Editorial

Challenges Facing the Control of Leprosy in the Indian Context'

Vanaja Prabhaker Shetty,rno

Leprosy is a chronic infectious disease caused by
Mycobacterium leprae and mainly affects the skin,
peripheral nerves, the eyes and the mucosa of the upper
respiratory tract. There has beenadecline inthe global annual
new case detection rate (NCDR) for leprosy since 2001.
The global burden of leprosy in the beginning of 2008 was
212,802 cases, with only 6 countries having a prevalence
rate (PR) of >1/10,000. Though India has been declared
as having achieved leprosy elimination in 2005, a large
proportion of international figures still come from India.

Some key milestones in the development of leprosy
control strategies are as follows:

In 1948, the World Health Organization (WHO) acknowl-
edged the magnitude of leprosy and enlisted leprosy control
work as the sixth priority. In 1952, a WHO expert com-
mittee advocated the abolition of the compulsory isolation
of leprosy patients, and recommended a strategy based on
early detectionand regular treatment for all leprosy patients
on ambulatory basis.?

As early as 1955, the Government of India (the GOI) had
launched its National Leprosy Control Program (NLCP),
whichwasbased onasurvey, educationand treatment (SET)
strategy at the national level.®> Diaminodiphenyl sulphone
(DDS) was the only weapon in the hands of doctors and
paramedical workers who were engaged in leprosy control.

In 1981, responding to the widespread problem of
secondary and primary resistance to DDS, the WHO
recommended the use of multi-drug therapy (MDT)
as a standard treatment for leprosy in leprosy control
programmes.* The WHO also provided technical support
and ensured uninterrupted supply of MDT drugs free
through its global partners to the GOI. In 1983, the GOI
renamed the NLCP as the National Leprosy Eradication
Program (NLEP) and continued with the SET strategy.®
Registration of all new cases and prompt treatment with
MDT and compliance reached record levels.

Inthe year 1991, the WHO resolved to “eliminate leprosy
as a public health problem by the year 2000”.% For this
purpose, a “public health problem” was defined as fewer
than 1 leprosy case per 10,000 population. The assumption
was that below this prevalence level, based on historical

experience in Scandinaviaand Western Europe, the reduced
transmission of Mycobacterium leprae would result in a
lowerincidence of infectionand natural extinction. Leprosy
became eliminable with the use of MDT. The WHO also
set targets to achieve this goal. The GOI in turn adopted
several operational strategies to intensify MDT coverage
to endemic regions. The GOI introduced fixed duration
MDT i.e. 6 months for PB and 12 months for MB cases,
in 1996, and undertook a “cleaning of register” exercise
during 1996 to 1997.

At the end of 2000, the WHO declared that leprosy had
been eliminated as a global public health problem. The
failure to realise the target date for “elimination” in India
and several other countries, made the WHO propose a plan
called “The Final push: 2000 to 2005”.” The target date was
shifted to 2005. The final push strategy included (1) the
integration of leprosy services into general health services
to improve access to treatment; (2) capacity building to
enable general healthcare staff to diagnose and treat leprosy;
(3) improved logistics to ensure the provision of adequate
stocks of MDT at health centres.

During 2004 to 2005, the GOI drew a strategic plan of
action with a focus on endemic districts through Focused
Leprosy EliminationPlan (FLEP), and awareness campaigns
at district and block levels.> A major thrust had been on
reducing the prevalence of leprosy. In the beginning of
2005 the supplementary policy directivesissued by the GOI,
based on the “Katmandu recommendation™® has changed
the course of leprosy control work at all levels. The latter
document suggested the following steps (1) stop all new
case detection, (2) all new cases detected to be registered
and given MDT only after validation by authorities in each
area, (3) delete names of the patients from the registers as
they receive the last pulse, and (4) do not register single
lesion leprosy cases for now. These recommendations were
strictly implemented and thus India achieved the goal of
elimination of leprosy by the end 2005 at the country level.®

The WHO elimination goal indeed created a broad and
strong commitment to the fight against leprosy. However,
the number of new cases detected globally has changed
very little. This is mainly explained by the disappointing
additional impact of MDT on transmission. The strong
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reduction in registered prevalence is not based on a
decreasing incidence, and can be explained by the shortening
of treatment duration and cleaning of the registers.%

Asperthe “Global strategy for further reducing the leprosy
burden and sustaining leprosy control activities 2006-
20107, national leprosy programmes are urged to encourage
people to come forward for treatment, and recommend
limiting leprosy services to health facilities.* Voluntary
reporting systems for leprosy patients have some inherent
problems related to a low level of community awareness,
high social stigma, atypical skin lesions, and the insidious
presentation of neurological symptoms. On the contrary,
active case searching from community facilitates early case
detection, reducing the risk of permanent disabilities, and
may interrupt the transmission.

One of the cornerstones of the NLEP is information,
education and communication (IEC) in the community. A
study done by the Foundation for Medical Research (FMR)
during June to November 2007 in one rural and one urban
setting in Maharashtra, India, showed a high prevalence
of leprosy (PR = 6.7 and 2.6 per 10,000, as against the
state average of 0.7/10,000), with a high proportion of
multibacillary (MB) and child cases among them.*2 This
study underscored a need to inquire into factors affecting
access to leprosy care, and also to understand people’s
perceptions and reactions to leprosy in the context of IEC
activities implemented in this area.

With reference to these objectives, a study on situational
analysis was undertaken in the rural area. Several patients
detected in the survey were unaware about their disease,
which questions the role of IEC activities for leprosy. It was
noted that self-perceived stigma is more prevalent in the
study area; however, patients acknowledged family level
support. Barrierssuchasthe distant location of PHC’s, highly
irregular supply of drugs, notransport facilities, long waiting
time, and no confidentiality in the public health sector were
reported (unpublished). Further, a Special Selective Drive
(SSD) under NLEP in the state of Maharashtra, India,
carried out by FMR at Karjat Taluka of Raigad district and
Gadchiroli district between February and April 2009 also
showed a large backlog of undetected cases.

The NCDR was 14 and 13/10,000 respectively in the 2
districts as against the state average of 1.1/10,000. A casual
inquiry into access to healthcare showed acombination of 3
factors, i.e. irregular supply of drugs, poor diagnostic skills
of the health staff and commuting problem resulting in denial
of timely treatment in over 50% of the cases (unpublished).
A high proportion of child cases (24%) with multiple case
families and grade 2 disability (~18%) reflects continued
transmission and delay in diagnosis. Collectively, these
findings point impaired access to health services for the
population or its delayed utilisation.

A study from North West Bangladesh depicted a
prevalence of previously undiagnosed leprosy of about
13/10,000 population compared to the registered leprosy
cases 2.3/10,000.% Another study in Brazil showed that
28.4% of leprosy cases in the community were not identified
by the health system between 2001 and 2005.%

Ourfindingsallow recommending measures for improving
the NLEP programme. We recommend 1) encouraging active
case detection and arranging for special case detection
activities, 2) strengthening IEC activities and making it
more patient centric, 3) capacity building of healthcare
functionaries on various aspects of early detection, nerve
function assessments and self-care methods.

The assumption underlying the elimination strategy
is that MDT will reduce transmission by reducing the
number of contagious individuals in the community but
evidence to support this assumption is lacking. How much
of transmission the control strategy can prevent depends
on 2 unresolved issues. Is the incubation period contagious
and are close contacts of patients infected rapidly.*

The international task force for disease eradication
considers leprosy as not now eradicable, obstacles being
lack of aspecific and sensitive diagnostic tool, social stigma
and the potential reservoir in armadilloes® and also in
primates cannot be ruled out.

There is an unsolved problem of bacterial persistence
and relapse due to persisters. Contrary to expectations,
use of MDT has not altered the problem of persistence
of M. leprae bacilli, that by definition are drug sensitive
organismsthatremain dormant.*” Understanding the biology
of dormantorganism isimportantand needsto be addressed
at a different level. Findings from a recent prospective
cohort study by FMR indicate a poor sterilising effect of a
12-month regime of MDT in MB cases. Over 15% of 65
borderline lepromatous (BL) cases assessed at 6 months
post-release from 12 months MDT regime showed presence
of viable M. leprae as evidenced by the growth in foot pads
of non-immunosuppressed mice.*

There is lack of an efficient surveillance system for
relapse, drug resistance and treatment dropouts. With the
introduction of anew untested short-term treatment regime,
it is imperative to record the number of relapse cases.
Also, there is no recording and tracking system to assess
the number of patients who discontinued their treatment.
This is a matter of concern in view of the public health risk
posed by the likelihood of infection due to active relapse
cases and treatment dropouts.

Relapses following MDT in both paucibacillary (PB)
and MB cases are being reported worldwide, and so is the
stray incidence of resistance of M. leprae, proven either in
the mouse foot pad or using molecular tools.2*2° We record
on an average 10 to 12 referral relapse cases per year. One
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concern is that, of the 21 referral relapse cases following
12 months MDT that were recorded during the past 3 years,
5 (20%) had relapsed for the second time. Acknowledging
the seriousness of the matter, the WHO now has taken an
initiative for drug resistance surveillance using molecular
tool. 2 There is also a need for backing this study with a
broader understanding of drug resistance pattern, role of
efflux transporters 22 and state of persistence of M. leprae
and correlation with clinical outcomes.

Though it is common knowledge that many leprosy
patients, particularly inurban areas, are treated by the private
sector; from which no documented figures are available. It
is important to be vigilant, as this affects leprosy control
efforts overall.

Lastly, appropriate and timely treatment of nerve function
impairment (NFI) is of paramount importance in leprosy, and
MDT is not effective in the control of nerve damage. Nerve
function assessment (NFA) is important for the diagnosis
of leprosy per se, but has even more crucial role in the
prevention and early treatment of NFI. Nerve conduction
studies (NCS) provide valuable information for detecting
NFI and evaluating appropriate therapeutic regimes. In a
cohort of 400 newly detected MB cases by NCS, >95%
of patients showed impairment of one or more nerves at
registration, regardless of reaction, indicating that nerve
damage is more widespread than clinically ascertained, and
that reaction episodes increase nerve damage.?

Recent research findings have drawn attention to
opportunitiestoimprove and extend the use of corticosteroids
for the treatment and control of reactions and NFI.2* The
mode of action of corticosteroids in the amelioration of
nerve function is not clear and needs further study.
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