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Clinical observations in Leprosy cases treated at Diamer district

of Gilgit-Baltistan, Pakistan

Abdul Salam Ghayas,” Muhammad Saaig,2 Mahmood-ur-Rahman3

Abstract

Objective: To document clinical status and disabilities among live treated leprosy patients.

Methods: The observational, descriptive study was carried out at the Leprosy Field Clinic, Diamer, Gilgit-Baltistan,
Pakistan, over a period of six months from April 1, 2009 to September 30, 2009. All leprosy patients of either gender
and all ages presenting at the centre were included. Diagnosis was made through detailed history, physical
examination and leprosy-specific investigations including skin, nasal and ulcer smears for Bacterial Index of M.
leprae. The sociodemographic profile of the patients, type of leprosy, previous treatment received, persisting
disabilities were all recorded on a proforma. SPSS 10 was used for statistical analysis.

Results: Of the total 186 cases in the study, 141 (75.80%) were males and 45 (24.20%) were females. The age range
was 14-91 years with a mean of 53+13.20 years. Borderline Tuberculoid leprosy was the most frequently found
subtype of leprosy (n=81; 43.54%), while Midborderline leprosy was the least common variety (n=17; 9.13%). The
cases had received multi drug therapy for a least 12-18 months previously.

Conclusion: Leprosy was prevalent in the study area. A significant number of treated leprosy patients continue to

have disabling sequelae of the disease.
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Introduction

Leprosy is a chronic infectious disease that predominantly
affects the skin and peripheral nerves. The onset is slow
with the first signs appearing 2-10 years after infection.
The clinical spectrum of leprosy varies from a single skin
patch to widespread damage to nerves, bones, and the
eyes. Hence, it can lead to the development of crippling
disabilities.’5

The disability rate is variably reported by various studies
ranging from 16%-56% and is reduced with the institution
of multi drug therapy (MDT).6-8

The present study was undertaken to document the
clinical status and disabilities among live treated leprosy
patients in district Diamer of Gilgit-Baltistan, Pakistan, and
to collect evidence that could better guide management
strategies for such patients.

Patients and Methods

This observational, descriptive study was carried out at
the Leprosy Field Clinic, Diamer, Gilgit-Baltistan, over a
period of six months from April 1 to September 30, 2009.
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All leprosy patients of either gender and all ages who
were diagnosed by our study criteria were included. The
diagnosis was made by history, thorough physical
examination and leprosy-specific investigations,
including skin, nasal and ulcer smears for Bacterial Index
of M. leprae. Patients not consenting to participate in the
study were excluded.

The sociodemographic profile of the patients, type of
leprosy, previous treatment received, persisting
disabilities were all recorded on a proforma. SPSS version
10 was used for statistical analysis. Nominal variables were
reported as frequency and percentages, while numerical
data was reported as mean * standard deviation.

Results

The study comprised 186 diagnosed and treated cases of
leprosy who had received MDT treatment for at least 12-
24 months previously. There were 141 (75.80%) males and
45 (24.20%) females. The patients' age ranged from 14 to
91 years. The overall mean age was 53+13.20 years.

Borderline Tuberculoid (BT) leprosy was the most
frequently found sub-type of leprosy (n=81; 43.54%),
while Midborderline leprosy (BB) was the least common
variety (n=17; 9.13%). The highest number of cases were
from Chilas (Table-1).

Clinical features and disabilities observed among the
patients were noted separately (Table-2). There was no
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Table-1: Area-wise distribution of leprosy subtypes (n=186).
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S.No Area Subtype of Leprosy Number of Patients (Percentage) Total No.
LL 1T BL BT BB
1 Chilas 15(8.06%) 7(3.76%) 8(4.30%) 23(12.36%) 7(3.76%) 60(32.25%)
2 Darel 4(2.15%) 5(2.68%) 5(2.68%) 16(8.60%) 2(1.07%) 32(17.20%)
3 Tangir 4(2.15%) 13(6.98%) 9(4.83%) 20(10.75%) 2(1.07%) 48(25.80%)
4 Thore 6(3.22%) 5(2.68%) 7(3.76%) 22(11.82%) 6(3.22%) 46(24.73%)
29(15.59%) 30(16.12%) 29(15.59%) 81(43.54%) 17(9.13%)

LL: Lepromatous Leprosy. TT: Tuberculoid Leprosy. BL: Borderline Lepromatous Leprosy. BT: Borderline Tuberculoid Leprosy. BB: Midborderline Leprosy.

Table-2: Clinical features and disabilities.

S.No  (linical Features

Number of Patients/ Percentage

1 Loss of sensations 107(57.52%)
2 Muscle wasting/ weakness 67(36%)
3 Cutaneous Patches / Lesions / Ulcers 47(25.26%)
4 Eye involvement:
Moderate visual impairment 21(11.29%)
Severe visual impairment 13(6.9%)
5 Clawed hand 22(11.82%)
Foot drop/ Toe amputation 19(10.21%)
7 Nasal deformity 5(2.68%)

mortality during the study period.

Discussion

The study is the first reported series on leprosy from
northern Pakistan, which is among those resource-limited
developing countries that continue to have the highest
burden of the disease.?1" The World Health Organization
estimates that 685000 new cases of leprosy are diagnosed
all over the world. The WHO leprosy elimination
programme aims at bringing the prevalence to 1 per
10,000.12-14

In our study, male patients were greater in number than
the female sufferers. Our finding conforms to that of
several published studies which have reported similar
findings.’s77 More frequent involvement of the males
further amplifies the devastating socioeconomic
implications of the associated disabilities, particularly
those affecting the hands and the feet.15>17

Besides, majority of the patients were relatively young.
Though we had patients belonging to almost all age
groups, there was more frequent involvement of relatively
young adults. In fact no age is immune to leprosy, but
more frequent affliction of the young adults is reported by
other published studies as well.15-17

The overall rate of motor nerve disabilities and severe
visual impairment was 29% with a number of treated
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patients having persistent disabilities, including claw
hand, foot drop and severe visual impairment. Literature
points out that leprosy sufferers usually have considerable
disabilities before, during and after treatment.8-21 There is
considerable variation in the disability rates reported by
different studies from different parts of the world.68 A
study from Iran has reported an overall disability rate of
84.4%, while other studies have reported it to be as low as
16%.6.1819 These reported variations in disability rates may
be due to a number of reasons such as lack of a
standardised reporting scheme, lack of proper
assessment of disabilities, and issues with proper
treatment.

In our study, 18.27% patients had moderate to severe
visual impairment. Other published studies have reported
eye complications ranging from 7% to 57%.2223 In one
study, even higher frequency (73%) of ocular disturbances
have been reported.'”

In our study we found all five fundamental subtypes of
leprosy in the population. BT was the most common,
while BB was the least common.

Evidence suggests review of the local healthcare system
and possible integration of leprosy control and
rehabilitation programme. This will help to better control
the disease as well as address the resultant crippling
disabilities among the local population.

In terms of limitations, it was a clinic-based study and
did not cover most of the epidemiological aspects of
the disease. Also, we could not compare the disability
rates among treated versus untreated/partially treated
cases.

Conclusion

Leprosy was prevalent in the study area and a significant
number of treated leprosy patients continue to have
disabling sequelae of the disease.
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