination Painful tender nerves remained quiescent while s an
was also found helpful in managing resistant ENactier?, ~ nigher doses (>20 mg per day) of prednisolone, mesda

Thus, this regimen in therapeutic clinical triak fohronic ~ tolérable at lower doses and symptoms free time ovig
neuritis was chosen. few days to a week without steroid.

During the next two years he received a few 4-m&nth
courses of prednisolone. Overall outcome of neuntias
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found more or less same except one standard poil#teral
sole that regained its sensation. In addition, xgegenced
development of reddish papules over his face, aacktrunk,
worsening of his gastric pain and gained weightfitigher
doses of prednisolone. Being frustrated and disapga, he
left leprosy clinic and was on and off self medioat
(prednisolone) for the next 3-years. During thisej he
developed right dorsal foot ulcer (perhaps fronakabscess)
that healed with a scar. He also developed two dawkh
small plaques along right lateral leg and dorsabt fo
insidiously and pink swollen discharging plaque rovight
arch of foot. He was then diagnosed as cellulitid seceived
several prolonged courses of antibiotics without banefit.
He visited many physicians and general hospitalarfagic
cure and finally he came back to the clinic.

factor were negative. His liver/kidney function teesand
serum electrolytes were within the normal limit. Henied
nerve and sole skin biopsy. In diagnosis he wasddaving
multiple neuritis with multiple sural nerve absasg¢perhaps
from reversal reaction).

He was prescribed to take oral prednisolone of ¢Oper
day for the first month, then 30 mg per day for tlext two
months and 20 mg per day for the next 3 months sifid
then 5 mg tapering quarterly together with oral ho&exate,
2.5 mg for every 12-hours, three doses weekly Sombnths
(March, 2013-May, 2014). Monthly clinical follow uwas
also continued during his treatment.

By the end of the third month’s treatment, muscknps

disappeared, shooting pain along the nerves was,gon

discharge from the sole was stopped and nerve teeske

On examination, severely enlarged (more than skveraas reduced. During this time, the patient notiesedsening

times normal and visible as cord under skin), saygrainful
(disturbing night sleep and discomfort at normalkyvand
severely tender (uttering Oh! Ah! And changing &ci
expression at palpation of nerves) right commoropeal,
posterior tibial and sural nerves with shootingnpaliong the
courses of said nerves were found. There were k&go
muscle cramps, swollen right ankles, two plaquesglthe
course of sural nerve, a pale hypesthetic patch wit old
scar over dorsal
discharging plaque was found over center of rigié $Fig-
1A). He was otherwise healthy but apprehensiveaamxibus.
His sensory test, quick muscle test and slit skirear test

of gastric discomfort, appearance of reddish papueer
upper trunk, neck and forehead and feeling of wes&rand
decreased libido. During the next three monthsgeapmce
of foot was improved, dorsal foot plaques size wahiced,
sole plaque got flattened to pinkish patch (Fig;1Bgrves
size and tenderness were more reduced, consisteasy
improved and all the side effects of prednisoloneren
disappeared. During the next three months, nemndetmess

lateral foot. A pink swollen serouand redness of sole lesion went off. By ninth tigltotwelfth

month(s), reduction in size was marked, normal istescy
of nerves and normal sensation of dorsal foot resiere
regained and lastly the point of lateral sole getumed

were done as per the World Health Organization (WHO (Table-1). There was no side effect from methotrex&ince

guidelines for the field staff. His routine bloodsine and

stool tests were normal and serological test for AAN
(antinuclear antibody), ds DNA (double
deoxyribonucleic acid antibody) and RA (rheumatamithritis)

then he is fine till to date.
This case was approved as project proposal by the
strandednstitutional Review Board of the University in tloitdoor

clinic where he was treated.

Table 1. Assessing inflamed nerve and its function during anti-neuritis treatment.

Parameter 40 mg/day 30 mg/day 20 mg/day 15 mg/day 10 mg/day 5 mg/day
Imonth 2 months 3 months 3 months 3 months 3 months
Size Reducing from severe Reducing from severe ERIEhDUCIL ERIEhDUCIL . .
moderate moderate Mild enlarged.  Mild enlarged.
(enlargement) enlargement. enlargement.
enlargement. enlargement.
. . . . . . Consistency - No further
Consistency Consistency changing Consistency changing Consistency changinc changing from Firm change in

from hard to firmer. from hard to firmer.

Improving from Oh!
Ah! to eye blenching

Improving from Oh!
Ah! to eye blenching

from firmer to firm.

Slight eye blenching

consistency.

firmer to firm. consistency.

Slight eye

Tenderness and shooting pain and shooting pain noFlceq and shooting blenching noticed. Normal feeling. Normal feeling.
. . pain disappeared.
reducing. reducing.
Function Sensory function Further improvement _Further . Functlona_tl Normal sensory
No change. h . . improvement in recovery is .
(sensory) Improving. in sensory function. . function.
sensory function. complete.

Size: mild enlargement: double the normal size; enatg enlargement: triple the normal size; sevel@gement: 4 or more times than normal size.
Tenderness: severe: uttering Oh! Ah! at palpatioogierate: facial expression change and eye blegéhipalpation; mild: eye blenching at palpation.
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Fig 1. (A and B): Thereis a pinkish plaque with few discharging mouths and peripheral scaling over center of the sole. Same patient after five months with

treatment, central sole lesion isdisappearing.

3. Discussion

A borderline tuberculoid patient had been sufferfrgm
chronic neuritis. Protracted response was being seiéh
multiple interrupted courses of 4-months predniselo
Complete and persistent remission with full functib
recovery was achieved with fifteen months course
prednisolone and methotrexate.

The disease was a chronic neuritis and prolongéarala
course was its characteristic feature. Moreovenvas a BT
patient and should have more than 4-months preldmsdor
his neuriti€®. Unfortunately, the country’s
guidelines which were adopted from the WHO-guidesidid
not allow field staff(s) to do so. Thus, there was benefit
from multiple interrupted 4-months courses of pisdione.
In that case, though the clinical regimen was prgéal, the
natural course of the disease might have been edvand
beneficial effect to the patient was evidenced.

national

the previous higher doses prednisolone therapy.
Prednisolone protects Schwann cell and axon framecti
damage and protects nerve function by reducing adzmal

fibrosi’. Methotrexate can suppress lymphocyte proliferatio
reduce production of pro-inflammatory cytokines and

increase production of anti-inflammatory cytokinesd

gnodulate neutrophil chemotaXislt also has anti-fibrotic

fuction'®. Therefore, their synergistic manipulating effents
inflammatory cells, edema and fibrosis may be aered as
the resolution of inflammation and remission of tlisease
though exact cause is not known.

In conclusion, extended and continuous course
prednisolone and methotrexate was found effectiv safe
in managing a chronic neuritis patient. Formal gtud
welcomed.
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