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Private doctors and public health: The case of leprosy
in Bombay, India
M. W. UPLEKAR

ABSTRACT
People in India tend to prefer private medical care to the
existing government health services. Nevertheless, the large
private health care sector has hitherto been virtuallyalienated
from activities of public health importance including priority
disease control programmes. This study of 106private general
practitioners (GPs), practising in the slums of Bombay,
showsa gross lack of knowledge and awareness about leprosy
and also about the National Leprosy Control Programme.
Active involvementof GPs in the National Programme should
facilitate both the integration and better implementation of
leprosy control activities. The study also highlights some
areas for intervention at both the primary and secondary
health care levels and the need for a strategy to train and
make private doctors help control diseases which are of
major public health concern.

INTRODUCTION
According to the World Health Organization (WHO),
there are currently about 10-12 million cases of leprosy in
the world' and India has an estimated 4 million cases.i-'
The prevalence rate for the state of Maharashtra in western
India is estimated to be 6.7 per thousand.' In the poorer
areas of Bombay city, the prevalence rate of leprosy is
about 12 per thousand.t-' Health care in Bombay is
organized by a mixture of public and private providers. It
is believed that about 60% of the population of Bombay
city is cared for by private medical practitioners, both
modern and traditional, and that the remainder are
dependent on municipal and government health services. 6
The pattern is similar in other parts of Maharashtra. In
both rural and urban areas, only 40% of the people use
government health services. 7 In spite of the greater popu-
larity of the private sector, few attempts have been made
in India to involve GPs in any of the national disease
control programmes.
Leprosy is a special illness because of the social stigma

attached not only to patients who suffer from the disease
but also to the health care personnel who work in this
field.f The present study examines the knowledge and
awareness of leprosy among private doctors practising in
the slums of Bombay, We also felt that by examining the
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knowledge, attitudes, practice and beliefs about leprosy
it would be possible to identify methods to encourage
these doctors to actively participate in leprosy control.

MATERIALS AND METHODS
Metropolitan cities like Bombay, where about half the
population lives in the slums, provide a unique situation
where both diseases and doctors are in abundance. Table
I summarizes the major characteristics of the areas and
GPs that we studied,

TABLE I. Characteristics of the areas and GPs

Area

ABC

Practising doctors 148 80 71

Doctors interviewed 52 29 25

Municipal leprosy clinic 1 nil 1

PYQ leprosy clinic nil 2 1

Past training in leprosy (in practice) No No Yes
(5 years ago)

Selection of areas
Three areas in these slums were selected, each of which
has different characteristics, Area A has a municipal leprosy
clinic. No voluntary agency working in the field of leprosy
operates in this area and GPs practising here have not
received any formal training in leprosy. Area B has two
peripheral leprosy clinics, both run by a voluntary agency
active in the field of leprosy but no GP in this area has
received any formal training in leprosy. Area C also has
two leprosy clinics, one run by the Bombay municipality
and the other by a voluntary organization, In 1981-2 this
voluntary organization (The Bombay Leprosy Project)
had offered an intensive orientation and training pro-
gramme in leprosy to GPs practising in the area. The GPs
were then followed up for about 18months by the project
staff to encourage them to diagnose and treat leprosy
patients in their own clinics and reduce referrals to
specialist centres,

Selection of samples
One hundred and six private GPs were included in our
study. For areas A and B, a list of practising doctors was
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made and a random sample was drawn from all practising
GPs irrespective of their age, years in practice and profes-
sional qualifications. For area C, after excluding 2 doctors
who had not participated in the training programme, a
random sample was drawn from the remaining doctors
who had undergone the training provided by the Bombay
Leprosy Project.

Data collection
Doctors were interviewed in their clinics and their
responses to an open-ended, structured questionnaire
(Table II) were recorded. They were free to refuse to
answer any of the questions asked. Their responses were
then analysed.

RESULTS
Many visits had to be paid to some doctors to seek
appointments for long enough so that the complete set of
questions might be answered at one interview. The replies
of the doctors in each of the three areas in response to
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TABLE II. The questionnaire

1. Do you come across leprosy patients in your clinic?
2. Do you treat leprosy patients in your clinic?
3. What are the classified types of leprosy?
4. When do you suspect leprosy? How do you confirm diagnosis?
5. How do you treat tuberculoid leprosy?
6. How do you treat lepromatous leprosy?
7. When do you stop treatment in the above types of leprosy?
8. Should leprosy patients be referred to specialists? Why?
9. Do you suggest isolation of a leprosy patient on treatment?
10. What causes leprosy? Could you name the causative organism?
11. Should a cured leprosy patient be allowed to work in public places?
12. What do you know about the National Leprosy Control Programme?

basic questions on leprosy are included in Table III. The
response rate was 100%.

Leprosy patients in private clinics
All except 2 of the 106 doctors interviewed had seen
patients with leprosy in their clinics. However, only 38%

Questions and Answers

TABLE III. Performance of GPs in three areas on key questions about leprosy

Performance by area

A B C

Q. Classified types of leprosy.
A. Correct: Any answer mentioning two broad types of leprosy (tuberculoid and lepromatous; or paucibacillary
and multibacillary; or smear positive and smear negative) with or without a mention of any intermediate types
Partially correct: A correct mention of anyone of the major types or subtypes
Incorrect: Other than above
No response

Q. Diagnosis of leprosy.
A. Correct: Clinical examination and slit skin smears for AFB and skin biopsy if necessary

Partially correct: Mention of anyone of the investigative procedures. (skin smears/skin biopsy)
Incorrect: Other than above
No response

Q. Treatment oftuberculoid leprosy.
A. Correct: (WHO recommendation) Dapsone 100mg per day and Rifampicin 600mg once a month for
6months at least
Partially correct: Correct mention of drugs with or without correct dosages or correct duration
Incorrect: Other than above
No response

Q. Treatment of lepromatous leprosy.
A. Correct: (WHO recommendation) Dapsone 100mg per day; Rifampicin 600mg once a month and Clofazimine
300mg once a month followed by 50 mg per day for 2 months at least
Partially correct: Correct mention of drugs with or without correct dosages and duration
Incorrect: Other than above
No response

Q. Name ofthe causative agent of leprosy.
A. Correct: Mycobacterium /eprae

Partially correct: Mycobacterium
Incorrect: Other than above
No response

Q. Knowledge of National Leprosy Control Programme.
A. Correct: A programme run by the central government for control ofleprosy. The programme conducts,
through existing and special health centres, survey, education, treatment and other services for leprosy
patients, free of cost
Partially correct: Any answer partly suggesting the above
Incorrect: Other than above
No response

2% 0% 0%
68% 55% 36%
0% 0% 0%
30% 45% 64%

88% 76% 80%
0% 0% 0%
2% 0% 0%
10% 24% 20%
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13% 24% 8%
23% 7% 12%
64% 69% 80%
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of those in area A, 21% in area Band 20% in area C were
treating them in their own clinics. The remaining preferred
to refer them to private or government specialists. The
2 doctors who had never seen any patients with leprosy
professionally were from area A.

Classification of leprosy
For control programmes, the WHO has classified leprosy
into two major types-'multibacillary' if the slit skin
smears of a case show the presence of acid-fast bacilli and
'paucibacillary' if they do not. 2 These two broad types
include various subtypes for which different classifications
exist. The most recent and generally accepted classification
includes 5 subtypes-tuberculoid, borderline tuberculoid,
mid-borderline, borderline lepromatous and lepromatous.
Only one doctor gave correct answers to questions regard-
ing classification and he was from area A. Partly correct
replies were recorded from 68% of doctors in area A, 55%
in area Band 36% in area C. 30% of GPs in area A, 45%
in area Band 64% in area C chose not to reply to these
questions.

Diagnosis of leprosy
The presence of one or more anaesthetic skin patches is
diagnostic of leprosy and in the lepromatous variety,
there may be other skin lesions. The peripheral nerves are
involved in most types. The diagnosis and classification is
confirmed by slit skin smears or skin biopsy if necessary,
from which the quantity and viability of the organisms are
estimated. 10% of the doctors in area A, 24% in area B
and 20% in area C did not reply to this question while the
answers of the others were almost correct.
Questions 5 through 7, enquiring about treatment of

leprosy were not answered by those doctors who did not
treat leprosy patients in their clinics. Those who
responded included 38% in area A, 21% in area Band
20% in area C.

Treatment of leprosy
Three drugs are used in the treatment of leprosy and
the WHO recommendations on the drug regimes have
remained unchanged since 1982. 13% of GPs in area A,
24% in area Band 8% in area C used the correct drugs for
the treatment of tuberculoid leprosy but not in the correct
dosages. None of the doctors followed the recommended
regime correctly in all respects with regard to drugs used,
their dosages and duration. 53% of doctors in area A,
44% in area Band 20% in area C had never treated a case
of lepromatous leprosy. Of those who did, only one each
from areas Band C had used correct drugs but in incorrect
dosages.

Cessation of treatment
None of the doctors interviewed had a clear idea of when
to stop treatment. A very wide range of responses were
noted, from less than 6 months to life-long treatment.

Referral of patients
38% of GPs in area A, 21% in area Band 20% in area C
felt that patients needed to be referred to specialists only
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if they failed to respond to treatment or when complications
occurred during its course. 20% of doctors in area A, 24%
in area Band 16% in area C were concerned that treating
leprosy patients in their clinics might affect their practice
adversely. The other doctors felt that patients with leprosy
always needed specialist care.

Isolation of patients
Only one doctor each from areas Band C were emphatic
in saying that there was no need to isolate patients with
leprosy if they were on regular treatment. 78% of doctors
from area A, 76% from area Band 24% from area C
favoured isolation of patients if this was possible. The
remaining doctors felt that isolation should be compulsory.

Cause of leprosy
When asked what caused leprosy, 73% of doctors of area A,
48% of area Band 72% of area C chose not to reply. The
remaining mentioned various causes such as germs, infec-
tion, and close contact with a leprosy patient. One doctor
from area A believed that leprosy was hereditary. When
asked to name the causative organism of leprosy, none of
the doctors could do so.

Rehabilitation
In reply to the question whether a person cured from
leprosy should be allowed to work in public places, 36% of
doctors from area A, 59% of area Band 88% of area C
answered that they should; 40% of area A and 7% of area
B replied that they should not while 34% from area A,
34% of area Band 12% from C refused to reply.

A wareness about the National Leprosy
Control Programme
Most doctors were unaware of any activity being carried
out under such a programme. All doctors in areas Band C
and the majority (80%) in area A knew of the many non-
governmental organizations engaged in anti-leprosy
work. Most doctors felt that nothing special was being
done about leprosy. Free treatment was being given in
public hospitals as it was for any other disease and there
were leprosy hospitals just as there were hospitals for
tuberculosis or other infectious diseases.

DISCUSSION
It is reasonable to expect a GP practising in an area
endemic for leprosy with a prevalence rate of over 10 per
thousand to be aware of the basic facts about the disease.
Although most doctors did come across such patients in
their clinics, their responses to simple questions about
leprosy exhibited a gross lack of knowledge and aware-
ness. Ramanathan and Ramu,? in their study of the
attitudes of doctors engaged in anti-leprosy work under
the National Leprosy Eradication Programme, found that
33% had inadequate knowledge about the disease. They
observed that this could be a result of disinterest among
the 'leprosy doctors' caused by fears of being socially
stigmatized and facing poor job prospects. According to
Duggal et al.1O leprosy clinics are taken as 'punishment
postings' and leprosy workers, especially physicians are
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FIG I. Performance of doctors

not only disinterested in their work but also exhibit a
negative attitude towards the disease. These and other
studies conclude that the status accorded to the leprosy
programme and to those who work in it is very low. 8,11The
doctors working full-time in leprosy are also very concerned
about their image in society and their future work prospects.
No direct questions were posed to GPs about the

'stigma' associated with leprosy, but only 20% of doctors
from all the three areas felt that treating leprosy patients
adversely affected their practice.
Although the doctors practising in area C had received

formal training in leprosy offered by a non-governmental
organization 9 years ago, their performance was no better
than those of doctors working in the other areas. Figure 1
illustrates the comparative performance of private doctors
in the three areas on key questions about leprosy.
The voluntary agency that had conducted short-term

training and had provided the services of a leprosy techni-
cian to the GPs had found, during their 18months follow
up, that there had been a considerable increase in the
number of patients being correctly treated by GPs in their
own clinics.f It seems that the effect of training had
diminished over the years and this emphasizes the need
for regular continuing education. Also, since the clinic run

by the voluntary agency in the area continued to function
after conclusion of the training activity, GPs preferred to
refer their cases to this clinic rather than treating them
themselves. The effect of training was seen only in the
responses obtained to the questions regarding isolation
of leprosy cases and the rehabilitation of cured patients.
Unlike doctors in areas A and B, the majority of doctors
in area C thought it safe not to isolate leprosy cases while
they were on treatment and agreed that cured patients
should work in public places.
The option given to avoid answering a question was

essentially to prevent embarrassment to the doctor being
interviewed. While these are included as non-responses,
it might be fair to conclude that the most probable reason
for their non-response was lack of knowledge. Far too
many doctors from all the three areas performed poorly.
Early detection, prompt reporting, optimal treatment and
sound advice to the patient with leprosy about the impor-
tance of regular treatment, to his contacts regarding the
infectiousness of the disease and arrangements to facilitate
rehabilitation are some ofthe services that private doctors
should provide routinely.
Doctors in all three areas performed best when asked

questions about the diagnosis of leprosy. However, they
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did not do as well when it came to its treatment (Fig. 1).
One of the reasons for this, besides a lack of training,
could be the proliferation of and resulting confusion from
contradictory drug regimes advocated by private medical
consultants, educational institutions and voluntary agen-
cies. Till recently, the recommendations for treatment by
the Indian Association of Leprologists were different
from those by the WHO. Even today, senior specialists
continue to prescribe regimes which vary from one patient
to another. This results in confusion about the correct
treatment of leprosy and deters GPs from treating these
patients. This also highlights the role of specialists at
secondary and tertiary care levels in public health. They
should stick to simple regimes so that their colleagues in
the periphery might follow their actions. If they do
deviate from certain norms, they should explain the
reasons for this deviation to their GP colleagues, junior
doctors or students, as well as to their patients. Better
communication will prevent confusion about the choice of
drugs, duration of treatment, the need for isolation and
opportunities for rehabilitation.
It is surprising and sad that the priority national control

programmes exert so little influence on private doctors. It is
unlikely that a doctor will intentionally write an incorrect
prescription. When the pharmaceutical industry can
successfully promote a large number of irrational and
non-essential products, it should surely be possible for the
huge government apparatus to promote the government's
own programmes to GPs? Unfortunately no national
disease control programme has, as one of its integral
components, the continuing education of medical personnel
at all levels.
The non-government organizations may also play a

vital role, with the help of their motivated work force, in
carrying control programmes to private clinics. Like the
organization that conducted this study, it might be worth-
while for such other organizations to facilitate integration of
leprosy into general health services by encouraging private
doctors to treat leprosy patients in their clinics. Doctors
may be willing to participate if facilities such as laboratory
services for skin-smear examinations and the right type of
drugs are provided.
Our findings are especially important as it is rumoured

that the government is planning to phase out all specialist
leprosy control programmes in the next few years, leaving
primary health centres and GPs to take care of leprosy.
There is clearly a need for further training of GPs before
such a programme can be put into effect.

CONCLUSIONS
1. Private doctors serving the urban poor in the slums of
Bombay have grossly inadequate knowledge of a
major, highly prevalent disease such as leprosy
although many patients first seek their services. This
may be owing to the lack of adequate basic and con-
tinuing education of private doctors on major diseases
of public health importance. The stigma attached to
leprosy and the general apathy among private doctors
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about national disease control programmes are other
contributory factors.

2. Most private doctors practising in urban slums know
how to diagnose leprosy. Many however prefer to refer
these cases to specialists for treatment. Those who
treat them themselves are confused about which drugs
to prescribe and for how long. This is probably the
result of inconsistencies in recommendations and
practice by specialists in the leprosy control prog-
ramme and in educational institutions.

3. Further research on the role of private doctors in public
health considering deficiencies in their basic and con-
tinuing medical education might remedy the problems
our study has identified. For communicable diseases
where no truly effective preventive vaccines exist,
early recognition and adequate treatment constitute
the most important measures for control. These are the
primary functions of a practising doctor. Appropriate
incentives and sanctions should be provided by the
government to encourage private doctors to participate
actively in the effective implementation of major disease
control programmes.
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