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Editorials

Progress in the Elimination of Leprosy in India
The goal of the National Health Policy 2002 towards elimination of leprosy in India
was to achieve a reduction in leprosy cases to less than 1 in 10 000 general population
by December 2005. The year 2003–04 started with 344 000 leprosy cases on 1 April
2003, and ended with 266 000 cases on 31 March 2004, a decline of 22.7% during
the year. In terms of the main indicator of the endemicity of leprosy, i.e. prevalence
rate (PR), there was a decline from 3.23 to 2.44 per 10 000 population. Another
crucial indicator, i.e. the annual new case detection rate (ANCDR), also showed a
similar decline from 4.4 during 2002–03 to 3.3 per 10 000 population during 2003–
04. As the time for achieving the target of leprosy elimination approaches, there is
an urgency to increase penetration at the state and district levels.

The 19 states and Union Territories that have already achieved the target of leprosy
elimination (PR <1 case per 10 000 population) are Nagaland, Haryana, Meghalaya,
Himachal Pradesh, Mizoram, Tripura, Punjab, Sikkim, Jammu and Kashmir,
Assam, Manipur, Rajasthan, Kerala, Arunachal Pradesh, Daman and Diu,
Lakshadweep, Andaman and Nicobar Islands, Pondicherry and Gujarat. The last
four states/Union Territories are new entrants in 2005. Another 6 states and Union
Territories are very near this goal with a PR between 1 and 2 cases per 10 000
population (Madhya Pradesh, Karnataka, Uttaranchal, Andhra Pradesh, Goa and
Tamil Nadu). The last three states are new entrants to this group in 2005.

During 2002–03, 5 states had reported a PR >5 cases per 10 000 population. This
situation has improved and, as of March 2004, there is only 1 state and 1 Union
Territory, i.e. Chhattisgarh and Dadra and Nagar Haveli (a population of 252 000
with 311 leprosy cases), which have PRs of 5.9 and 12.3 cases per 10 000 population,
respectively. Of the total recorded leprosy cases as on 1 April 2004, 75% have been
contributed by 7 states—Bihar (17%), Jharkhand (4%), Chhattisgarh (5%), Orissa
(5%), Uttar Pradesh (23%), Maharashtra (11%) and West Bengal (10%). The
district-wise situation reveals that 250 districts (42.2%) out of 590 have already
achieved the target of leprosy elimination and another 105 districts (17.8%) are
nearing the target.

The overall picture of cases of leprosy during 2004–05 is also encouraging. On 31
October 2004, the recorded cases were 230 000 with a PR of 2.13 cases per 10 000
population. The detailed analysis of new leprosy cases detected during 2004–05
(April–October 2004) indicates the proportion as follows: multibacillary (MB) cases
(39.3%), women (35.9%) and children (13.9%). There is a decline in the proportion
of children and the visibly deformed from the 2003–04 figures of 14.9% and 1.8%,
respectively. This indicates the success of the National Leprosy Elimination Project
(NLEP) in interrupting transmission of leprosy, detecting cases early, and providing
prompt multidrug therapy (MDT) to prevent deformities. The second NLEP, which
started in October 2000, had envisaged a decrease in the proportion of cases with
deformity to 2% by December 2004. This has already been achieved and efforts are
continuing to bring it down further.

As a result of this satisfactory progress, the objective of bringing the national PR
of leprosy to <1 case per 10 000 population (elimination level) by December 2005 is
likely to be achieved. However, there is still much to be done. The programme aims
to detect ‘hidden’ cases of leprosy and start treatment quickly. The stigma attached
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to the disease discourages reporting by patients. Five modified leprosy elimination
campaigns (MLEC) were conducted to increase public awareness about leprosy,
enhance capacity-building of the general healthcare staff to deliver leprosy services
and to detect and treat hidden cases of leprosy. These campaigns, between 1997–98
and 2003–04, have yielded 1 million new cases that have been treated with MDT and
cured. In spite of the addition of these new cases, there has been a distinct downward
trend in ANCDR since 2002–03 (Fig. 1).

These results show that the strategy developed for the first NLEP and followed,
with a few modifications, in the second NLEP with assistance from the World Bank
has paid rich dividends. The two key components have been the decentralization of
the leprosy control programme from the central to the state authorities with flexibility
in approach, and the integration of leprosy services with the general healthcare
services. In addition, the outlook changed with the availability of MDT, allowing
patients with leprosy to be treated in a short period of 6–12 months. MDT was started
in 1983 in a phased manner, and all the districts were covered only in 1996.

The change in leprosy service delivery from the vertical leprosy staff and
specialized leprosy hospitals to general healthcare services has had a number of
benefits. These are (i) increase in the number of centres from where patients could
receive treatment easily, (ii) patients could collect medicines and consult the medical
officer on all working days, instead of a particular day at the leprosy clinics, (iii)
patients could collect their medicines in the more friendly atmosphere of a health
centre, as any other patient, which helped in increasing their self-confidence as well
as in reducing the stigma, and (iv) the training given to the general healthcare staff
and volunteers such as Anganwadi workers, community health volunteers and
teachers helped in spreading positive messages about leprosy, its curability and drug
availability in health centres. However, much more remains to be done in urban areas.
The absence of a primary healthcare system in urban areas and the multiplicity of
service-providers makes programme implementation difficult in these areas, which
needs to be addressed on a priority basis.

Integrated services may take another 2–3 years to become fully operational for
rendering service to patients with leprosy, but will ultimately help in maintaining a
sustainable level of performance. It should be the endeavour of all to help in
strengthening the integrated leprosy services through the primary healthcare system.
The leprosy cases that remain in certain states even after the goal of elimination is
achieved by December 2005 should receive quality services through the integrated
general healthcare system.

In conclusion, India has made tremendous progress towards leprosy elimination
during the past decade. Concerted efforts are on to continue the good work done so
far, so that the goal of elimination at the national level is achieved by December 2005.
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FIG 1. Trend of leprosy annual new case detection rates (ANCDR) per 10 000 population in
India
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The availability of leprosy diagnosis and treatment services at all primary health
centres, free supply of MDT, improved level of awareness among the general
population and the reduced level of stigma will help in eliminating leprosy from
India.
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