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Sixty one percent of 30,000 registered cases of leprosy reside in Karachi1. Most of these are former

Indian refugees who have brought the disease to Pakistan at the time of partition. Later, the two refugee

movements of Biharis and Afghans have introduced new cases into the population. This paper analyses

the pattern of leprosy seen in this city.

PATIENTS, METHODS AND RESULTS 

Data on 8,779 leprosy patients registered at various centres (Manghopir, Liaquatabad, Landhi, Baldia,

Lyari, New Karachi, Orangi and Malir) was collected from the statistics department of Marie Adelaide

Leprosy Centre (MALC). It was analysed for rate of registration of adults and children, origin, types of

leprosy in different ethnic groups and distribution of patients in different areas and contact cases.

Indian migrants were further subdivided into Biharis and non-Biharis. As majority of Biharis who

migrated from Bangladesh were of Indian origin, they were therefore grouped with Indian migrants.

Eight thousand seven hundred and seventy nine (5,408 males, 3,371 females) leprosy cases were

registered in Karachi between 1981- 85. The overall registration rate was highest in 1981 and lowest in

1982 and 1985. Age and sex distribution in relation to origin was available in 7,748 (4,631 males and

3,117 females). Most of the Indian migrants and Balochis were seen in the second and Afghans,

Pathans, Punjabis and Sindh is in third decade of life (Table I).

Male to female ratio was 1.6:1. Fifty eight percent males were of Indian origin. Predominance of

females was significant in non- Biharis, Sindhis and Balochis and males in Afghans (Table II).



Place of residence was known in 7,929 cases. Majority of lepers reside. in Landhi, Orangi, Malir and

Lyari. Migrants from Bangladesh have settled in Orangi andAfghans in Manghopir. Tuberculoid

leprosy was commonly seen in all centres except Manghopir (Figure 1).

It affected migrants from India, Punjabis, Sindhis and Balochis. Lepromatous leprosy was more

common in Afghans. In Pathans from NWFP there was slightly higher frequency of lepromatous than

tuberculoid leprosy (Figure 2).



Eighty percent of patients were unaware of the contact case and 4% had contacts within the family. Out

of 129 patients who contacted the disease from family members, 62 were children. Most of the children

contacted the disease from their mothers though in some cases both parents were lepers.

COMMENTS 

Karachi is a city in which people from different ethnic groups have settled in differentwaves of

migration of 1947, 1971 and 1977. Large number of people have also moved to Karachi from other

provinces in search of better jobs. In this retrospective study, Afghans were affected in the third decade

with lepromatous type of leprosy. This may be due to suppression of immunity with advancing age as

suggested by Browne. Sixty-eight percent of Indian migrants had tuberculoid form with only 15%

developing lepromatous type. Pathans from NWFP were likely to be afflicted equally by either the

lepromatous or tuberculoid type. The pattern of disease observed in residents of subcontinent and those

from neighbouring Afghanistan may be due to genetic differences or variations in the immunological

responses in different ethnic groups. The male to female ratio of 1.6:1 may not be a true representation

of the distribution of leprosy, as examination of women is an arduous task due to cultural and religious

constraints. The areas of city where most lepers live are Landhi, Orangi and Lyari. Manghopir being a

hyperendernic area where all the lepromatous cases migrating from Afghanistan reside. Eradication

should be aimed at these areas to control the spread of infection to other areas of Karachi.
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