[TomyueHHbIe pe3yabTaThl TOBOPST 00 OMpPENEICHHON 3HAaUMMOCTH BOJIOC B COLUATbHON
JKU3HU JTIOJEN.

Cpenn nuiy My>kckoro mnosia 7 BorpocoB u3 10 uMmenu npeoOnajgaroiiee KOIMYeCTBO yT-
BEpAUTEIbHBIX OTBETOB. KpoMe BhINIENIEpeUnCIEHHBIX BOIIPOCOB, JIUIAa MYXKCKOI0 Mojia Jaile
oTBevasn «/la» Ha cienyromue BOIpOCHL:

«Cranere 11 Bbl OTHOCUTBCS MPENB3ATO K MYKUMHE, C TIOKpaIIEHHBIMU Boslocamu?» — Ha
JaHHBIN Borpoc oTBeTHIH «lan 57,7 % pecrnoHAeHTOB MY»CKOTO T0JIa.

«Vmeete 5u BbI KakHMe-IM00 MpepacCyiKh HACUET JIBICHIX KEHIUH/MY>KUMH C JJTUHHBIMU
Bosiocamu?» — Ha nanusiit Bornpoc orsetmiid «a» 53,9 % pecrnoHAeHTOB MY KCKOTO TOJIa.

B xozne ananuza pe3ynbTaToB aHKETUPOBAHUS ObLIIO 3aMEUEHO, YTO HAa HEKOTOPBIE BOTIPOCHI
MY’KYHHBI OTBEYAIOT YTBEPAUTEIBHO Yallle, YEM )KCHIUHBI.

Ha Bonpoc «Bb13siBaet 1 y Bac HenoBepue crienuanuct B 00JIaCTH 31paBOOXPAHEHHUS C
OKpAIIEHHBIMHU B SIPKHE I[BETA BOJIOCAMH (3€JI€HBIN, CHHUI)?» yTBepAuTenbHO orBeTmin 19,1 %
1 Myskckoro nona u 10,5 % nu sKeHCcKoro nosna.

Ha Bonpoc «Be13biBaeT 1 'y Bac quickomM$opT Br1 OOMIIBHOTO OBOJIOCEHEHHUS MOIMBIIICYHBIX
BNAAMH?» YTBEPAUTEIILHO OTBETHIIHN 42,6 %0 TUI] My>KCKOTO TI071a ¥ 28,2 % JIUIT JKEHCKOTO TT0J1a.

Ha Bonipoc «Cuutaete 1 Bpl, 4TO HEyXOKEHHBIE BOJIOCHI — [10KA3aTeElb, XaPAKTEPHBIN 1J1s
HU3ILIUX CJIOEB HaceleHus ?» yTBepauTenbHo orsetuin 30,1 % nun myxckoro nona u 15,3 %
JIUIL )KEHCKOTO TOoJa.

Ha Bompoc «MoxkeT 11 y Bac BeI3BaTh OTBpallleHUE BUJ JEBYLIKH C OBOJIOCEHEHUEM I10
MYKCKOMY THITY (yCbI, 0akeHOap/Ibl, OBOJIOCEHEHUE IPyAn)?» yTBepAUTENbHO oTBETHIHN 44,0 %
JIUI] MY>KCKOTO ToJ1a 1 22,5 % JIuIl ®KEHCKOTO ToJa.

W3 BBIIEU3I0AKEHHOTO CIIEAYET: s JIMIl MYXCKOTO I10JIa B OOJIbIICH CTEeNeHu, YeM s
JIMIT )KEHCKOT'0, BOJIOCHI UTPAIOT POJIb MPEIMETa MPUTSHKEHUS, OTBpAILIEHHs, AMCKOM(pOpTa UK
HeZ0BepHsl. DTO MOATBEPKIACTCS TaK e U TEM, UTO B HACTOSIILIEE BPEMS aKTUBHO Pa3BUBAETCS
TPUXOJIOTUs1, KOCMETOJIOTHS, JIa3EpHBIE TEXHOJIOTUH YAAJICHUs HEXKEJIATeIIbHbIX BOJIOC, B KOTO-
PBIX, B OCHOBHOM, 3aMHTEPECOBAHBI KEHIIIMHBI.

Buwieoowt

Bosnocsl urpatoT BaxkHYy10 COLMAIbHYIO POJb B )KU3HU o01ecTBa. VX moreps uiu n30bITOK
OKa3bIBaOT HETaTUBHOE BIMSIHUE HAa COLIMAJIbHYIO KU3Hb yenoBeka. OCOOEHHO TpeOOoBaTEIbHbI
K BHELLIHEMY BH]Ty BOJIOC OKa3aJIHCh MYKUHHBI.
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PROGRESSION OF VARIOUS TREATMENT METHODS OF LEPROSY IN INDIA

Introduction

Leprosy is a chronic granulomatous disease caused by Mycobacterium leprae, primarily
affecting the peripheral nerves and skin [1]. Worldwide, about 720 000 new cases of leprosy
are reported each year, and about 2 million people have leprosy related disabilities. Six major
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endemic countries (India, Brazil, Myanmar, Madagascar, Nepal, and Mozambique) account
for 88% of all new cases [1,2]. M. leprae is discharged from the nasal mucosa of people with
untreated lepromatous leprosy, and spreads, via the recipient’s nasal mucosa, to infect their
skin and nerves. It is a hardy organism and has been shown to survive outside human hosts
in India for many months [2,3]. Risk factors for infection, include household contact with a
person with leprosy [3]. The clinical picture depends on the individual’s immune response to
M. leprae. Nerve damage may occur before, during, or after treatment. Some people have no
nerve damage, while others develop anesthesia of the hands and feet, which puts them at risk of
developing neuropathic injury. Weakness and paralysis of the small muscles of the hands, feet,
and eyes puts people at risk of developing deformity and contractures. Loss of the fingers and
toes is caused by to repeated injury in a weak, anesthetic limb. These visible deformities cause
stigmatisation [3, 4].

Goal

To study progression of various treatment methods of leprosy in India.

Research material and methods

The analysis and generalization of scientific literature on this topic from PubMed, National
library of medicine and other scientific articles were done. The search terms were ‘leprosy,
Mycobacterium leprae, India, treatment of leprosy, multi-drug therapy, review, treatment’.

The results of the research and their discussion

When considered about the global epidemiology multi drug therapy has been the most cost
effective and efficient weapon in the leprosy control programs [1]. Starting from 1985, the number
of leprosy cases globally has decreased from more than 10 million to less than 0.2 million and
more than 14.5 million patients have been cured of leprosy with the use of MDT [2]. By the end
of year 2000 MDT became the winner in the battle against the leprosy, with the elimination of
leprosy at the global level. By 2008, out of 122 countries 119 endemic countries reached the
goal of elimination of leprosy with less than one case per 10,000 population [3].

When considered about the scenario in India MDT was added to the National Leprosy
Eradication Program of India in 1982 [1]. By 1989, out of 201 highly endemic districts
45 districts with prevalence rate > 50/10,000 were covered by MDT. In1992 all districts of India
were covered [2]. MDT importance can be measured from the fact that before the introduction
of MDT, the number of registered leprosy cases in India was 3.9 million and by 1986 this
number has fell to 3.4 million [3]. By 2008 it has reduced to 87,228. So the prevalence rate
has decreased from 5.7 cases per 10,000 populations in 1983 to 0.74 per 10,000 in 2008. Since
the considering of elimination of leprosy as a public health problem, the Annual New Case
Detection Rate has reduced by 50 %. By 2009, 32 States have gain the level of elimination and
Bihar has a rate between 1 and 2 per 10,000 population. Two States Chhattisgarh and Dadra
and Nagar Haveli have a rate more than 2,2.30 and 2.21 per 10,000 population, respectively [1].
current MDT of 12 months for multibacillary leprosy and six months for paucibacillary leprosy
has shown good response but still problems like poor compliance due to long duration of the
current MDT and threat of development of rifampicin-resistant leprae bacilli exists [4].

The starting of treatments for leprosy in India is dated back to 600 BC. According to
‘Sushruta Sambhita’, “Chaulmoogra oil” also called Hydnocarpus oil has been used to treat
leprosy in India. It is extracted from the nut of a tree native to India and is administered as an
ointment, by injection or by mouth [1]. In 1870, another remedy called “gurjon o0il” was used
by Surgeon Dougall of the Madras Medical Service for treatment of leprosy. Gurjon oil was
extracted from the wood of a tree native to Andaman and Nicobar Islands and was rubbed on
the skin. Although there is little evidence to support the effectiveness of chaulmoogra oil, it was
continued to use as a treatment of choice for leprosy in India until 1946 [2].
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Then came the introduction of dapsone as a treatment and changed the face of leprosy
drastically. But dapsone resistance started to emerge in the 1960. As increase in dapsone
resistance world widely occurred in M. leprae in 1970, dapsone monotherapy could not no
longer used as a treatment for leprosy [3].

The 1970 discovery of various drugs including clofazimine and rifampicin for treatment
of leprosy occurred. By late 1970, many countries including India realized the importance of
combined therapy for leprosy. They included it in the national leprosy program in 1982 [4].

The use of vaccine in primary prevention of leprosy is very limited because various trials have
shown variable protective efficacy. Trials of other vaccines based on cultivable mycobacteria for
example Indian Cancer Research Centre mycobacterium ‘W’ and M. habana as immunoprophylactic
agents have not able to show favorable results. So with these results, MDT remains the only effective
therapy available for leprosy. But vaccine therapy in combination with MDT can be used for the
treatment of highly bacilliferrous cases with Erythema Nodosum Leprosum lesions to clear the dead
bacilli from the tissues, to help in preventing any relapses of leprosy [4].

Under the Disability Prevention and Medical Rehabilitation plan, a number of hospitals
have been identified in India to provide reconstructive surgeries to the disabled patients.
The cases will be first screened by the medical officer in a Primary Health Centre and also
by a Dermatologist or a Medical Specialist at a district hospital and assess the suitability of
any surgeries. In the Reconstructive surgery unit of a tertiary level hospital, the surgeon and
physiotherapy technician would examine the case and decide who would benefit from the
surgeries and who would not [1].

Also there is a provision of cash encouragement of Rs. 5000/- paid to patients below
the poverty line for major Reconstructive surgeries. But lack of a team of specialists from
orthopedics, plastic surgery, physical medical rehabilitation and ophthalmology specialties at
each of these hospitals was seen in the Disability Prevention and Medical Rehabilitation plan.
This issue is need to be addressed to ensure effective delivery of a quality service [3].

Conclusions

Earliest description of leprosy in the world comes from India around 600BC and since then
various treatment methods were used to reduce morbidity, prevent complications and eradicate
the disease. Although many treatment methods have not shown encouraging results, since the
introduction of MDT, there is a fall in new case detection in India. But poor compliance, due to
the low socioeconomic status, gender differences, residence and long duration of treatment, the
minor and serious known side-effects of MDT drugs has caused major drawbacks in reducing
the morbidity in India. Continuous monitoring of drug intake by the patients, and advice on
self-care to the patients, the counseling of the patients by the healthcare staff in relation to
the disease and its management such as course of the disease, transmissibility of infection,
side-effects of the drugs and self-care advice at the time of registration, during treatment and
discharge from the treatment was deemed necessary to achieve better results.
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