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CHAPTER 1
BASIC FACTS ABOUT LEPROSY

  1. What is leprosy?
z Leprosy  is a chronic infectious disease

caused  by Mycobacterium leprae.
z It affects mainly the peripheral nerves and

skin and occasionally the mucosa of the
respiratory tract.

z Of all the communicable diseases,
leprosy is most important for its potential
to cause permanent and progressive
physical disability.  In addition, the
disease and its visible disabilities in
particular, contribute to intense social
discrimination of patients.

  2. What is the magnitude of
problem of leprosy in India?

About 69% of the leprosy cases in the
world are found in India.  For every 10,000
population there are about two leprosy
cases (prevalence = 1.3 per 10000 as on
March 2005) in India.  The new leprosy
cases detected in India (year 2004-2005)
were 260063.

  3. What causes leprosy?
z Leprosy is caused by Mycobacterium

leprae.
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z It is strongly acid fast (it is stained red
by a dye called carbol fuschin and the
red colour cannot be removed either by
acid or alcohol).

z The presence of the bacilli can be
demonstrated by taking smears from
skin/nasal mucosa (slitting the skin &
scraping the material with blade and
spreading it on a glass slide staining it
with the Zeihl Neilson method and
examining under the microscope).
Usually skin smear in leprosy is taken
from three sites. (skin lesion, ear lobes)

z The smears may be either positive or
negative for M leprae. Leprosy patients
whose smears are positive for M leprae are
more infectious than those who are not.

  4. How does it spread?
z Untreated leprosy patients are the only

known source for M leprae.  It is
transmitted from a leprosy affected to a
susceptible person via mainly the
respiratory tract (droplet infection). The
major sites from which bacilli escape from
the body of an infectious patient are the
nose and mouth. Nose appears to be the
major port of entry of the bacilli.

  5. What is the incubation period of
the disease?

The period between the time of entry of the
organism and the time of onset of clinical signs
is called incubation period. The
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Summary:
1. Leprosy is a chronic infectious disease

caused by Mycobacterium leprae
2. It is a public health problem because

of the disabilities it produces in a few
patients

3. India contributes to about 69% of the
case load in the world

4. The bacteria enter and exit the body
through nose and mouth

5. The incubation period is long and
variable (average 2-5 years)

incubation period could be as small as 6
months or as long as 40 years. It is believed
that the incubation period could be an average
of 2 to 5 years.
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  CHAPTER 2

DIAGNOSIS OF LEPROSY
  6. How is a case of leprosy

diagnosed?
A case of leprosy is diagnosed by eliciting
cardinal signs of leprosy through systematic
clinical (and wherever required
bacteriological) examination.

CARDINAL SIGNS
6.1    How do we diagnose leprosy?

At least one of the following cardinal
(very important) signs must be present
to diagnose leprosy.

1. Hypopigmented or reddish skin lesion(s)
with definite sensory deficit

2. Involvement of the peripheral nerves, as
demonstrated by definite thickening with
loss of sensation and weakness of the
corresponding muscles of the hands, feet
or eyes,

3. Demonstration of M leprae in the lesions.
The first two cardinal signs can be
identified by clinical examination alone
while the third can be identified by
examination of the slit skin smear.
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 6.2. What is a case of leprosy?

A person with cardinal signs of leprosy and
yet to complete full course of MDT.

CLINICAL EXAMINATION

 7.How is clinical examination done?

Clinical examination includes careful
interview of patient to get detailed history
and skin and nerve examination.

ELICITING HISTORY FROM PATIENT
A.   Case History: The leprosy history should

elicit the following:

z Name, sex, age (year of birth), address,
occupation etc.

z Presenting complaints and their duration
(A patch of a few days or that which is
present since birth is unlikely to be
leprosy/an itchy patch is unlikely to be
leprosy)

z History of recurrence (a recurrent lesion
which “comes and goes” will not be due
to leprosy)

z Any deformity, the time of its onset, and
nature of its progress;

z Treatment history - treatment taken, what
drugs for how long.

z Any other associated illness (jaundice,
cough, swelling of the feet at present or
in the recent past)
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2. As far as possible, choose a place where
there is privacy

3. Always examine the whole skin from head
to toe as much as possible.

4. Use the same order of examination
always so that you do not forget to
examine any part of the body.

  8.2.   What should one look for in
     the skin?

The following features must be noted when
examining a patch on the skin:
z Site:  This is useful for follow-up.
z Number:  The number of lesions
indicates the severity of the disease.  This
is useful for grouping and follow-up.

z Any other person in the family or close
contacts having similar disease or had the
disease and was treated

SKIN  EXAMINATION:

 8. What are the principles of
examination of skin?

Remember the cardinal sign:

Hypopigmented or reddish skin
lesion(s) with definite sensory deficit .

 8.1 How does one examine the skin?

1. Choose a place where good light is
available
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z Colour:  May be hypopigmented (lighter
in colour than the rest of the skin), or
erythematous (red).  Lesions of leprosy
are never depigmented.  Erythematous
colour can be used to identify disease
activity or a reactional state.  (Active
lesions or those in reaction are often red).

z Sensory deficit:  This is useful for
diagnosis.  Loss of sensation is a cardinal
sign of leprosy.

z Tenderness on gentle tapping:  This is
seen in reactional states.

z Presence of infiltration:  This term refers
to skin, which is thickened, shiny and
erythematous.  All three features must
be present in the same area.  Diffuse

infiltration may be the only early
presenting sign in severe forms of
leprosy.

z Nodules may be found in the skin in
severe forms of leprosy.

(Refer Fig.1 to Fig.6)
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z Repeat this procedure a few times until
the patient is familiar and comfortable
with the procedure.

z Now ask the patient to close his eyes
and repeat the procedure (first on the
normal skin then over the affected area).

z While testing lesions over inaccessible
areas (back, buttocks) the patient may
be asked to count on each touch.

Remember:

z Do not use other “instruments” like pin,
cotton wool, feather, etc.

z When testing for sensation, touch the
skin lightly with the pen.  Do not stroke.

z The pen should be perpendicular to the
surface of the skin.

8.3 How should one test for sensation?

Remember the cardinal sign:

Hypopigmented or reddish skin lesion(s)
with definite loss of sensation

It is very important to pick up the skill of
eliciting sensory loss in skin patch.

z You will need a light ballpoint pen (with
plastic body) without cap.

z Explain to the person what you are going
to do and demonstrate it.

z Touch the skin with the tip of pen lightly,
ask the individual to point to the spot
touched with his index finger.
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Small patch

Fig.1



Large patch

Fig.2



Fig 3 Fig 4

Few patches (PB) Multiple patches (MB)



Fig 5 Fig 6

Multiple patches (MB) Infiltration



z Do not keep asking the patient whether
he feels the touch.  You may get
misleading results.

z Proceed from the normal skin to the
patch.

z Give only one stimulus at a time.
z Vary the pace of testing.

NERVE  EXAMINATION:

 9.  What are the principles of
examination of nerves?

Remember the cardinal sign:

Involvement of the peripheral nerves, as
demonstrated by definite thickening with
a loss of sensation with or without
weakness of the corresponding muscles
of the hands, feet or eyes.

9.1.How does one examine the nerves?

Examination of nerves in all the patients is
very important for diagnosis, grouping and

13



for prevention of deformity.  This involves
two aspects:

z palpation of the nerves for thickening,
tenderness and consistency

z assessment of nerve function - sensory
and motor

1. When palpating the nerves, you should
look for two things: thickening and
tenderness.

2. The patient should be properly
positioned. The examiner should also be
positioned correctly.

3. Locate the nerve correctly
4. Observe the patient’s face while palpating

the nerve to elicit tenderness.

5. Palpate gently with the pulp of the two
fingers, not the tips of fingers,

6. Always palpate across the course of the
nerve.

7. Feel along the nerve as far as possible in
both directions.

The peripheral nerves most commonly
affected in leprosy are ulnar, lateral popliteal
and posterior tibial nerve. Other nerves, which
may be affected are - Facial, Trigeminal,
Median and Radial.
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Fig.7 Commonly affected nerves in leprosy.
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nerve, constantly watching facial
expression for signs of tenderness.

z Trace the nerve proximally as far as to
ascertain the length of the swelling.

 9.3. How does one examine
Lateral popliteal nerve?

z Site: back of the knee, behind the head
of fibula.

z Position of patient: Patient standing with
knees slightly flexed (not total) and
examiner squatting.

z Identify the head of fibula on the lateral
aspect of knee in line with lower end of
patella.

9.2. How does one examine ulnar
nerve?

z Site: In the groove above and behind
medial epicondyle of the elbow.

z Position of patient: Both the patient and
examiner facing each other.

z To examine right ulnar nerve, ask the
patient to flex the elbow joint slightly.
Hold the right wrist with your left hand.

z With the right hand feel for the medial
epicondyle.

z Pass behind the elbow and feel the ulnar
nerve in the groove.

z Gently palpate with pulp of 2 fingers
(index  &  middle)   and  feel   across   the
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Pass backwards and feel the nerve just
behind the fibular head.

z Gently palpate with pulp of 2 fingers
(index & middle) and feel across the
nerve, constantly watching facial
expression for signs of tenderness.

z The palpable course of the nerve is very
short.

 9.4. How does one examine posterior
tibial nerve?

z Site: Below and behind the medial
malleolus

z Identify the medial malleolus. Locate the
nerve just below and behind medial

malleolus (approximately at the mid point
between medial malleolus and heel)

z Palpate with the pulp of finger and feel
across the nerve constantly watching
facial expression for signs of tenderness.

z The palpable course of the nerve is very
short.

Summary

i. Correct procedures should be
followed while eliciting sensory
loss and for examination of nerves.

ii. Nerves commonly affected in
leprosy are ulnar, lateral popliteal
and posterior tibial
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CHAPTER 3
MANAGEMENT OF LEPROSY

After making a diagnosis of leprosy, one
should group the patient based on certain
characteristics.  This is important because it
helps in selecting the correct combination of
drugs for a given patient.

10. How do we group leprosy cases ?

Criteria for grouping:

Characteristic                 PB                MB
      (Pauci Bacillary)      (Multi Bacillary)

1 Skin lesions 1 - 5 lesions 6 and above
2 Peripheral nerve No nerve / only one nerve More than one  nerve

involvement
3 Skin smear Negative at all sites Positive at any site
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 11.What is MDT and what are the
drugs used?

The treatment of leprosy is in the form of Multi
Drug Therapy (MDT) which is the
combination of two or three of the following
drugs:

i. Cap. Rifampicin
ii. Tab. Dapsone
iii. Cap. Clofazimine

 12.What are the advantages of
Multi Drug Therapy (MDT)?

i. MDT kills the bacilli (M. leprae) in the
body and thus stops the progression of
the disease and prevents further
complications.

ii. As the M. leprae are killed, the patient
becomes non-infectious and thus the
spread of infection in the body is reduced.
Moreover, spread of infection to other
persons is also reduced.

iii. Using a combination of two or three drugs
instead of one drug alone will ensure
effective cure and there are no chances
of development of resistance to the drugs.
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 13. How do we choose the
appropriate MDT regimen for a
patient?

Based on the grouping, the patients can be
given any one of the standard MDT regimens
mentioned below. In children, the dose may
be adjusted suitably.

When the patient has completed the required
number of doses (monthly pulses),  s/he is
Released From Treatment - RFT.
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MDT regimen (Adult)

Drugs used Dosage Frequency of Criteria for
(adult) Administration RFT

MB leprosy Rifampicin 600 mg Once monthly Completion of 12
Dapsone 100 mg Daily monthly pulses
Clofazimine 300 mg Once monthly
Clofazimine 50 mg Daily

PB leprosy Rifampicin 600 mg Once monthly Completion of 6
Dapsone 100 mg Daily monthly pulses

(Fig.8a,b,c,d MDT Blister packs (MBA, MBC, PBA, PBC))
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MDT regimen (Child - 10-14 years of age)

Drugs used Dosage Frequency of Criteria for RFT
(10-14 Administration
years)

MB leprosy Rifampicin 450 mg Once monthly Completion of 12
Dapsone 50 mg Daily monthly pulses
Clofazimine 150 mg Once monthly
Clofazimine 50 mg Every other day

PB leprosy Rifampicin 450 mg Once monthly Completion of 6
Dapsone 50 mg Daily monthly pulses
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Fig 8aFig 8

MB (Adult) Blister pack MB (Adult) Blister pack



Fig 8b Fig 8c

MB (Child) Blister pack MB (Child) Blister pack



Fig 8d Fig 8e

PB (Adult) Blister pack PB (Adult) Blister pack



Fig 8f Fig 8g

PB (Child) Blister pack PB (Child) Blister pack



MDT regimen (Child below 10 years of age)

Drugs used Dosage Frequency of Criteria for RFT
(below 10 Administration
years)

MB leprosy Rifampicin 300 mg Once monthly Completion of 12
Dapsone 25 mg Daily monthly pulses
Clofazimine 100 mg Once monthly
Clofazimine 50 mg Twice a week

PB leprosy Rifampicin 300 mg Once monthly Completion of 6
Dapsone 25 mg Daily monthly pulses
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 14. How do we assess the fitness of
a patient for MDT ?

Before starting treatment, one must look for
the following:

a) Jaundice :  If the patient is jaundiced, you
will have to wait until jaundice subsides.

b) Anaemia:  If the patient is anaemic, treat
the anaemia also simultaneously.

c) Tuberculosis:  If the patient is taking
Rifampicin, ensure that he continues to
take Rifampicin in the dose required for
the treatment of tuberculosis along with
other drug regimen required for the
treatment of leprosy.

d) Allergy to sulpha drugs:  If the patient is

known to be allergic to sulpha drugs,
Dapsone should be avoided. Clofazimine
may be used instead.

 15. What are the side effects of anti-
leprosy drugs and how should
they be managed?

(see Annexure II)

 16 How to ensure regularity of
treatment?

z Adequate counseling at the start of
treatment will encourage the patient to
be regular and complete the
requirednumber of doses of MDT.  (For
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 details - Refer Guidelines on counseling
under NLEP)

z Patients who are absent should be
contacted immediately to identify the
reasons and take corrective actions.

z Flexibility in MDT delivery (more than
one pulse dose at a time) may be adapted
whenever it is essential.

 17. What information should we give
the patient when starting
treatment?

The explanation a patient receives at the
beginning of treatment is very important. It
helps the patient to be regular and to complete
the treatment in time.

a) Basic facts regarding the disease

i. The disease is curable.
ii. Patch(es) may not disappear or

sensory loss may remain even after
completion of treatment.   There is
no need for further treatment.

b) About the treatment

i. Duration of treatment
ii. Regularity of treatment.
iii. The number of tablets/ capsules to

be taken and their frequency
iv. Possible side effects (like red

colouration of urine, darkening of
the skin) and what to do when
they occur.
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ii. Support to the patient for successful
completion of treatment

iii. Support to the patient’s self care
practices

v. The need to consult the doctor at
the health centre if any problem
arises at any time, during or after
release from treatment.

vi. Possible obstacles to treatment
and suggestions to overcome
them.

vii. Importance of self-care for patients
with disability

18. What information should we give
the patients’ family when starting
treatment?

i. All the points mentioned under 17

Summary:
z Apply criteria to group the patients

correctly.
z Assess fitness for MDT.
z Choose appropriate MDT regimen.
z Flexibility in MDT delivery to

promote treatment adherence
z Proper counseling of patients and

family members at start, during and
at end of treatment is important.
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CHAPTER 4
MANAGEMENT OF LEPRA REACTION

 19. What is lepra reaction?

It is acute inflammatory response occurring
in the course of the disease.  It can occur at
anytime before, during or after treatment.  It
must be promptly diagnosed and treated to
prevent any disability. Patients with the
following characteristics are more likely to
develop lepra reactions:
z Multiple lesions
z Lesions close to the peripheral nerve
z Lesions on the face
z Postpartum period

These patients should be monitored more
frequently for early detection of reaction and
its prompt management.

There are two principal types of Lepra
reactions. Type 1 and Type 2. Type 1 Lepra
Reaction also known as Reversal Reaction
may occur both in PB and MB leprosy. Type
2 reaction is also known as Erythema
Nodosum Leprosum (ENL) and occurs only
in MB leprosy.
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Features                           Type 1                       Type 2
Skin Existing lesions suddenly Red, painful, tender, subcutaneous

become red, swollen, warm, and (deep) nodules (ENL) appear
 tender. New lesions may appear commonly on face, arms and legs.

They appear in groups and subside
Lesions when subsiding may within a few days even without
show scales on the surface treatment

Nerves Nerves close to the skin may Nerves may be affected but not as
become enlarged, tender and painful common or severe as in Type1
 (neuritis) with loss of nerve function

Other organs Rarely affected Other organs like eye, joints,bones,
testes, kidney may be affected

General Not common Fever, joint pains, fatigue
symptoms
(Fig.9 & Fig.10)

 20.  What are the features of Lepra Reactions?
Skin or nerves or both may be affected in reaction.
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Fig 10Fig 9

Lepra reaction Type 1 Lepra reaction Type 2 (ENL)



 21. How does one manage a patient
with Lepra Reaction?

Type 1 Lepra Reaction:

The patient will need Corticosteroids in
addition to rest and analgesics.  The drug of
choice is Prednisolone. The usual course
begins with 40-60 mg daily in single dose
preferably in the morning (up to a maximum
of 1mg/kg of body weight), and the reaction
is generally controlled within a few days.  The
dose is then gradually reduced fortnightly and
eventually stopped.  Proper precaution should
be taken in patients with diabetes, peptic ulcer,
hypertension, etc. Necessary precautions for
administering steroid should be taken.

Schedule for Prednisolone therapy for an
adult patient in type 1 reaction:

40 mg once a day for the first 2 weeks, then
30 mg once a day for weeks 3 and 4
20 mg once a day for week 5 and 6
15 mg once a day for weeks 7 and 8
10 mg once a day for weeks 9 and 10, and
5 mg once a day for weeks 11 and 12

In case of neuritis, (involvement of peripheral
nerve) the period of treatment may be
prolonged according to the response. From
20 mg onwards the dose for each period would
be for 4 weeks.
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In case of reaction not responding to
treatment after 4 weeks of treatment with
prednisolone or at any time showing signs of
worsening the patient should be referred to
the nearest referral centre.

Response to steroid therapy is generally seen
within two weeks. Review the progress every
two weeks. If there is no response the same
dose may be continued for further two weeks.
If there is favourable response, the dose may
be tapered according to the schedule.

It is also important to provide rest to the
affected nerve, if involved, until symptoms
clear, by applying a padded splint or any
suitable alternative material to immobilise the
joints near the affected nerve. The aim is to
maintain the limb in the resting position to
reduce pain and swelling and prevent
worsening of the nerve damage.
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Type 2 Lepra reaction (ENL):

Grade of Type 2 reaction Treatment

Mild: few nodules, mild fever Analgesics

Severe: severe pain over nodules, Steroid - Prednisolone whole course not
tendency for ulceration, high fever, exceeding 2 to 3 weeks (same dose as for
involvement of internal organs Type 1 reaction but faster tapering)

Neuritis Prednisolone regimen as for neuritis in
Type 1 reaction
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z If a patient develops lepra reaction
during treatment, do not stop MDT
(complete the course of MDT).

z Lepra reactions, which occur after
completion of treatment, should also
be managed as mentioned above.
MDT should not be started again
for such cases.

Clofazimine is also effective for Type 2
reaction but is less potent than
corticosteroids and often takes 4-6 weeks to
develop its full effects, so it should never be
started as the sole agent for the treatment of
recurrent Type 2 reaction. However,
clofazimine may be extremely useful for
reducing or withdrawing corticosteroids in
patients who have become dependent on
them.  The dose required in such cases is 300
mg daily (maximum of 1 month), which may
be given in three divided daily doses to
minimize the gastro intestinal side effects. It
is tapered gradually to 100 mg daily. The total
duration of clofazimine therapy should not
exceed 12 months. Response will be seen after

2 - 4 weeks after starting the drug. Often, type
2 reaction may recur due to precipitating
causes like infection, stress, helminthic
infestation. Lepra reaction may subside faster
(or) less likely to recur if precipitating factor if
any is treated.
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Indications for referral include:

z Failure to respond after 4 weeks of
steroid treatment

z Eye involvement
z Other systemic involvement
z Recurrent lepra reactions

Summary:

Reactions sometimes occur as part of
the disease process before, during or
after treatment. These are
characterized by inflammation in skin
patches or nerves or appearance of
nodules (ENL). If untreated they may
cause disability. Prompt diagnosis and
management with steroids will prevent
damage to the nerves.
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CHAPTER 5
RELAPSE

a. time of onset (usually within 6
months of RFT)

b. its favourable response to steroid
therapy

Relapse should be treated with MB regimen
whatever may be the initial grouping.

Incidence of relapse after MDT is very
negligible.

 22. What is relapse?

If a patient after being declared as cured (RFT)
comes with reappearance or increase in the
number of lesions he should be considered a
case of relapse. If skin smear examination has
been done at RFT a two log increase in
bacteriological index (e.g. 1+ at RFT and 3+ at
recurrence) at the time of reporting with
recurrence would confirm relapse. Since lepra
reaction can also occur after release from
treatment it could be distinguished from
relapse by
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CHAPTER 6

DISABILITY AND ITS MANAGEMENT

 23. What are the disabilities seen in
 leprosy patients?

Disabilities in leprosy patients can occur as a
result of nerve damage. Damage to the nerves
results in impairment of sensory, motor and
autonomic functions, leading to anaesthesia,
paralysis of muscles in eyes and extremities,
loss of sweating and fissures/cracks/ulcers
over extremities. These disabilities can worsen
because of neglect by the patient.
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Disabilities in relation to peripheral nerves that are damaged

Site Nerve Feature

Hand Ulnar nerve Clawing of 4th and 5th finger (fig.13)
Loss of sensation and sweat over the little finger an the
inner half of ring finger

Median nerve  Inability to move the thumb away (abduction) and touch
the tips of other fingers (opposition) Loss of sensation
over the thumb, index, middle and outer half of ring finger

Ulnar & median Clawing of all five fingers (Fig.14) Loss of sensation and
sweat over the whole palm Wrist drop (Fig.15), loss of
sensation and sweat

Radial nerve over the back of the hand
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Foot Lateral Popliteal Foot drop (Fig.16)

Nerve Loss of sensation over the lower leg and dorsum of
the foot

Posterior tibial nerve Claw toes (Fig.17), loss of sensation  and sweat over
the sole of the foot

Face Facial nerve Inability to close the eye (lagophthalmos) (Fig.18)

Trigeminal nerve Loss of sensation over cornea
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a) Process of deformity in the hands and feet:

 (See Fig. 11 - 17)

Crack Injury/pressure Weakness, paralysis 

Ulcer Ulcer 

Loss of sweat Loss of sensation Loss of motor function  

Nerve damage 

Contracture 
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Fig 11

Fig 12

Cracks
Plantar ulcer



Fig 13 Fig 14

Ulnar claw Clawing of all five fingers



Fig 15 Fig 16

Wrist drop Foot drop



Fig 17

Claw toes



Fig 18

Lagophthalmos



Fig 19 Fig 20

Exposure keratitis Corneal ulcer



b) Process of deformity in the eyes:

(See Fig.18 - 20)

 Lagophthalmos Corneal anaesthesia 

Exposure keratitis 
Corneal ulcer 

Exposure keratitis 
Corneal ulcer 

Blindness Blindness 
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 24.What is prevention of disability?

Disabilities due to leprosy are due to damage
to peripheral nerves. Nerve damage can occur
as part of lepra reaction with signs of acute
inflammation. It can also occur as an insidious
process during the course of the disease
without any obvious signs and symptoms of
inflammation. Early detection and treatment
of leprosy and early detection and treatment
of nerve dysfunction would prevent the
occurrence of disability.

 25.  How can we prevent the
  occurrence of disability?

Disability can be prevented by:

a. Detecting leprosy patients as early as
possible (early diagnosis of leprosy
before disabilities and deformities can set
in) and treating them with MDT.

b. Adequate counseling at the start and
during treatment covering the following
point for high risk patients in addition to
that mentioned in section 17.

c. Possible signs and symptoms of reaction,
and the need to report immediately in
case of nerve pain, loss of sensation,
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weakness, tingling/paraesthesia in the
hand, face and foot.

d. Detecting loss of nerve function early
(early diagnosis of lepra reaction).

e. Check muscle strength and sensation
(VMT and ST) among patients at high
risk regularly to detect complications
early.

f. Managing early loss of nerve function
appropriately.

If the patient has nerve function loss, he
should be given a course of steroids (refer
section 21)

 26. How do we assess nerve function?

Nerve function assessment includes testing
for power of muscles supplied by the nerve
referred to as Voluntary Muscle Test (VMT)
and also for sensory loss in the area supplied
by the nerve called as Sensory Test (ST).  Both
VMT and ST should be done for patients at
high risk.

27. What are the characteristics of
 patients at “High Risk” for reaction?

z Multiple lesions
z Lesions close to the peripheral nerve
z Lesions on the face
z Childbirth
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 28. How is Voluntary Muscle Testing
(VMT) done?

Voluntary muscle testing is done by first
checking the range of movement to see
whether movement is normal, reduced or
absent due to paralysis.  If movement is
normal, a test for resistance is then done.
Press gently in the opposite direction while
asking the patient to maintain position,
resisting pressure as strongly as possible.
Then gradually press more firmly and judge
whether resistance is normal, reduced or
absent. The grading of the result can be done
as follows:

S  (Strong) = Able to perform the
movement against full
resistance

W (Weak) = Able to perform the
movement but not against
full resistance

P (Paralysed) = Not able to perform the
movement at all.

42



28.1 VMT  for Facial Nerve (see Fig.21):

Ask the patient to close his eyes and keep
them lightly closed as if in sleep.

If there is no gap, ask him to close the eye
tightly and try to pull the lower lid down and
see whether the patient is able to keep his
eyes closed against resistance.

A gap visible between the upper and lower eyelids Grade ‘P’

Able to keep his eye closed against resistance Grade ‘S’

Not able to keep his eye closed Grade ‘W’
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28.4       VMT for Radial Nerve (See Fig.24)

Ask the patient to make a fist and then
dorsiflex the wrist. To test for weakness, press
the hand downwards as shown in the diagram
while the patient tries to hold it in the test
position. Grade the muscle power as ‘S’, ‘W’,
or ‘P’ as described above.

28.5  VMT for Lateral Popliteal Nerve
(see Fig. 25)

Lift the foot off the ground and support at
calf region. Then ask the patient to dorsiflex
his foot fully.  To test for weakness, push the
foot downwards while the patient tries to hold
it in the test position.  Grade the muscle power
as S’, ‘W’, or ‘P’ as described above.

28.2       VMT for Ulnar Nerve (See Fig.22):

Ask the patient to push his little finger out in
the same plane as palm. To test for weakness,
push the little finger towards the hand while
the patient tries to hold it in the test position.
The pressure should be applied at the base
of little finger. Grade the muscle power as ‘S’,
‘W’ or ‘P’ as described above.

28.3       VMT for Median Nerve (see Fig.23)

Ask the patient to hold his thumb at right
angle to the palm.  To test for weakness, push
the thumb towards index finger while the
patient tries to hold it in the test position.
The pressure should be applied at the base
of thumb. Grade the muscle power as ‘S’, ‘W’,
or ‘P’ as described above. 44



Fig 21 Fig 22

VMT  for Facial Nerve VMT  for Ulnar Nerve



Fig 23 Fig 24

VMT  for Median Nerve VMT  for Radial Nerve



Fig 25

VMT  for Lateral Popliteal Nerve



Fig 26(b)

Fig 26(a)

Points for ST in  palm

Points for ST in sole



 30. What is disability limitation?

Efforts are made to ensure that persons with
disability do not worsen. For example a person
with anaesthesia in the foot should not
develop ulcers. Patients should be helped to
manage their disabilities by self-care practice.

 29.How is sensory testing (ST) done?
One should test for sensation over the areas
demarcated in the diagram. Follow basic
principles of sensory testing as in text under
Question 8.3.
Given below are the suggested spots for
testing sensation over the palms and soles.
(fig.26 a & b)
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 31. What are the self care procedures to prevent worsening of disability?

 Care of hands & feet  (Fig. 27 to 31 for hand Fig.32 to 37 for feet)
Anaesthetic hand/feet Inspect the hands / feet daily for hot, tender spots

Soak the hands/feet for about half an hour in water.
Scraping hard skin (if fissures/cracks present) using any
stone without sharp edges. Apply cooking oil when
hands/feet are wet. Protect hands against heat & friction.
Walk slowly with short steps. Use footwear for
anaesthetic feet.

Blister or ulcer without All of the above & Clean with soap & water.
discharge Dress with clean cloth.
Hands/Feet with infected All of the above & Antibiotic. Refer to specialised centre
ulcer if no response to treatment.
Paralysis Oil massage and passive movements to keep the joints mobile
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Care of eyes (Fig. 38 to 43)

Lagophthalmos Check eyes daily for redness.
Wear protective spectacles.
Keep the eye(s) covered with a pad while sleeping.

Red eye, corneal ulcer Refer to specialised centre.
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 32. How should one take care of
Paralysis ?

Aim:  there are two main aims:

i. To prevent contracture from setting in/
decrease existing contracture.

ii. To strengthen weak muscles.

Method:

Both the above aims can be achieved by doing
exercises.  There are two types of exercise:

z Active - here the patient uses his weak
muscles to do the exercise.  This will
prevent contracture and strengthen the
weak muscles.

z Passive - here the patient is helped to
move the paralysed part.  This will prevent
contracture but cannot strengthen the
weak muscles.

32.1 Ulnar weakness or paralysis
(see Fig.44a,b,c,d):

Active:
z Straighten the fingers of the weak hand

repeatedly.
z Keep the wrist straight.
z Stabilize the joint between the hand and

the fingers with palm of other hand.
z Extend the fingers keeping the same

position.
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Fig 28
Fig 27

Self care - hand

Self care - hand



Fig 30Fig 29

Self care - hand Self care - hand



Fig 31

Fig 32

Self care - hand

Self care - foot



Fig 33 Fig 34

Self care - footSelf care - foot



Fig 36Fig 35

Self care - footSelf care - foot



Fig 39Fig 38

Self care of eyes Self care of eyes



Fig 41Fig 40

Self care of eyes
Self care of eyes



Fig 43Fig 42

Self care of eyes
Self care of eyes



Fig 44a Fig 44b

Active and passive exercises - Ulnar Active and passive exercises - Ulnar



Fig 44dFig 44c

Active and passive exercises - Ulnar Active and passive exercises - Ulnar



Fig 45bFig 45a

Passive exercise - Median Passive exercise - Median



Fig 46

Passive exercises - LPN



Passive:
z Straighten the clawed fingers

repeatedly using his other hand.
32.2 Median weakness or paralysis

 (see Fig.45a,b):
Active:
z Straighten the weak thumb and hold it

straight for a few seconds.
z Use the other hand to hold the weak

thumb steady.
Passive:
z Straighten the paralysed thumb using

the other hand.
z Hold the base of thumb with the other

hand and pull it away towards the palm.

32.3 Footdrop (see Fig.46)
Active:
z Practice bending the foot up and

holding it in this position for a few
seconds.

Passive:
z Sit with the leg straight.
z Pull the foot up using a towel.
z Repeat this movement several times.
32.4      When should the patient NOT do
exercise?
Exercise should be avoided during acute
neuritis.
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 33. How should the patient be
motivated to follow self care ?

So far, we have discussed what to advice
patients on self-care.  It is equally important
to  ensure that patient accepts and follows
the advice.

i. Check if the patient is aware of those
parts of his lifestyle, which predispose
him to develop ulcers.  Help him to list all
the activities (cooking, cutting grass,
etc.) which  may cause ulcers in his
hands. Discuss ways to overcome the
problem. Encourage the patient to look
critically at all objects, which can hurt
him.

ii. Motivate the patient to adopt self-care
practices by:

z Explaining why it is important to practice
self care

z Giving examples of aids that can be used
to prevent injury eg. Tongs, cloth etc.

z Using the help of other patients

iii. Show the patient how to prevent
deformities by:

z Explaining and demonstrating repeatedly
till the patient understands

z Asking the patient to demonstrate to
ensure that he has understood

z Encourage the patient through positive
feedback on his performance
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iv. Enlist the help of family members and
friends to persuade the patient. Such
persons, who influence the patient’s
decision making, can be a powerful aid
to convince him to accept self-care.

v. If, in spite of your best efforts the patient
does not follow your advice, try to find
out why she / he does not follow your
advice and help her /him solve the
problem.

 34.What are the indications
for referral?

i. Severe side effects of MDT drugs
ii. Lepra reaction not responding to

steroids even after 4 weeks
iii. Suspected relapse
iv. Eye complications
v. Severe ENL with involvement of internal

organs
vi. Infected tropic ulcers in foot.
vii. Patients with disability eligible and willing

for Reconstructive Surgery
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HANDS AND FEET

Grade 0 : No anaesthesia, no visible deformity or damage

Grade 1 : Anaesthesia present, but no visible deformity or damage

Grade 2 : Visible deformity or damage present

EYES

Grade 0 : No eye problem due to leprosy; no evidence of visual loss

Grade 1: Eye problem due to leprosy present, but vision not severly affected as a
result (vision 6/60 or better; can count fingures at 6 metres)

Grade 2: Severe visual impairment (vision worse than 6/60; inability to count fingers
at six meters), lagophthalmos, iridocylitis and corneal opacities.
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Summary:

z Leprosy can cause disabilities in
hands, feet and eyes mainly due to
involvement of nerves.

z Loss of sensation and paralysis
caused by nerve dysfunction can
lead to ulcers and contractures if
neglected.

z Patients with sensory loss and
paralysis should be advised to follow
self care. This should be monitored
regularly.

z Those who need and are willing for
reconstructive surgery should be
referred to appropriate centre
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CHAPTER 7

NATIONAL LEPROSY ERADICATION PROGRAMME

 35.What is the strategy adapted in
the National Leprosy Eradication
Programme (NLEP)?

 (For additional details, refer Programme
Implementation Plan for continuation of
NLEP from 01st April 2005 to 31st March
2007)

z NLEP as a vertical programme with MDT
as the main stay was launched in 1982-
83. Integration of leprosy into general
health care system started in Tamilnadu

in 1997 and now all most all the states are
running the programme under integrated
set up.

z The principal components of NLEP   are
case detection, treatment and prevention
of disabilities which are implemented by
the GHC system.

z Case detection is mainly through
voluntary reporting. Persons in the
community are informed about the
disease and programme through IEC
activities (mainly through the peripheral
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health workers) so that those with
suspected leprosy promptly report to
health facilities for diagnosis and
treatment. Flexibility in MDT delivery
(more than one pulse dose at a time) is
adapted to promote treatment compliance
in special situations. Administration of
monthly pulse dose should be preferably
supervised by the health worker of family
member or neighbor identified by patient
or worker.

z All the general health facilities, both in
rural and urban areas, provide diagnostic
and treatment services free of cost on all
working days, maintain a simple patient
card and register and monitor the

programme through a simple monthly
progress report (For details refer to
Simplified Information System
Guidelines). Patients with complications
are referred to specialised centres for
management.

z Detailed history should be taken from
each case presenting at health facility to
elicit information on previous treatment.
Cases which have already been
registered anywhere before should not
be registered again. If some of these
cases have not completed the treatment,
the remaining treatment could be given
without registration.

55



z Patients who have completed treatment
before and return with extension of old
lesions and/or appearance of new lesions
could be relapse. They should be referred
to district nucleus or specialized centre.

z All patients who fail to collect drugs
should be contacted immediately and
effort should be made to ensure that the
patient resumes treatment. A patient who
fails to collect drugs consecutively for
more than 12 months should be called
defaulter and be removed from the
register.

z Patients migrating to another place in the
middle of treatment could be given all the
remaining doses of MDT with proper

counseling. The patient is made RFT in
the register at the expected month of
completion of treatment.

z All the doubtful cases may be referred to
District Nucleus or referral center for
management.

z Patient card (LF 01) is filled at the health
facility and maintained at the place (PHC
or subcentre) where subsequent follow-
up treatment is given.

z Treatment register (LF 02) and drug stock
register (LF 03) are maintained at the
health facility by pharmacist or any other
identified person. The MO of the health
facility should ensure that the treatment
cards and registers are updated regularly.
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z At least 3 months drug stock should be
maintained at the district whereas at the
health facility level at least one month
buffer should be available. PHCs with no
case in the last 3 months need not keep
any stock.

z District leprosy office should estimate the
amount of drugs of all categories required
for the whole year taking into
consideration the stock in hand (with
expiry date) and number of new cases
expected.

z Adequate stock of prednisolone should
be maintained at the district level.

z Each health facility will prepare and submit
monthly progress report (LF 04) to the

block level PHC which will compile the
reports and send the consolidated report
to DLO.

z The District leprosy officer will compile
all the block reports and send a
consolidated report (LF 05) to the SLO.
The DLO will also prepare quarterly and
annual performance assessment report
(LF 06 and 07).

z All the activities in the district are carried
out under the guidance of District leprosy
society/District health society.

z The programme in the district is
supervised and monitored by District
Nucleus.
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 36. What is supervision?

Supervision is a way of ensuring support and
guidance to the staff to enable them to perform
their job effectively and efficiently. For this
the person who supervises should be
competent and should know the job
responsibilities of the staff working under
him. The supervisor should be able to identify
and rectify problems interfering in the
implementation of various activities by the
subordinate staff.  This is done by observing
the functioning of staff, through reviews
during field visits using checklists, during
monthly meeting and review of reports.

 37. How should the progress in the
programme be assessed?

The strategy of National Leprosy Eradication
Programme is early case detection, prompt
treatment with MDT and prevention of
disability among patients. Data is
continuously collected on all these activities
and consolidated into a monthly progress
report. Certain indicators are generated out
of these reports and are used in assessing
the progress.  This process helps in knowing
whether the activities being carried out by
the programme are proceeding according to
the plan (monitoring) and take immediate
corrective action in case of deficiencies /
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deviation. All cases detected are brought
under treatment.  Treatment compliance
should be at least 95%. Timely discharge of
cases should take place and records should
be properly maintained. It is also important to
review the integration status through a set of
indicators (refer to indicators in the annexure
- IV). It is essential to know the impact of the
programme (evaluation) through the use of
indicators. (For additional details refer to SIS
guidelines).

 38. What indicators are used for
assessing the progress
(Refer to annexures - IV and V)?

To put it simply, an indicator is a calculation,
which is used to measure progress in
implementation of various activities.  It can
help in assessing how well the leprosy control
programme is functioning. For example, one
can assess whether all cases are detected
without any delay; cases detected are
promptly brought under treatment and
discharged after adequate therapy.
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ANNEXURE I

JOB DESCRIPTION OF DISTRICT
NUCLEUS

COMPOSITION:
District nucleus consists of one District
Leprosy Officer DLO (part/fulltime), one
Medical Officer (full time), two Non Medical
Supervisors (NMS) or Para Medical Workers
(PMW) and one Health Educator.

ROLES & RESPONSIBILITIES:

General:
The District nuclear staff will be in place in all
the 590 districts of India. The District Nucleus
will provide support to the District Chief

Medical Officer in proper operationalisation
of NLEP through programme planning,
implementation of guidelines, record
maintenance at District level, financial
management and periodic programme review.

Specific:
The tasks of district nucleus are as follows:

1. To visit primary health centres in rural
areas, dispensaries and hospitals in
urban areas to supervise GHC staff
particularly for solving specific problems
and to provide required support.

2. To verify and validate monthly reports,
records and to confirm new patient
routinely.
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3. To plan and organize training courses.

4. To provide on job training to the GHC
staff on deficiencies observed during the
visit to Health Centres/Hospitals.

5. To manage MDT stock at District level
even though the store may be located at
the District General Medical Store of
CM&HO and to prepare District indent.

6. To supervise and provide technical
support to GHC staff in carrying out POD
activities in the district.

7. To prepare and execute IEC plan for the
district and organize sensitization
meeting at District and peripheral level.

8. To manage MCR footwear district stocks
and supply to PHC/hospitals

9. To receive monthly progress reports from
the Health Facilities, compile, send feed
back where needed for correction and
submit monthly reports to the State
Leprosy Office.

Refer SIS guidelines for following.
z Job description of Medical officer of

General health service
z Treatment card (L.F. 01)
z Treatment register (L.F. 02)
z Drug stock register (L.F. 03)
z Reporting form (L.F. 04, 05)
z Performance assessment forms

(L.F. 06, 07)
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ANNEXURE - II
SIDE EFFECTS OF ANTI-LEPROSY DRUGS:
DAPSONE
Common side effects Signs and symptoms What to do if side effects occur
Anaemia Paleness inside the lower Give anti-worm treatment and iron

eyelids,mouth and fingernails, tablets. Continue dapsone.
Tiredness, oedema of feet and
breathlessness

Severe skin complication Extensive scaling, itching, Stop dapsone. Refer to hospital
(Exfoliate dermatitis) ulcers in the mouth and eyes, immediately. Never restart.

 jaundice and reduced
urine output

Abdominal symptoms Abdominal pain, nausea, and Symptomatic treatment.
vomiting on high doses Reassure the patient
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Liver damage (Hepatitis) Jaundice (yellow Colour of Stop dapsone. Refer to hospital.
skin, eyeballs and urine) Restart after the jaundice subsides
Loss of appetite and vomiting

Kidney damage Oedema of face and feet. Stop dapsone. Refer to hospital
 (Nephritis) Reduced urine output
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RIFAMPICIN

Common side effects Signs and symptoms What to do if side effects occur

No Significance Reddish coloration of urine, Reassure the patient
saliva and sweat

Hepatitis (liver damage) Jaundice (yellow colour of Stop Rifampicin. Refer to hospital.
skin, eyeballs and urine). Restart after the jaundice
Loss of appetite and vomiting subsides.

Flu like illness Fever, malaise and body ache Symptomatic treatment

Allergy Skin rash Stop Rifampicin

64



CLOFAZIMINE
Side effects Signs and symptoms What to do if side effects occur
No Significance Brownish-red discoloration Reassure the patient that it will

of skin, urine, and disappear after completion of
body fluids treatment

Ichthyosis Dryness and scaling of the Apply oil to the skin.
skin, itching Reassure the patient.

Eye Conjunctival dryness Moistening eye drops
Abdominal symptoms Abdominal pain, nausea and Symptomatic treatment.

vomiting on high doses Reassure the patient.
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ANNEXURE. III LEPROSY PATIENT TREATMENT CARD (LF1)

NATIONAL LEPROSY ERADICATION PROGRAMME (NLEP) PATIENT CARD

Sub Centre PHC
Block/CHC District State
Registration Number : SC ST Others
Name Age : Female Male
Address
Classification PB MB NEW CASE OTHER TYPE (specify)
Visible Deformity YES NO Remarks
Date of First Dose
AFTER ENTERING ABOVE INFORMATION IN THE PHC
TREATMENT RECORD, THIS PATIENT CARD IS TO BE
TRANSFERRED TO SUB-CENTRE FOR DELIVERY
 OF SUBSEQUENT DOSES Signature of Medical Officer
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Date of subsequent doses
       2        3            4         5       6( PB Final)       7          8           9         10          11       12 (MB Final)

Date of Discharge

End Status RFT OTHER (Specify) :
THIS CARD IS TO BE MAINTAINED AT SUB-CENTRE.
AFTER EVERY DOSE, UPDATE THE PHC TREATMENT
RECORD. AFTER ACHIEVING END STATUS, THE MPW
SHOULD SIGN THIS CARD AND RETAIN AT SUB
CENTRE FOR FUTURE REFERENCE  Signature of  Subcentre MPW
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Guidelines to fill-up this card

Registration Number : Running number for the fiscal year at PHC level
Classification PB -  1 to 5 patches and/ or 1 nerve affected

MB -  6 and more patches and/or 2 or more nerve affected
New Case A leprosy patient who has not taken MDT drugs

anywhere earlier
Other Type Includes immigrant, Relapse, Referral or Restart of treatment
End Status RFT - Released From Treatment

OTHERS - DEFAULTER (Case of PB or MB consecutively
absent for a period of 12 months from the last dose)/
DIED / MIGRATED / UNKNOWN

* In Urban situation, this same card is to be used.  However, appropriate Health Unit, Area
and Region may be indicated in the place of Subcentre/PHC/Block.
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ANNEXURE - IV    INDICATORS
I II III IV V VI

Indicator Numerator Denominator Source of data Use
1 Prevalence No. of patients Corrected Treatment Assess impact of the

registered at given census register programme Assess
point of time population Census operational efficiency

2 New Case  No. of new cases Mid year Treatment Assess impact of
Detection rate registered in a year population register census the programme

3 Proportion of  No. of child cases Total No.of new Treatment Assess impact of
child cases among new cases cases registered register the programme
 among new cases  registered in a year during the year

4 Proportion of  No. of new cases Total No.of new Treatment Efficiency in case
disabled among registered during the  cases detected register detection (extent of
new cases year with grade II during the year delay)

disability.
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I II III IV  V VI

Indicator Numerator Denominator Source of data Use
5 Proportion of No. of new MB Total No. of new  Treatment register Assess impact of the

MB cases among cases registered cases detected programme
new cases  during the year during the year

6 Treatment No. of MB cases No. of MB cases  Treatment register Reflects operational
completion rate completing treat- started treatment efficiency in case
- MB ment among MB 2 years holding

cases started treat- previously
ment 2 years
previously

7 Treatment No. of PB cases No. of PB cases   Treatment register Reflects operational
completion completing treat- started treatment efficiency in case
rate - PB ment among PB 1 year holding

cases started treat- previously
  ment 1 year
previously
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I II III IV V VI

Indicator Numerator Denominator Source of data Use
8 Proportion of Number of health Total number of Screening of a Reflects competence

health facilities facilities providing health facilities sample of new in diagnosis of
providing correct correct diagnosis cases detected in leprosy
diagnosis in in 95% of cases the health facilities
95% of cases by the district

nucleus
9 Proportion of Number of health Total number of Screening of a Reflects competence

health facilities facilities doing health facilities sample of new  in classification
providing correct correct cases detected in  of leprosy
classification in classification the health facilities
95% of leprosy in 95% of cases by the district
patients. nucleus

10 Proportion of Number of health Total number of Screening of Efficiency in
health facilities  facilities mainta-  health facilities  records at health maintaining
maintaining SIS ining SIS records facility by records
records correctly. correctly district nucleus
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I II III IV V VI

Indicator Numerator Denominator Source of data Use
12 Proportion of Number of health Total number of Verification of Efficiency in

health facilities facilities having health facilities records and drug  drug stock
having 1 month 1 months stock by district management
stock of MDT stock of MDT nucleus
for each cate-
gory of patients
under treatment.

13 Proportion of Number of health Total number of Screening of Involvement of
health sub- sub-centres functional records at health PHC staff in
centres referring suspects health facility by case finding
referring in a year sub-centres district nucleus
suspects.
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I II III IV V VI

Indicator Numerator Denominator Source of data Use
14 Proportion of Number of health Total number of Screening of Involvement of

health sub- sub-centres  functional health records at health  PHC staff in
centres provi- providing sub-centres with sub-centre by patient
ding follow-up follow-up patients on  district nucleus management
treatment. treatment treatment

15 Proportion of Number of health Total number of Reports available Efficient
health facilities facilities health facilities  at district management of
preparing correct preparing information
MPR and correct MPR
sending in time.  in time
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ANNEXURE - V     INTERPRETATION OF INDICATORS
Leprosy control

New case detection Treatment completion

Low

Default, Death,
Migration, Irregular
treatment, poor
monitoring,
poor recording
deletions due to
wrong diagnosis

     High MB%            High MB %          Low MB%         Low MB%

i. Disease on
decline

ii. Backlog
cases

iii. Campaigns
iv. Target

pressure
v. Disability due

to othercauses
vi. Wrong diagnosis
vii. Registration

i. Target
pressure

ii. Under
diagnosis of
disability

iii. Wrong
diagnosis

iv. Wrong
grouping

i. Over-diagnosis
of Disability
(disability due
to other
causes)

ii. Wrong
grouping

iii. Wrong
diagnosis

i. Wrong
Diagnosis

ii. Active case
detection
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GLOSSARY
Abduction Movement away from anatomical centre line of body
Anaesthesia Loss of sensation
Cardinal sign Essential sign
Clawing Deformity of hand where there is hyperextension of joints between

fingers and palm and flexion of joints of the fingers
CMHO Chief Medical & Health Officer - Authority for all health aspects in

a district
Deformity Abnormal appearance, disfigurement
Disability A difficulty in carrying out certain activities considered normal for

a human being. A disability results from an impairment.
DLO District Leprosy Officer - programme manager for NLEP
DLS District Leprosy Society - for managing funds for NLEP
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Endemic Continuous presence of disease
ENL Erythema Nodosum Leprosum - Type 2 lepra reaction characterised

by nodules in the skin
Erythematous Red in colour
Exfoliative dermatitis Condition characterized by universal erythema and scaling. Very

often seen as drug reaction (e.g. Dapsone)
Exposure keratitis Inability to close the eye leading to exposure and inflammation

of cornea
Foot drop Inability to flex foot at ankle due to paralysis
GHC General Health Care
Haemolytic anaemia Anaemia produced by destruction of red blood cells (can be

caused by Dapsone).
Hepatitis Inflammation of liver
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Ichthyosis Condition where the skin is dry and scaly like that of a fish
Incubation Period Time interval between entry of organism and onset of symptoms
Jaundice Condition characterized by yellowness of skin, Mucous

membranes and white of eyes
Lagophthalmos Inability to close the eye due to paralysis
Lepra reaction Acute inflammatory manifestations in skin and/or nerves in leprosy
MB Multi Bacillary (more than 5 skin lesion or more than 1 nerve trunk

involvement or bacteriologically positive)
MCR Micro Cellular Rubber for making footwear
MDT Multi Drug Therapy
MPR Monthly Progress Report
NCDR New Case Detection Rate
Nephritis Inflammation of the kidney
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Neuritis Inflammation of nerve
NLEP National Leprosy Eradication Programme
Nodule Swelling in the skin
Oedema A local or generalized condition in which the body tissues contain

an excess amount of fluid
Opposition Bringing together pulp of thumb with pulp of other fingers
Palpate To ‘palpate’ is to examine by touch
PB Pauci Bacillary. Cases with less bacilli (upto 5 skin lesions or upto

1 nerve trunk involvement)
PHC Primary Health Centre
Plantar Referring to the sole of the foot
Prevalence Number of cases per 10000 population
Relapse Re-occurrence of disease after cure
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RFT Release From Treatment (the end of treatment)
Scaling Visible shedding of surface layer of skin in the form of white scales.
SLO State Leprosy Officer
ST Sensory Testing
Ulcer Discontinuity of the skin or mucous membrane
VMT Voluntary Muscle Testing
Wrist drop Inability to extend wrist due to paralysis of muscles supplied by

Radial nerve
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Notes
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