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Question A:

Is Leprosy a disease present in the country because of autochthonous transmission or imported from

abroad or both?

Answer A:

Leprosy is an indigenous as well as a migration problem in Pakistan.

Indigenous Leprosy is found in all Prbvinces of Pakistan, however in strictly focal pattern, areas of

high prevalence being interspersed with areas where Leprosy is unknown, or at best scattered cases are

found. District Prevalence ranges from 2% to 0.003%; in certain smaller units (Union-Councils )

reaching as high as 12%, others being entirely free.

Leprosy imported by migration:

Migration is playing a major part in the epidemiological pattern of Leprosy. Affected population groups

have migrated from all neighbouring countries: Iran, Afghanistan, India, the latter one contributing the

largest portion of migrated patients, well 1/3 of the total Leprosy problem in Pakistan. Indian refugees

have settled mainly in urban areas. Of late Bihari refugees from Bangla Desh have brought a new wave

of Leprosy into Pakistan; often into hitherto unaffected areas. Surveys of Bihari Camps gave a constant

prevalence of +/- 17 %, against an average of +/- 1.5% in Leprosy affected areas of Pakistan. Each

Province has its own peculiar migration problems, caused by permanent migration as well as seasonal

migration:

In Baluchistan:

38 cases (9%) of the total case load is constituted by patients not originating from Baluchistan, 2%

hailing from other Provinces of Pakistan:

NWFP, Gilgit, Punjab, 7 % from neighbouring countries:

Indian (12 cases), Afghans (Hazara Jat

-11 cases and Iran 6 cases)

In Azad Kaslunir,

only 1 patient is originating from Pakistan, while

87 are immigrants from occupied Kashmir total

88 of 1532 patients (6%) are not Azad Kashmiri

origin.

In Northern Area,

Migration does not play any significant role, apart from occasional migrations from Afghanistan (4

patients = 2%).

In NWFP,

Most of the immigrants are from India (especially Bihari Refugees), as well as from Afghanistan.

Precise figures have not been supplied.

In Punjab:

Indigenous Leprosy is only found in Dera Ghazi Khan, an underdeveloped district adjacent to

Baluchistan. The remaining patients are either originating from India, or from Leprosy affected areas of

the country. Detailed statistics are not available, except for 281 patients registered at the Leprosy Cell

at Mayo .Hospital Lahore. The composition of the patients mirrors the Leprosy situation in Pakistan:

158(56%) Patients are originating from India

(having migrated to Pakistan either

directly, or via Bangla Desh)



1 from Afghanistan

1 from Burma

160  (57%) originating from outside of

Pakistan

24 patients from NWFP

13 from Azad Kashmir

4 from Northern Area

2 from Baluchistan

43(1 5%)from Leprosy affected Provinces of Pakistan while only 78 patients (28%) are originating

from Punjab.

Question B:

Can you give the number of localities (either villages, urban centres or provinces) from where cases are

originating and in particular the number of localities of origin of registered cases.

Answer B

1. Known Prevalence

i)Distribution of Leprosy in Pakistan:

The Leprosy affected areas of Pakistan are by now weli known; with the exception of certain tribal

areas in NWFP (Mohammand, Khyber, Waziristan) and Skardu District of Northern Area, the Leprosy

team has been visiting all parts of the country, even though detailed surveys have not been carried out

everywhere. Of the 4 Provinces and 2 special areas of Pakistan. Azad Kashmir, Northern Area, NWFP

and Baluchisatan are leprosy endemic, while Punjab, the province with the largest population and

highest standard of living, is practically free, Sind, having numerically the largest Leprosy problem, has

its cases nearly exclusively imported from either abroad (mainly India) or from Leprosy affected areas

of the country, and has a nearly exclusively urban problem.

Highly infected areas in the different Provinces are:-

Azad Kashmir: Distts. Muzaffarabad and

Poonch

NWFP: Malakand Division

Northern Area: Diarner District

Punjab: Dera Ghazi Khan

Sind: Dadu District (Tehsil

Mahal Kohistan), Karachi

Baluchistan: Pasni and Gwadar Distts in Makran Division

Leprosy in Pakistan occurs in focal pattern,

affected population groups being either

- population of a certain area, or

- a certain affected tribe, even if this tribe is living in different parts of the Provinee

- in an affected tribe, Leprosy again is concentrated in certain joint families.

Areas of low living standard are more frequently affected that better developed regions (Table I).



















11. Estimated Prevalences

Estimates made are guess estimates:

only recently, efforts have been made to collect some informations on which prevalence rates can be

based.

ln non-surveyed areas, the maximum estimate (4 times the known number of patients) seems

applicable, however numbers involved in these areas are small, as mostly far off inaccessible small

population groups have SO far not been surveyed.

In areas where Leprosy control has been in operation for various periods, 1/3 of the cases known has

been estimated to still be undetected -an estimate of not much more than guess. value, as it is based on

recent investigations involving only a number of patients.

The original WHO estimate (1956) of 80000 is too high for the following reasons:

- infectors behind known cases, or infected persons behind index cases, are frequently not in the

country (but rather to be found in India or Afghanistan)

- affected population groups are belonging to provinces with small number of population; Punjab, the

most populous Province, is practically free of Leprosy, therefore informations gathered in 3 of the

Provinces, cannot be extrapolated for the entire population of Pakistan An estimate of 30-40000

therefore seems to more realistic.

In Pakistan, patients of 15 years of age are still counted as children, however as year of birth is

generally not known and only estimated, this error will only be part of the general lack of reliability in

age statistics.

Question G:

Are patients cared for by special institutions or communities? Please give a description of such

institutions.

a) How many of the registered cases are now institutionalized? Number. (%) of all

registered cases.

4 old styled Leprosaria have been in existence in Pakistan, 3 of which have however got active



treatment units constructed during the past 10 years : 2 in Punjab, 1 in NWFP, 1 in Sind ; 1 Unit in

Punjab is still serving mainly as shelter for Crippled Patients.

Faisalabad:

Run by the Red Crescent Society with the help of Catholic Church . Permanent Residence for +/-. 35

patients and families. Outdoor 137 registration : mostly Bthari Refugees: Patients are receiving

subsidy; breeding of fowl is a self invented rehabilitation.

Rawalpindi:

Old styled leprosarium, accommodating +/50 permanent, crippled indoor patients. Of late, a modem

treatment tract with +/_ 4Q beds has been added, and the facilities offered to general Skin Patients as

well. Managed by Aid to Leprosy Patients - a German Voluntary Agency - in co-operation with a

protestant group.

Indoor facilities, orthopaedic shoe workshop, Physiotherapy, OPD with +/- 1000 patients, mostly

originating from leprosy affected Northern Provinces.

Detailed information not available.

Balakot:

Government run, and aided by Aid to Leprosy Patients, Old style leprosarium, to which a new

treatment tract and indoor admission facilities were added Presently, new colony is being constructed to

accommodate the permanent inmates and their families (1- 50 Patients) OPD: +1- 750

Detailed informations not available.

Manghopir:

Municipality-run, co-sponsored by private Agency (Aid to Leprosy Patients Germany) 200 bedded

hospital with section for permanent disabled residents, wards for temporary indoor admissions,

reconstructive surgery, orthopaedic shoe workshop, rehabffitation workshops.

2102 indoor admissions during the past 11 years, against 1708 new patients registered in the OPD.

Multiple registration not yet excluded.

Maskeen-e-Rahat:

Home for handicapped, accommodating 22 patients. Managed by Marie Adelaide Leprosy Centre, a

diocesan (Roman Catholic) Institution. Self administered by the patIents accommodated there.

Question of rehabilitation does not arise, as patients admitted there must be too handicapped to still be

rehabilitated. Occupational therapy : Making of VIM Powder, growing of pan leaves, post-cards

(for institutional use only).

b) What is the number and location of institutions caring for leprosy inpatients?

Number of Institutionalized patients:

Balakot +1- 50 Total Eegistered: +1- 20,041 Rawalpindi +1- 50 Total institution +1

197

Faisalabad +1- 35 % institutionalised +/-0.98%.

Manghopir +1- 40

Maskeen-e-Rahat 22

Total-197

Exact figures have not been provided except by M.A.L.C. Karachi.

c) Describe services offered by such institutions such as clinical treatment, surgery, rehabilitation, etc.

Number of institutions caring for Leprosy Patients:

8 specialized institutions are existing in Pakistan

Sind: 3: K.M.C. Leprosy Hospital, Manghopir

Karachi

Marie Adelaide Leprosy Centre,

Karachi

Hyderabad Lions Leprosy Control

Centre, Hyderabad



The first two Institutions serve as Base Hospitals for Baluchistan as well.

Punjab :2: One Leprosy Hospital (Privately run) at Rawalpindi

One Leprosarium at Faisalabad

(Lyalipur) Red Cross Society. In addition to this, one Leprosy Cell at the Dermatology Department of

Mayo Hospital Lahore.

Azad Kashmir: Nil

Rawalpindi Leprosy Hospital or

Marie Adelaide Leprosy Centre,

Karachi are used as Base/Referral

Hospital respectively.

Northern Area: -same as above.-

Indoor admissions are possible into the general wards of the Agency Hospital, Gilgit.

N.W.F.P. Base Hospital, Peshawar with 25 beds. Department of Mission Hospital, Peshawar, managed

by Damien Foundation (Belgium).

The Government is planning to construct a Base Hospital in connection with the Khyber Medical

College, to which the activities of the present Base Hospital will be shifted. Damien Foundation has

offered to contribute towards the construction costs.

Leprosy Hospital at Balakot (situated in a

highly infected area of Hazara Division)

with +7- 40 beds.

d) Number of ambulatory treated or outpatients in the country, per cent of all registered cases.

Services Offered:

Indoor and outdoor treatment is offered in all the above institutions. Medical Officer(s) are attached to

Marie Adelaide Leprosy Centre, Rawalpindi Leprosy Hospital and KMC Manghopir Leprosy Hospital

the remaining institutions having consultant

services of Medical Officers, not specialised in Leprosy.

Training Facilities:

For Junior Leprosy Technicians training facilities exist at Marie Adelaide Leprosy

Centre, Karachi, and KMC Leprosy Hospital

Karachi. Government recognized Course of 12 months duration.

For Senior Leprosy Technicians Marie Adelaide Leprosy Centre runs a Course of 4 months duration

recognized by the Government. Field Assistants: (In-service training) at Base Hospital in Peshawar, and

at the Marie AdeIaide Leprosy Centre, Karachi.3 months duration

Laboratory Assistants: In-service training at Marie Adelaide Leprosy Centre, 3 months duration.

Reconstructive Surgery:

Is being performed at the KMC Leprosy Hospital, Manghopir, Karachi and Marie Adelaide Leprosy

Centre, Karachi.

Rehabilitation:

Workshops are existing at Manghopir and

Rawalpindi (Shoe making) and at the Marie

Adelaide Leprosy Centre (Orangi) Karachi.

Case Work:

It is done by Marie Adelaide Leprosy Centre, Karachi, and Darnien Foundation at Peshawar, assisting

individual patients with either vocational training or interest free loans for small business.

The German Leprosy Relief Association’s RehabiIitation Fund has been providing loans to individual

cases, on recommendation of the Leprosy Technicians in all Provinces.

Question H:

a) Can you classify the registered cases (inpatients and outpatients) according to the following:

b) Are you using a different classification? if so, which?



Modified Ridley Classification for the convenience of the Leprosy Technicians:

While Junior Technicians are expected to only classify the main types

L B T I R Ne

R.= Resolving (treated or spontaneously resolved patients: Prim and sec resolving)

Ne= Neuritic (patients with nerve lesions only, no skin manifestations) considered to be of Tb

immunity.

Senior Leprosy Technicians, then are adding the second letter to the original classification: LB, or 81.

c) Describe the methodologies used for diagnosis of leprosy, for classification and follow-up of cases.

Diagnosis;

- is based on any of the three cardinal symptoms:

- skin patch with impairment/loss of sensation

- skin smear positive for AFB (4 sites taken - only in NWFP 3 sites)

- enlarged nerve with either tenderness or corresponding sensory/motor impairment.

Patients exhibiting suspicious symptoms, are kept under observation:

- skin smear Is taken; in case of negativity

- patient is reexamined either 6 weeks to 3 months

- in larger units (Karachi) biopsies are taken and sent to Leprosy Research Institute in London.

Classification:

Is based on clinical appearance,

Bl, and

Response to treatment.

Follow-up is done by:

- personal visits, either by absentee team (urban control programmes) or

- during tour programmes (rural control

programmes)

- in most provincial programmes, patients

are visited at regular Intervals, and domiciliary treatment given.

d) Are B! (Bacterial Index) and MI (Morpholo. gical Index) and /or Ridley’s SFG Index used, or does

the service require simple information only on bacteriological positivity/negative?

Bacterial Index (grading 1 to 6) is used in all units, MI only in specialised institutions (Rawalpindi, 

Manghopir) recently also started in Peshawar.

e) Which of the following diagnostic tests is used and by whom (dermatologist, leprologist, medical

assistant, other, etc.)?

Used by Planned for Not planned

Use by for use

Skin Smears

Nasal Smears pauxiliary

Skin Biopsy (doctor

Histamine testj

Sweating Test’) Research

Lepromin Test) Institutions.

Question J:

a) What is the standard treatment applied to “lepromatous” and “borderline lepromatous” cases, and

“indeterminate” cases?

Treatment:

Specific Treatment in the different types:

LL DDS 10 mg/kg bodyweight for life,

plus B 663 400 mg/week for 6

months



BL/BB initially as above, if no nerve lesions

otherwise either B 663 700 mg/

week if nerve lesions acute, or

B 663 400 mg/week, and DDS

gradually introduced (increase by

50 mg/week or 25 mg/week accord

ing to condition) in case of sub.

acute neuritis.

Indeterminate:  DDS 7 mg/kg body weight/ week (in full dose) until

3 years after inactivity

b) What is the usual treatment tor erytlierna nodosum leprosurn (ENL) reaction? (Give name of drug,

dosage and frequency of administration)

ENL: Continue DDS if no serious complications are present (Iritis, neuritis /or ulcerations).

STOP DDS and give

B 663 in case of complications: 300 rug per day, tapering off by 100 mg per week until stabiising  dose

is reached.

Introduced DDS according to condition of patients, gradually, or in full dose.

Question K:

Are you prescribing prophylactic treatment to close family contacts? If yes, give name of dosage and

frequency and duration of administration.

Answer K:

No.

Question L:

Are epidemiological surveys or special studies being conducted for the detection of early cases of

leprosy particularly aniong children and contacts of lepromatous cases? Describe the epidemiological

methodologies and, the screening techniques used for the early detection of infection. Describe

methodology of surveillance of cases.

Answer L:

School Surveys are being conducted, though not very systematically. Information about total number of

school children examined could not be collected due to shortage of time.

Contact Surveillance:

Stress is, laid on contact surveys, which are conducted as “extended contact surveys”. The joint family

system leads to frequent contact of family members not residing in the same household.

For extended contact survey, the entire family of the oldest known leprosy case (alive or deceased) is

listed:

father/mother

husband/wife

brothers/sisters and their children, and childrens’ children, sons/daughters and their children, including

three generations. Contacts listed are then followed up to their respective houses, and examined.

In addition to the advantage of a considerable number of population being thus screened, this method

also brings the team into contact with villagers who by their family history are already leprosy

conscious, and thus will therefore more easily notify new cases not yet known to the leprosy team.

Contact Surveillance is continued until 5 years after discharge/death of the patient, for contacts of

tuberculoid cases, and 10 years for contacts of lepromatous cases.

Case Surveillance:

Patients are seen once weekly to once yearly, depending on the programme, with an average of once in

3 months in rural control program-flies, once a month in urban control program-mes.

Drugs are given for self-administration.

Question M:



Do you have facilities for routine bacteriological examinations (skin and nasal smears) and which

facilities and /or equipment would be required to enable implementation of the techniques intended to

be introduced in the Leprosy Control Programme.

Answer M:

Facilities for smear reading do exist in all control programmes: usually smears are taken in the field,

and sent to a smear reading Centre. Increase in number of smear reading facilities would improve the

quality of work. Provisions of more microscopes and of short term training of paramedical staff in

smear reading would be required. Nasal smears are not taken.

Question N:

Do you have technical staff trained in the techniques described above and which training requirements

do you have for building up the required know-how, taking into account existing laboratory facifities in

the country, e.g. for the bacteriological diagnosis of tuberculosis.

Answer N:

Combination with existing laboratory facilities is not yet feasible in Pakistan, as these facilities are

inadequate all over the country. Best experience has so far been made with training of matriculates in 3

months courses only, thus providmg trained laboratory staff, capable of meeting field requirements,

without creating the danger that they are absorbed into other laboratories.

Question O

Which aspects of the programme require research in the epidemiological field, in the clinical field, in

the therapeutic field, in the operational field or in the social-economic rehabilitation field?

Answer:O

Research proposals attached: Point 2 and 4 seems to. be locally of special importance

(Appendix II)

Pakistan should lend itself well for investigation into the possible rule of familial predispositiun.

Table - II



The Provincial Leprosy Control Programmes are providing for two separate lines of command:

While the administration (____) is entrusted to the General Health Services, the professional

command(____4 is exercised by the specialised Leprosy Services.

By this organisation, additional administrative posts have been saved, making the programme more

economical, while the professional standard has been guaranteed by specialized cadre, and an attractive



servicó structure of the paramedical staff has been created.

This organisational pattern provides for possible adjustments to different provincial conditions:

The functions of the DDHS may be taken over by a provincial Tuberculosis control officer (NWFP), or

by the ADHS/P.H. The functions of the DHO may be exercised by the Agency Surgeon or Civil

Surgeon where no preventive post has as yet been created.

implemented in Azdd Kashmir and Baluchistan, adopted by the different voluntary agencies in

Sind to ensure coordination and uniformity, is under implementation in Northern Area and NWFP,

while Punjab, having a different Leprosy problem has not yet adopted any clear organisational pattern.

DHS: Director Health Services, at Provincial level

DDHS: Deputy Director Health Services, with specified functions; frequently, one separate post is

created at provincial level for Public Health (ADHS/PH = Additional or Assistant Director Health

Services/Public Health).

DHO: District Health Officer, a Medical Officer responsible mainly for the public health measures, and

the rural health facilities in the district.

LFO: Leprosy Field Officer, Senior Paramedical Worker promoted to Officer’s

grade, responsible for the implementation of the Leprosy control measures in a province.

DLC: District Leprosy Controller, Senior Leprosy Worker, promoted to. district supervisory post.

Administratively dependent on the DHO, professionally responsible to the LFO, who is coordinating

with the DHO.

SLT: Senior Leprosy Technician, usually in charge of a Leprosy Control Centre/ Control Area.

Qualifications:  Matric (10 years of school), Junior Leprosy Technician Course of 1 year duration,

Senior Leprosy Technician Course of 4 months duration.

JLT: Junior Leprosy Technician, working under SLTs in the Control Units, or are in charge of control

units in areas where the training programme has not yet been completed. Qualifications:

see above, (except for Senior Course).

Uniform pay scale for the Leprosy Technicians is presently being worked out:

LFO:Gazetted post Grade 16

DLC:Present Grade 11 (suggested:

Grade 12)

SLT:Present Grade 8 (suggested Grade 10)

JLT:Present Grade 7 (suggested: Grade 8)

Question P:

Are any field studies or research proposals being prepared to solve the present problems? If so, give a

brief description of each research proposal.

Answer P:

A National Register of Leprosy Patients is being compiled into which informations of 3 provinces  have

already been fed; two more still have to be completed.

Question Q: (1)

Is there any special legislation in force either for or against leprosy patients?

If so, please describe the nature or the particular law.

AnswerQ: (1) No.

Question Q: (2)

Is there strong religious or other feeling in the population and/or medical profession against leprosy

patients?

If the answer is yes, please outline how you believe the situation can be changed to assure acceptance

of leprosy patients by the community and/or the medical profession as a whole.

Answer Q: (2)

General Population:

Different according to the area.



Effective treatment has lead to lasting àhange of attitude;

population which has witnessed the cure of leprosy patients, will shed their old prejudices. Non-

affected population groups are more difficult to educate, especially educated sections of the society

harbour more prejudices against leprosy than the poorer classes

Medical Profession:

Leprosy has not yet been given its proper place in the educatiQn of Medical Students. Prejudice among

the medical profession is wide spread and deep seated, though less in the younger than in the older

generation.

Question R:

Describe the organizational pattern of the leprosy control programme, if any, with description of the 

channels of communication and authority. Describe also the responsibilities of the staff of the general

health service and of the primary health care system (if any) in respect to case detection, domiciliary or

ambulatory treatment and follow up, management of reaction casqs etc. Describe functions and

activities of foreign missions or agencies and their coordination with government  bodies.

Answer K:

In Pakistan, being a Federal Republic, Health is defined as one of the Provincial responsibilities.

Leprosy Control Programmes are therefore provincial programmes, with Central Government having

only advisory functions.

Inter Provincial Co-ordination is rare, and mainly restricted to salary grades.

With declaration of Martial Law in 1977, the Centre has gained additional powers, it has only been in

1979 that a Leprosy Coordinating Committee has been constituted at Federal level, and a Federal 

Advisor on Leprosy nominated.

Two main organisational patterns have evolved in Pakistan:

Provincial Control Programmes are:

- either privately organised, or

- Government programmes run with assistance from private agencies.

In Provincial Leprosy Control Programmes established in Azad Kashmir, Baluchistan, in NWFP (under

implementation), the Deputy Director Health Services (Public Health) is responsible for the 

programme,

assisted by a Leprosy Field Officer (Gazetted Post, Paramedical) who is exercising his functions

through

District Leprosy Controllers, responsible for supervision and professional guidance of the Leprosy 

Technicians in charge of the Control Centres/Areas.

Private Agencies are assisting these Government programmes with:

- financial and material grants, technical guidance, and

- female co-workers.

In Provinces with programmes sponsored by private Agencies only, the entire work is carried outby the

Voluntary Organizations Which is submitting their reports to the respective Provincial  Governments

(Sind and Punjab)

Contributions of General Health Services:

Administratively tb Provincial Leprosy

Control Programmes are integrated programmes, using the administrative structure of the General 

Health Services, Control Centres usually being accommodated in general health institutions. The

personnel of the General Health Service is assisting in case fmding.

Professionally however, the programme has a separate line of command from Leprosy Field Officer 

via District Leprosy Controller to the Leprosy Technicians.

Of the 3 Voluntary Agencies assisting the Leprosy Control Programmes in Pakistan:

Marie Adelaide Leprosy Centre is operating in Sind, Baluchistan, Azad Kashmir and Northern Areas

Aid to Leprosy Patients in Sind, NWFP and Punjab. Damien Foundation in N.W.F.P. for details see



para U.

Question S:

Describe Government inputs separately from external inputs in terms of recurring and capital costs.

Answer S:

In Provinces with Provincial Leprosy Control Programmes salaries

a certain part of drugs, daily allowances, and transport costs

are met by theGovernment, and

accommodations for the work provided.

Private Agencies usually cover

additional leprosy allowances for the workers, additional transport costs, daily allowances, additional

drugs, stationery and training costs.

Question 1:

Outline future plans for the control of leprosy and in particular long term and short term objectives,

strategies, approach, management, evaluation, requirements in terms of personnel, equipment supplies,

transport and other costs as well as requirements in terms of training with the country or abroad.

Specify the type of training required and categories of staff.

Answer 1:

The main needs. of the Leprosy Control Programme in Pakistan consist of:

better coordination:

Uniform service structure for paramedical staff, and uniform pay scales, as

well as uniform recording system are a prerequisite for a meaningful countrywise control effort.

The co-ordinating committee will play an important role in working out: uniform proposals, and in

enlisting cooperation of all agencies working in the same field. It is vital for the progress of the scheme

individual differences are overcome, and personal interests sacrificed for the benefit of thework and

patients.

Wider dissemination of knowledge about the disease:

is likewise an urgent requirement.

Better coverage of the subject in Medical Colleges

- increased use of mass media (especially radio)

- better exchange of informations among the organisations involved in. Leprosy work, and increased

documentation/ publication of their work done, in Pakistan.

Completion of the Leprosy cover of the country:

including the remaining far off areas, (Khyber, Mohammand, Skardu) and the areas of low Leprosy

prevalence, will be attended to in the coming three years.

Question U:

Give full names and addresses of all foreign agencies involved in the Leprosy control programme 

specifying their functions, attributes and specific contribution made to the programme. If possible,

indicate type of foreign staff employed by the agency such as doctors, nurses, unspecialized volunteers,

etc.

Answer U:

Leprosy Control Work in Pakistan has been pioneered by Voluntary and until now, the programme

could not be carried out successfully without their help.

Financially, the main contributing agency has been German Leprosy Association assisted by Damien

Foundation (Belgium), Amici Lebbrosi (Italy), Misereor (Germany), Oxfam (England), and numerous

private donors locally and abroad.

Marie Adelaide Leprosy Centre has initiated the work in Pakistan in all Provinces. Its Medical Officers

have worked out the pattern of Leprosy Control in the Leproiy affected Provinces, based on  the WHO

guidelines, and adapted to local conditions.

Today, it is responsible for the Greater Karachi Leprosy Control Programme, and assisting



theProvincial Programmes in Baluchistan, Sind, Azad Kashmir and Northern Areas.

It has been instrumental in establishing the Leprosy Cell at the National Health Laboratory/ Islamabad,

the convocation of the National Coordinating Committee. Today it is managed entirely  by Pakistani

Staff, and is still the main motivating force on the Leprosy front in Pakistan.

Aid to Leprosy Patients. The Agency has great merit in modernisation and management of the one time

Leprosaria who have been converted by them into modern treatment institutions. Training, orthopaedic

shoemaking, physiotherapy and reconstructive surgery are further activities which have  benefitted the

Leprosy Programme.

For Punjab, a Province with Leprosy

problem entirely different from the problem in the smaller provinces, they have worked out their own

concept of Leprosy control.

Damien Foundation has concentrated on field work, working in close cooperation with the provincial

Government. They have provided the services of female ooworkers to a scheme which, without their

help would have been unable to cover the female section of the population as well.

Contributions of the voluntary agencies have mainly been: creating awareness of the Leprosy problem,

among public at large and the governments in particular.

- initiating control activities and motivate others to join in it

- providing financial and material assistahce and professional guidance.

Difficulties

Experienced in the recent past in uniform data collection and coordination of Policies, have however

shown that efforts, to assure the voluntary agencies sufficiently that their contribution is appreciated,

have not yet been successful. More efforts in this direction are needed to arrive at full and whole

hearted cooperation.

Addresses:

Marie Adelaide Leprosy Centre, A.M. 21 Off Frere Road, Opp. Naveed Clinic Karachi.3 Aid to

Leprosy Patients, Sr. Kathrin Kusche, Leprosy Hospital, Zafar-ul-Haq Road, Rawalpindi.

Daniien Foundation, Ms. Rosa Vanderhoydonck, R.N. Tariq Road 5, Peshawar Cantt.

Expatriate Staff:

Marie Adelaide Leprosy Centre, Karachi at present 2 Social Workers (French & Belgian)

1.Registered Nurse (Matron & Sr. Tutor) Belgian

1.Pharmacist (Maxican) are on the staff.

Aid to Leprosy Patients:

1.Physiotherapist (German

1 Administrator (German)

Damien Foundation:

2 Registered Nurses (Belgium)

Table II. Yearly new Admissions and Case Load. The average number of new ease found is showing a

slow decline when 4-years-periods of operation are compared:

1970-75:1569 average new patients per year

1974-77:1431 average new patients per year

1978: 1272 average new patients per year

Reduction is mainly achieved in the rural control programmes, while Greater Karachi Control

Programme still shows an increasing number of new patients. However, double registrations have  not

been entirely eliminated, giving the statistical data an only limited value

Table III and IV; Age and Infectiosity Rate



Child - and Infectiosity rate have remained stable over the past 9 years, showing how. ever considerable

provincial variations.

Further studies to interpret the figures, are under preparation.



Table V: Case Holding



Regularity Rates have definitely im. proved in the entire Pakistan. Since the poor results of 1974, case

holding has been declared to have top priority, and improved case.

holding measures developed: better organisation of domiciliary treatment, and increased health

education.

Results are apparent, the trend towards improved performance is still continuing.

Leprosy prevalence rates and Leprosy cover in Pakistan

are showin in Figures 2 and 3.





Conclusions 

Statistics collected from the past 9 years of Leprosy Control in Pakistan indicated that, , considering the

entire country, no further progress has been made towards control and final eradication of the disease.

However, definite improvement has been achieved in case holding. Interpreting the figures, no

operational conclusions can be drawn, as too many variables have entered into the consolidated figures.

Further analysis of the data presented are being prepared, and have lead already to certain conclusions:

Azad Kashmir, having a fully established Leprosy Control programme, is showing signs of Leprosy

Control:

- decrease in infectiosity - and defonnity rate,

- as well as in annual case detection rate,

while regularity rate has kept at a very satisfactory level.

Northern Area, having an acute shortage of trained personnel, had to concentrate on case holding,

where definite improvement has been achieved while the remaining parameters do not yet show any

clear downward trends.

Baluchistan, having initiated their Leprosy programme only in 1971, is showing a healthy trend of all

parameters in the politically undisturbed area of Makran division (accounting for 3/4 of all cases),



while the politically disturbed northern part is

just recovering, showing dramatically improved case holding, however not yet any decline in the other

parameters.

in the hand of small private local organisations who only of late have joined in a coordinated combined

efforts, is showing a healthy trend in all parameters, while

Sind, an area where Leprosy control is exclusively

the Greater Karachi Leprosy Control Scheme, though reduction in deformity and infectiosity rates as

well as improved case holding are encouraging signs, has still a yearly increase in number of newly

detected cases.

For NWFP and Punjab, figures are incomplete, preliminary investigations showing in NWFP a high

persisting infectisity rate, and a low regularity rate, while deformity rate is decreasing, and number of

new patients admitted per year seems to be constant.
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