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Table 1. MB leprosy patients benefited from MDT 

MB cases 
Relapses 
Beneficiaries 
from MDT 

1 00 
0 ·7  

99  

1 000 
7 ·7  

992 

Table 2. PB leprosy patients benefited from MDT. 

PB cases 
Relapses 
Beneficiaries 
from MDT 

1 00 
1 ·07 

99 

1 000 
1 0·7 

989 

1 0,000 
77 

9,923 

1 0,000 
1 07 

9,893 

1 00,000 
770 

99,230 

1 00,000 
1 070 

98,930 

following theoretical projections were made to demonstrate possible relapses as opposed to 
beneficiaries of the MDT based on the calculation of risk of relapse by WHO. ! 

The number of relapses calculated is over a period of 9 years as per the WHO calculation of 
relapse rate. ! 

These types of simple calculations in absolute numbers instead of percentages would be useful 
for training field workers . 

It may be relevant in this context to point out that in view of negligible relapse risk rate after 
WHO-MDT, WHO considers that annual surveillance examination of patients after the end of 

treatme;lt may not be required and patients are to be educated to report if they develop any clinical 
events. ! This procedure, however, is not yet adopted by most control programmes .  
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PROBLEMS DUE TO MIGRATION OF LEPROSY PATIENTS INTO URBAN 
AREAS 

Sir, 
The increasing migration of people into the fast-growing megacity of Delhi ! is posing more 

problems with less time to tackle them. In addition to job opportunities, the Government of Delhi 
had been giving concessions to patients suffering from leprosy, namely allotment of land at highly 
subsidized rates, ration allowance for procuring food and other forms of financial help when 
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applicable. These privileges have over the years attracted a large number of people who have 

housed themselves in the outskirts of Delhi in separate colonies . Some of these colonies, who had 

demanded the concessional facilities, were rejected because the Government had considered their 
disease to be inactive and hence cured. However, they filed a law suit and the Honourable Supreme 
Court of India directed us to have them examined to assess the activity of the disease. 

A total of 788 patients including 1 63 children were taken from six colonies in the periphery of 

Delhi . Of these 626 were available for examination which included, apart from a general health 

appraisal, a thorough cutaneous examination and slit-skin smear for acid-fast bacilli (AFB) from 

six sites for assessing bacteriological index (BI). Only two children had active disease. The total 
number of persons with active disease were 24 giving an overall activity rate of less than 4 % .  BI 
positivity ranged from 1+ to 3 -4+.  A total of 1 53 patients had various deformities (including 
anaesthetic hands and feet, claw hand and eye problems; ranging from exposure keratitis to 
corneal opacities) giving a total deformity rate of 24-44 % .  Among them those with eye complica

tions alone accounted for 1 4 ·32% . 

The continuous flow of migrants into cities, particularly Delhi, from other states in search of 
jobs has certainly created major problems for the already subsidized health care system.2 This has 
to be tackled not only to help these sufferers but to check the spread of infection to the low endemic 

areas like Delhi . Though our survey revealed that in the majority of patients the disease was 

inactive and therefore did not qualify them for the concessions given to those suffering from 

leprosy, it brought to the fore the need for developing centres for rehabilitation and correction of 
deformities that would help the victim to lead a productive self-supporting life. 

The main areas that need to be strengthened are: 

Some patients discontinue the treatment for whom adequate case holding activities will be 
required till the completion of the surveillance period. Follow-up of the infected persons and 

their co-habiters will have to be ensured particularly for the children. 
2 In some others who are more unfortunate, the crippling complications of the disease set in, such 

as ulcers and deformities .  Adequate provision for their management should be provided in the 

city hospitals .  
3 .  Some basic health care institutions such as Primary Health Centres or Rural Health Training 

Centres will have to be identified in the periphery of the city for delivering specialized care and 

follow-up of these patients. They should also be entrusted with the task of certifying the 
patients, both bacillary and multi bacillary as either active or inactive and may take the help of 
urban leprosy centres if needed. To avoid further legal complications which can lead to misuse 

of the concessions granted to the victims of leprosy, a statutory body must specify these 
facilities for the truly deserving cases and not simply to all persons with active disease who can 
otherwise compete with a normal individual. 

4. Reconstructive surgery though well developed elsewhere is still not available to the leprosy 
patients in Delhi . Specialized training in this area should be given to surgeons of the institutions 
and major hospitals where leprosy centres are located . 

5 .  Health education with an emphasis on the early signs of leprosy may be disseminated so that 
apparently normal individuals know where to report when the need arises. 

It  has been pointed out that this situation has also arisen in other countries,3 and so leprosy 
control activities in cities is intimately related to migration and steps to tackle this should definitely 
be considered in all effective programmes. 

A similar situation would have perhaps been inevitable in Bombay which is another metropolis 
catering to a large migrant population in this country. However this has been remedied to a large 
extent owing to its good medical care provided by both governmental and non-governmental 
organizations and its being the capital of the endemic state of Maharashtra. 
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THE RISK OF STANDARDIZED REGIMENS OF CORTICOSTEROIDS FOR 
THE TREATMENT OF LEPROSY REACTIONS IN THE FIELD 

Sir, 
Acute nerve damage due to leprosy reactions can often be treated successfully with cortico

steroids. To make this treatment widely available under field conditions, standard steroid regimens 
are required. Courses of 1 2  weeks for paucibacillary (PB) patients and 20 weeks for multi bacillary 
(MB) patients have been recommended. l The initial dose is 40 mg daily, given for 2 weeks and then 
tapered off. These kind of standard regimens are gradually being introduced into field pro
grammes, but general introduction is delayed for fear of the complications of corticosteroid use. 
There is uncertainty about the frequency of occurrence of complications and anxiety that they 
might be overlooked by paramedical staff. 

In this respect we would like to refer to an important article published recently titled 
"Corticosteroids and peptic ulcer: meta-analysis of adverse events during steroid therapy.

, ,2 

The objective of this meta-analysis was to determine whether corticosteroid therapy induces the 
development of peptic ulcers and putative complications of steroid therapy. It was a retrospective 
investigation in which all (known) randomized, double blind, controlled trials in which steroids 
had been administered were analysed . The number of episodes of peptic ulcer, dermatological 
effects, sepsis, diabetes, hypertension, osteoporosis, psychosis and turberculosis reported in both 
the placebo and steroid groups were compared. Of 1 857 articles, 93 satisfied the requirements of 
the authors and were analysed by means of meta-analytic techniques. A total of 6602 patients were 
included. The relative frequencies of each of the eight mentioned complications were compared in 
the placebo and steroid groups. Subgroups were studied of patients who received treatment for 1 to 
7 days, 1 week to a month, 1 to 3 months and more than 3 months. 

The results showed that 0·3% of patients in the placebo group and 0 -4% in the steroid group 
were reported to develop peptic ulcer, the difference not being significant (P > 0.05) .  Dermato
logical side-effects occurred four times as frequently in the steroid patients ( 1 0 ' 5%)  as in the 
placebo-treated control group (2 ,6%) .  Diabetes was reported four times more frequently in the 
steroid-treated patients ( 1 '2%) than in the placebo-treated patients (0' 3%) .  Hypertension was 
noted four to five times more frequently in the steroid-treated patients (0 '9%) than in the groups 
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