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Foreword

The Ministry of Health has made tremendous progress in reducing the burden of Leprosy in Zambia.
Leprosy cases dropped from approximately 18,000 cases in 1980 to about 1000 cases in 1996. By the
year 2000, the incidence rates had fallen to 0.67/10 000 population. Despite having achieved
elimination target in the year 2000 (1 leprosy case per 10,000 population) Leprosy remains an
important public health problemin Zambia and globally.

Every year we continue to record new cases of leprosy. In some provinces and districts leprosy cases
are quite high pausing a threat of a resurgence. Particularly that over sixty percent of the leprosy cases
that we are detecting are multibacillary, a form of leprosy that is infectious and easily transmissible
fromone personto the other.

These guidelines provide a step by step guidance in the detection, management and prevention of
leprosy in our health facilities and the community. These guidelines are targeted for health facility
managers, health care workers both in public and private facilities and the community. For us to
maintain leprosy elimination levels, zero disability due to leprosy and avoid any resurgence of the
disease in our country, all health care workers, including community health workers should be re-
oriented on leprosy identification, care, treatment and prevention. Health training colleges and
medical schools should include leprosy in their curricula. Community awareness about leprosy should
beintensified so that we achieve our goal of eradicating leprosy in Zambia.

Leprosy is a notifiable disease, | therefore, urge all health care workers to ensure that leprosy cases are
notified and reported to the national level promptly.

Lastly, | welcome these guidelines, developed with the support and active involvement of all
stakeholders including civil society organizations. | urge all public and private health institutions,
cooperating and implementing partners, and civil society organizations to plan the implementation of
leprosy activities based on these guidelines.

DR KENNEDY MALAMA
PERMANENT SECRETARY-TS
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Abbreviations and Acronyms

BCG Bacillus Calmette-Guerin

BI Bacterialindex

EHF Eyes, Hands, Feet

ENL Erythema nodosum leprosum

gm gram

HIV/AIDS Human Immunodeficiency Virus / Acquired Immunodeficiency Syndrome
ILEP The International Federation of Anti-Leprosy Associations
MB multibacillary

mg milligram

MDT multidrug therapy

PB paucibacillary

PT posterior tibial nerve

SDR single-dose rifampicin

SSS Slit-skinsmear

SWP Strong, Weak, Paralyzed

TID threetimesaday

B tuberculosis

VMT Voluntary Muscle Test

WHO World Health Organization




1.0 Introduction

Leprosy is an infectious disease caused by mycobacterium leprae (M. leprae), an acid-fast, rod-
shaped bacillus. The disease mainly affects the skin, peripheral nerves, mucosa of the upper
respiratory tract and the eyes. Leprosy is also known as Hansen's Disease, named after the scientist Dr.
Gerhard Armaur Hansen from Norway, who discovered the bacillusin 1873.

In 2008 another species of mycobacterium, Mycobacterium lepromatous was discovered as a cause
of arare form of the disease known as Diffuse Lepromatous Leprosy (DLL). These guidelines, however,
only address management of leprosy caused by Mycobacteriumleprae.

Untreated Multibacillary (MB) leprosy is the main source of infection and may expel over 100,000,000
bacilli in nasal discharge daily. A susceptible host who inhales the air droplets containing theses bacilli,
may develop the disease. Leprosy is curable and treatment in the early stages can prevent disability.

Leprosy is most common in warm, wet areas in the tropics and subtropics. Leprosy is common in Asia,
Africa, Central and South America. Ninety percent (90%) of the global leprosy cases are found in
developing countries, including Zambia. The disease affects all age groups, sexes, racial groups and
social levels. The average incubation period for leprosy is three to five years but can be up to 36 years.
The reason for this lengthy incubation period is due to host immunity and slow multiplication of the
bacillus.

National level statistics indicate that Zambia has reached the leprosy elimination target according to
the World Health Organization (WHO) recommendation of less than one case per ten thousand
populationimplyingitis not a public health problem. However, there are still some areas in Zambia with
high prevalence of leprosy compounded by poor data recording and surveillance.




2.0 Definitions used in Leprosy

The incidence is the total number of new cases of leprosy that appear in a population during a given
period.

The incidence rate is the total number of new cases of leprosy that appear during a given period
per 10 000 population.

Detection is the identification, diagnosis and registration of all new cases in a population during a
given time period.

Detection rate is the identification, diagnosis and registration of all new cases in a population
during a given period per 10,000 population.

Prevalenceis the number of all active cases on treatmentin a population at a certain pointintime.

Prevalence rate is the number of all cases on treatment in a population at a certain point in time per
10 000 population.




3.0 Epidemiology

« Leprosy is most prevalent in tropical countries. Over the past 35 years, global prevalence had
increased from 8.4 cases per 10,000 in 1966 to a peak of 12 per 10,000 population in 1985. There has
been a steady decline with below 1case per 10,000in 2000.

« 107 out of 122 countries considered endemic in 1985 have reached elimination at the country level.
At the end of 2000 leprosy was a public health problem only in 15 countries. Leprosy is largely
concentrated in é countries accounting for 88% cases and these countries are India, Brazil, Nepal,
Myanmar Madagascar and Mozambique.

« There were 208,619 new leprosy cases registered globally in 2018 according to World Health
Organization official figures from 159 countries from the six WHO Regions. Based on the184,212
cases at the end of 2018, prevalence rate corresponds to approximately 0.2/10, 000.

+ In2019, Zambiaregistered a total of 208 new cases of leprosy. See table below

Table 1 : New cases of Leprosy by province in 2019

PROVINCE Quarter 1 Quarter 2 Quarter 3 Quarter 4 Annual Total Total
PB | MB | PB | MB | PB | MB | PB | MB PB MB

Western 2 10 0 25 2 7 1 8 5 50 55
Central 1 7 0 9 0 6 2 16 3 38 a1
Northern 1 4 0 8 3 4 1 10 5 26 31
Copperbelt 0 1 1 7 5 6 0 1 6 15 21
Southern 2 2 2 2 0 5 0 1 4 10 14
Luapula 0 2 0 2 0 6 0 1 0 11 11
Lusaka 0 0 0 7 0 3 0 1 0 11 11
North Western | O 2 0 3 0 4 0 3 0 12 12
Eastern 0 1 0 3 0 0 0 2 0 6 6
Muchinga 0 0 0 2 0 3 0 1 0 6 6
TOTAL [ 29 3 68 | 10 | 44 4 44 23 185 208

3.1 Characteristics of the Bacillus
‘Rod shaped, Acid fast Bacilli, (as it retains the red colour after stained with Ziehl Neelsen over a blue
background)

Figure 1: Acid fast bacilli Mycobacterium leprae

- -



« It is an intracellular organism that cannot be cultured and can only grow in the Nine- banded
Armadillo(Dasypus novemcinctus) (see Figure 2 below)

Figure 2 : Nine-banded Armadillo

» The bacillus has affinity for the peripheral nerves (Schwann cells)
» Remains suspendedintheairforalongtime
+ Canbekilled by sunlight




4.0 Transmission

4.1 Source of infection:

The infected human beingis considered the only source of infection.

Infection capacity of multibacillary leprosy is 4 -11times higher than of Paucibacillary leprosy.
On excretion from nasal secretions, M. Leprae will remain viable in air for longer periods.

This prolonged survival makes airborne transmission a reasonable possibility.

4.2 Mode of transmission:

For transmission to occur viable bacilli must leave the body of the patient and enter that of the
contact

Prolonged exposure or close contact are considered necessary for transmission to occur.

However, in susceptible individuals even short duration of contact may occasionally cause the
disease.

Therefore, itis likely that the respiratory tract and the skinare commonly the route of entry.




5.0 Diagnosis of Leprosy

The diagnosis of leprosy is based on the presence of atleast one of the three cardinal signs:

1. Definiteloss of sensationin a pale (hypo pigmented) or reddish skin patch;

2. Thickened or enlarged peripheral nerve with loss of sensation and/or weakness of the muscles
supplied by that nerve; or

3. Presence of acid-fast bacilliin aslit-skin smear. (confirmatory test)

5.1 Early symptoms of Leprosy
» Hypo pigmented skin patches

Figure 3 : Hypopigmented skin patches due to M. leprae

Figure 4 : Skin lesions on the thigh of a person with leprosy

.



» Numbnessinthe handsandfeet

- Facialpalsy

»  Weaknessinthe handsandthe feet

« Thickening of the skin especially on the face
» Nodulesandplaques

Figure 5 : Nodules and plaques due to M. leprae

Figure 6 : Sharply demarcated reddish brown plaques and nodules

Figure 7 : Nodules and thickening of facial skin due to M. leprae (01)

- -



Figure 8 : Nodules and skin thickening due to M. leprae (02)

5.2 Nerves commonly affected by Leprosy
« Supraorbital nerve - face.

« Greaterauricular - neck.

» Upperradial - lateral upperarm.

» Upperulna - near elbow medially.

» Superficialradial - near wrist.

« Lateralpopliteal - Head of fibula.

« Posterior tibia below internal malleolus.

Figure 9 : Main nerves commonly affected by M. leprae

-



Figure 10 : Hands digit erosion

Figure 11: Enlargement of nerves due to infection with M. leprae

5.3 Classification of Leprosy

The classification of leprosy patients is not due to the difference in the strains of the causative
organisms. It can be classified based on number of skin lesions or number of bacillion skin smears. The
range of clinical manifestations depends on the infected individual's immune response to leprosy
bacilli. There is only one strain of the mycobacterium leprae.

5.3.1 Importance of classification

« Todetermine the duration of treatment.

« Todetermine the prognosisin the disease course and possible complications.
« Forresearchpurposes.

5.3.2 Classification
«  WHO recommends Leprosy patients to be classified as either Multibacillary (MB) or Paucibacillary
(PB).

If there is doubt about the classification, the patient should be classified as MB and be treated
accordingly.

.



5.3.2.1 Paucibacillary (tuberculoid)

« 5lesions.

» Lesionsare asymmetrically distributed
« Definite loss of sensation on the lesions.
« OnlyONEnerve trunkis enlarged.
 Negative Slit Skin Smear (SSS).

5.3.2.2 Multibacillary(lepromatuous)

¢ Morethan5lesions.

» Lesionsare symmetrically distributed.

« Somedegree of loss of sensation on the lesions.
« Manynerve trunks are enlarged.

 Positive Slit SkinSmear.

5.4 WHO Disability Grading

5.3.3.1 Handsandfeet

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

5.3.3.2 Eyes

- Grade 0:No eye problem due toleprosy; no evidence of visual loss

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

- Grade 2:Severe visualimpairment (vision worse than 6/60; inability to count fingers at six metres)

5.5 Differential Diagnosis of Leprosy
Below isalist of differential diagnoses for Leprosy. However, the listis not exhaustive:

5.5.1 Macularlesions
e Birthmark
« Vitiligo
» Pityriasisalba
+ Pityriasisrotunda
« Tineaversicolar
+ Erythemadyschromicum(Ashy dermatosis)
+ Localisedscleroderma (Morphea)
« Lchtyosisvulgaris
+ Post-inflammatory hypopigmentation
» Tineacorporis
« Granulomamultiforme
» Psoriasis
» Lupusvulgaris
+ Discoidlupus erythematous 5.5.2 Nodular skin lesions
« Disseminated anergic cutaneous leishmaniasis
» Postkala-azar-dermalleishmaniasis
» Kaposi'ssarcoma
* Neurofibromatosis

B, © S



6.0 Treatment

6.1 Aimsoftreatment

« Tocure the patient (using multi drug therapy)

Torender patient non-infectious and thus control the spread of leprosy
To prevent the development of multi drug resistant leprosy

Drugs used in leprosy as recommended by WHO are a combination of rifampicin, clofazimine and
dapsone (MDT). The duration of treatment for PB leprosy is 6 months and 12 months for MB leprosy.

Rifampicin:

Bactericidal drug

Asingle 600-mg monthly dose is almost as effective as daily rifampicin for treatment purposes
Givenonce amonth

The slow multiplication rate of M. leprae (about once in 12 days) justifies the use of rifampicin as
monthly therapy

Inthis dosage itis almost nontoxic

Patient must be warned that it will make the urine red for few hours after itsintake

Clofazimine/Lamprene:

Bactericidal and Bacteriostatic

Thisis most active when administered daily,

Is well tolerated and virtually nontoxic in the dosage used for MDT.

The drug causes brownish-black discolouration and dryness of the skin but although this
disappears within a few months after stopping treatment and this should be explained to
patients starting the MDT regimen for MB leprosy.

Italso has anti-inflammatory activity andis used to treat type 2 Leprareaction

Dapsone:

_________________u

Bacteriostatic; thisis very safe in the dosage used in MDT, usually at a dose of 1-2 mg per kg/day
Side effects arerare but the main oneis allergic reaction, causing itchy skin rashes and exfoliative
dermatitis. Therefore, patients known to be allergic to any of the sulpha drugs should not be
givendapsone

Inafew cases, thereisafeeling of 'heat' or difficulty in sleeping

A mild haemolytic anaemiais common




6.2 Recommended Treatment Regimens

Table 2 : Recommended leprosy treatment regimens

Age group Dosage and frequency Duration
(months)
Rifampicin 600 mg once a month 12 6
Adult Clofazimine 3OQ mg once a month and 50 mg
daily
Dapsone 100 mg daily
Rifampicin 450 mg once a month 12 6
Children Clofazimine | 150 mg once a month and 50 mg
(10 14 years) daily
Dapsone 50 mg daily
Children <10 Rifompic‘in 10 mg/kg once month ‘ 12 6
Clofazimine | 100 mg once a month, 50 mg twice
years old or <40
K weekly
9 Dapsone | 2 mg/kg daily

Guidelines for the diagnosis, treatment and prevention of leprosy © World Health Organization 2018

6.3 Treatmentfor drug-resistantleprosy

The World Health Organization Guidelines Development Group recommends for leprosy patients with
rifampicin resistance to be treated using at least two of the following second-line drugs:
clarithromycin, minocycline, or a quinolone (ofloxacin, levofloxacin or moxifloxacin), plus clofazimine
daily for 6 months, followed by clofazimine plus one of the second-line drugs daily for an additional 18
months.

In case of rifampicin plus ofloxacin resistance, a quinolone should not be chosen; therefore, the
recommended regimen is clarithromycin, minocycline and clofazimine for 6 months followed by

clarithromycin or minocycline plus clofazimine for an additional 18 months. *

Table 3: Recommended Drug Resistant Leprosy regimens

ent
Next 18 months (daily)

Resistance type Treat
P First 6 months (daily)

Rifampicin resistance

Ofloxacin 400 mg* +
minocycline 100 mg +
clofazimine 50 mg

Ofloxacin 400 mg* OR
minocycline 100 mg +
clofazimine 50 mg

Ofloxacin 400 mg* +
clarithromycin 500 mg +
clofazimine 50 mg

Ofloxacin 400 mg* +
clofazimine 50 mg

Rifampicin and ofloxacin
resistance

Clarithromycin 500 mg +
minocycline 100 mg +

clofazimine 50 mg

Clarithromycin 500 mg
OR minocycline 100 mg
+ clofazimine 50 mg

*Guidelines for the diagnosis, treatment and prevention of leprosy® World Health Organization 2018

*Ofloxacin 400 mg can be replaced by levofloxacin 500 mg OR moxifloxacin 400 mg

B, - S



6.4 ReactionsinLeprosy
The termreaction is used to describe the appearance of signs and symptoms of acute inflammation in
the lesions of a patient with leprosy. It has to be pointed out that reactions is not something peculiar to
leprosy, but that itis animmunological response of the body with the following signs of inflammation;-
* Redness.
+ Raisedtemperature.
- Pain.
« Swellingandloss of function.

6.4.1 Typesof Reactions;-
There are two types of reactions:
» Reversalreaction-Type 1.
+ ErythemaNodosum Leprosum (ENL) - Type 2. ENL ismore commonin MB Leprosy

NB: It is much more urgent to recognize and treat the lepra reaction so as to prevent nerve damage
than to decide which type the reaction is; the treatment of nerve damage is much the same whichever
type of reactionis present.

6.4.2 Who cangetleprosy Reactions?
« Almost any person with leprosy is at risk of getting a reaction with only one two patches and no
nerveinvolvement.
+ 25-30%leprosy patients experience reactions or nerve damage at one time or another.

6.4.3 Precipitating factors:-
 Inter- currentinfections (viral, malaria).
« Anaemia.
« Mentaland physical stress.
e Puberty.
« Pregnancy.
« Parturition.
 Surgicalinterventions.

6.4.4 Identification of people atrisk:-
+ Patientwithin 6-8 months of starting MDT.
« Pregnantandlactatingmothers.
« Adolescents (10-25 years of age).
« Patientswith otherinfectionslike TB.
« Patientswithlesions near oraroundthe eye.

6.4.5 Whendoreactionsoccur?
« Beforetreatment.
« Atdiagnosis.
« Duringtreatment.
+ Aftertreatment hasbeen completed.

e




6.4.6 Reversal Reaction
6.4.6.1 Recognition of reversal reaction

Site Severity

Mild Severe
Skin e Swelling and redness o Swelling, redness and pain
e burning in patches in patches with fever and

generalised body malaise
and possible ulceration

Nerves e No pain, sometimes e Pain and tenderness
tingling or burning, e Loss of function.
e No loss of function. e Duration longer than 6
e Duration less than 6 weeks weeks
Skin and e Swelling in patches, e Swelling, redness, pain,
nerves e Some nerves tenderness ulceration of the patches
together e No loss of function. and/or oedema of hands
e Duration less than 6 weeks and feet

e Pain, tenderness and loss
function of the nerve trunks
e Duration more than 6 weeks

] —

14




6.4.6.2 Treatmentfor mildreactionsinthefield

Continue anti-leprosy treatment, do not lower the dosage

Give ananalgesic (Aspirin, Butazolidine etc.)

if thereis nerve tenderness, rest the affected limb (sling or splint the arm)

See the patient again after 1-2 weeks and tell him to return at once should the reaction become more
severe

N

6.4.6.3 Treatment of severe Reaction
1. Continue anti-leprosy treatment

2. Starttreatmentwith steroids(prednisolone)-no other drugs are effective
« 40mgdaily for 2weeks
« 30mgdailyfor 2weeks
« 20mgdaily for 2weeks
« 15mgdaily for 2weeks
« 10mgdailyfor 2 weeks
« 5mgdaily for 2 weeks

3. Severereactionisan emergency. The patient should be transferred to the specialised centres as soon as
possible.

4. Ifa'flare-up occursthe dosage may be raised again by one step for a further two weeks.

6.4.7 Erythemanodosumleprosum (ENL)
This reaction occurs in patients with MB Leprosy, and usually starts 6 months or more after the start of anti-
leprosy treatment. However, reactions may occur earlier after the start of Anti Leprosy treatment.

6.4.7.1 Cause of thereaction:-

The reaction is caused by an allergic response of the body to leprosy bacilli, particularly when they have been
killed and are breaking up. It is not directly due to MDT. This reaction occurs most commonly in areas of the body
where leprosy bacilli are present such as the skin, nerves, eyes, testicles and lymph nodes. It can also, however,
occur in the joints and kidneys. The signs of this reaction are local inflammation; that is pain, swelling and redness;
and general malaise and fever.

6.4.7.2 Recognition of ENL

Site Mild Severe
Skin e Few crops of red, tender e Many crops of red, tender
nodules nodules

Few nodules present at
one time

Mild fever and malaise
A few nodules may
ulcerate

Many nodules present at
one time

Severe fever and malaise
Many nodules may
ulcerate.

Patient very ill

No swelling

Nerves No pain Pain and/or tenderness
Tenderness and/or Swelling and/or loss of
swelling function
No loss of function

Eyes There are no “Mild” eyes Pain
reactions Reduction in vision

Redness around limbus

Testicles No pain, tenderness Pain, tenderness and

swelling

o



6.4.7.3 General principlesfor treatment of ENL
a) Controlacute pain
b) Halteyedamage
c) Bedrest
d) Treatment of specific symptoms appropriately

6.4.7.4 MiIldENL:-
a) Continue anti-leprosy treatment in full dose. If there is tenderness of nerves rest of the
affectedlimb.
b) Analgesia (Aspirin, Panadol) when necessary
c) Chloroquin250mgTID for 1-2 weeks
d) Stibophen

6.4.7.5Severe ENL:-
a) Continue anti-leprosy treatmentinfulldose.
b) Referthe patient to the hospitalif the reactioninvolves nerves or eyes.
c) Corticosteroidsasindicatedintype one reaction.
d) LampreneinadditiontoMDT.
e) Thalidomide: start200-400mg/day and reduce to 50- 100mg/day after one or two weeks.

6.5 Deformitiesand their Management
6.5.1 Definitions
Deformity is defined as any deviation from normal appearance of any part/s of the body. It may or
may not be accompanied by disability.

Disability means the inability of a person to do normal work.
Disability and deformity primarily result directly or indirectly from function loss of peripheral nerves
supplying eyes, hands and/or feet.

6.5.2 Factorsassociated with deformity
Type of Deformities/disabilities are commonly found in patients with MB

Disease leprosy.

Duration of The longer the disease lasts, the more prone to developing

disease deformities.

Nerve Nerve thickening has often been associated with deformities
thickening due to functional loss of the organ being supplied by that nerve.
Age Deformities due to Leprosy are more frequent in the 20 to 50-year

age-group. However, they may develop in any age-group.

Sex Deformities are less common in women than in men.

Occupation | Deformities and disabilities are more commonly found among
manual workers, since they are more frequently exposed to

injuries and infections.

_________________a



6.5.3

Prevention of Disabilities

The most effective way to prevent disabilities is to prevent primary nerve damage. Thisimplies: -

6.5.5

Early diagnosis

Early identification of reactions

Drugtreatment

Early referral of Patients with reactions to the next level for further management.

Components of minimizing disabilities

Emphasis on good communication- listening to patients, listening to colleagues and

encouragement of patients by staff and staff by their seniors.

Emphasis on patientsrole in self-help:-

= Convince the patient that careis useful

= Encourage patient to avoid skin cracks and wounds

» Help patients to understand that minimising of disabilities is totally their responsibility, but
the health worker is willing to render support

Careof Eyes

Patient should avoid eye drynesse.g.
= Checkdaily for signs of irritation.
= Washtheface

= Thinkblink

= Exercise

Prevention of disabilities is teamwork of health workers and the patients. The patient MUST be taught
to UNDERSTAND that he plays a major role in preventing disabilities by:

B, S

Thinking before doing an activity
Taking extra care of the hands and feet
Inspecting daily on hands and feet for warm spots

Soaking, oiling and exercising-Voluntary Muscle Testing and Sensory Testing.
Correctfootwear.




7.0 Recording and Reporting

Recording and Reporting is very important in the Leprosy programme for the capturing of operational Data.
Accurate Recording and Reporting is important at all health service delivery points and data captured should be
transmitted to higher level. Data captured should be used for planning purposes at all levels.

71 Whatshould the programme contain?

The purposes of aleprosy control programme are reductionin the incidence of leprosy in the programme area by:
a. Casefinding
b. Caseholding
c. Casemanagementleadingtoarrestor cure of the disease.

711 Casefinding:-
a) Number of patients on register at the beginning of the period under review according to age groups,
classification and disability proportion.
b) Number of newly registered patients: -
- Newcases
- Previously treated
- Transferredin-according to age groups, classification and disability proportion.

7.1.2 Caseholding: -
a) Patients transferred out, died and lost from control according age groups, classification and disability
proportion.
b) Attendance rate for Lepromatous and Tuberculoid cases.

7.1.3 Case management
a) Patients cured (disease arrested) and discharged.
b) Patients developing complication; reactions
c) Nonimprovement or worsening of condition (suspected drug resistance)
d) Relapses (reactivation after discharge)
e) Hospitaladmission
f) Disability prevention and acre; health Education, follow-up, exercises, shoe making programme.

Reasons for Not Attending Appointments and Actions to be Taken

Reasons for missing appointments Actions to be taken

e Patient has moved out of e Record this information in the
your areq freatment register

e Patfientis taking treatment e Record this information in the
at another health centre freatment register

e No confidence in the e Improve the quality of services to
tfreatment services regain the community and patients’

confidence.

e Patient had unpleasant side e [tisimportant to reassure the patient if
effects which is attributed it's a minor side effect and referif it's
to the treatment a maijor side effect for further

investigations and management.

e Non-availability of services e Make efforts to establish services and

inform the community.

e Patient thinks that his/her e Assess the patient and review the
condition has cleared records to confirm whether the
completely patient is cured or not.

e Assessment of the patient should be
done clinically or Slit Skin Smear
where possible.

_________________a



8.0 Myths and Misconceptions of Leprosy

« AcursefromGod.

 Patients considered tobe unclean.

 Patients believed to be practicing witchcraft.

« People believe that Leprosyisincurable.

« Peoplebelieve that Leprosy can be transmitted by handshake.
» People believe that having sex worsens the disease.

-




9.0 Prevention of Leprosy

9.1 Prophylaxis

Leprosy is associated with important clinical and social consequences. Zambia as a country has
adopted the recommendation to give prophylaxis to contacts of new leprosy patients to curb the
further spread of the disease.

The guidelines recommend the use of single-dose rifampicin (SDR) as preventive treatment for adult
and child (2 years of age and above) contacts of leprosy patients, after excluding leprosy and
tuberculosis (TB) disease and in the absence of other contraindications. Before giving prophylaxis to
the contacts, ensure that you try and get consent of the index case to disclose his/her disease to the
contacts.

Because Zambia is a high burden country for Mycobacterium Tuberculosis, caution must be exercised.
MTB disease must be ruled out before administration of SDR.

Rifampicin is the drug of choice. Recommended dosage schedules for Single Dose Rifampicin (SDR)
are giveninTable below.

Rifampicin dose for single-dose rifampicin (SDR)

Age/weight Rifampicin single dose

15 years and above 600 mg
10 - 14 years 450 mg
Children 6 — 9 years (weight 220 300 mg
kg)
Children <20 kg (=2 years) 10-15mg/kg

9.2 Vaccination
BCG at birth is effective at reducing the risk of leprosy; therefore, its use as a preventative measure
should be maintained.

B - E




10.0 Community Engagement in Leprosy

10.1 Community screening

Trained Community Health Workers (CHWSs) are able to identify presumptive leprosy cases in the
community and are very important in leprosy control. After identifying a case their next role is to refer.
At community level the CHWSs are able to detect a presumptive leprosy case when a person has one or
more of the following signs and symptoms:

« Presence of pale (lighter than normal skin) or copper coloured skin patches or red patches. These
patchesare dry, non-itchy or there may be loss of hairs

* Numbness or impairment or loss of sensation on the hands and or feet — with thickening of
peripheral nerves

+ Weakness and difficulty innormal movement of fingers/thumb/wrist/ toes/ankles or eyelids

« Painlessinjuries, blisters, burns or ulcersin hands and feet

« Deformities such as clawing of fingers/ thumb, clawing of toes, high stepping gait due to foot -drop
or inability to close eyes properly.

10.2 Role of the community in Prevention of Disabilities & Rehabilitation

There are many ways in which the complications of leprosy can be minimized by practicing good self-
care at home. People need to be informed clearly about the actions they can take at home that are
appropriate for their particular situation. The health worker may be the main source of advice, but
others may be recruited to help:

« Family members can help and encourage the person to do what is needed on aregular basis.

« Other people affected by leprosy can show how they have been able to look after themselves at
home. Self-care groups have been able to look after themselves at home. Self-care groups have
been started in some communities. A number of people with self-care needs meet together
regularly to discuss the practicalities of self-care. These groups are often surprisingly supportive
and can be very motivating for members.

10.3 Self-Care Groups (SCG)
A short description of Self-Care Groups is given here. In annex 2 a descriptionis given on principles and
advantages of a self-care group.

Definition

Aself-care groupisagroup of people affected by leprosy trying to solve their problems due to leprosy.
Objective

The general objective is to prevent or reduce disabilities in their members.

Specific objective

« Toenable members to support each other in finding solutions for their own (physical, psychological,
or economic) problems related to leprosy

« Toencourage group membersin usinglocally available materials for their treatment

« Tomonitor the participant efficiently and effectively

« Torefer promptly for special care (for instance reconstructive surgery, rehabilitation)

« Toincrease the self-esteem and self-confidence of the members in order to be able to participate
more actively insociety

- Todecrease fearforleprosy among the participants, their family and involved staff

10.4 Community Leprosy Prevention
Without identifying all infectious cases in the community Leprosy will continue to spread among the
population. The following can help to reduce the spread of leprosy:

-



« Demand creationfor community to seek early diagnosis and treatment

«  Community Health education toraise suspicion of leprosy by the community members

« Community Capacity building on basic facts about leprosy, signs and symptoms, and mode of
transmission willimprove early diagnosis and treatment.

«  Community knowledge that leprosy disease is curable will reduce stigma and discrimination

« Community sensitization on theimportance of single dose rifampicin chemoprophylaxis

-



11.0 Annexes

Annex 1: Documents Used in Leprosy Recording and Reporting.
QUARTERLY LEPROSY STATISTICAL REPORT AND DRUG ORDER FORM.

Name of Clinic: District:
District Population: Quarter/Year
Name of Reporting Officer: Designation
Date:
1. Registered by the end of the Previous Quarter. ADULT CHILDREN Total
MB PB MB PB
Total (1)
2. New Cases detected during this Quarter
ADULT CHILDREN Total
MB PB MB PB
Total (2)
New Child cases - Age breakup
MB PB Total
New cases <= 5 years of age
New cases between 6-15 years of age
New cases by gender
Male Female Total % Female
New cases with grade 2 disabilities
Adult Children Total
% of grade 2 disabilities

Foreign born cases

New foreign born cases % foreign born cases

Retreatment cases

ADULT CHILDREN
MB PB MB PB Total

Number of relapses detected
All other retreatment cases

3. Removed from Register during the Quarter of Report. DULT CHILDREN
MB PB MB PB Total

Treatment completed (Cured)
Died

Transferred out

Treatment not completed
Total (3)

4, Cases registered for treatment at the end of Quarter (including new and retreatment cases)

ADULT CHILDREN
MB PB MB PB Total
Type | and Type Il Reactions in leprosy
ADULT CHILDREN
MB PB MB PB Total
Number of patients treated for Type 1 (Reversal reaction) during the Quarter
Number of patients treated for Type 2 (ENL reaction) during the Quarter

Treatment outcome for patients
New MB cases who started treatment

Of them, how many completed treatment within 18 months ? MB treatment

Of them, how many were 'lost to follow-up' ? MB lost to follow up _
New PB cases who started treatment

Of them, how many completed treatment within 9 months ? PB treatment

Of them, how many were 'lost to follow-up' ? PB lost to follow up

ANTI-LEPROSY DRUG STOCK DURING THE PERIOD AND ORDER FOR NEXT QUARTER (In Blisters
BLISTERS In Stock | Received Issued Balance [Required
MB (adult)
PB (adult)
MB (child)
PB (child)

.
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Annex 2: Principle of Self Care Groups (SCG)

The main principle of the SCG is that members participate in all aspects of the group. They should be
encouraged to decide about organizational matters within the group or topics to be discussed. Ideally
the facilitator of the group only guides the activities during a meeting.

In a SCG, it is the members who prevent and reduce disabilities, not the facilitator. The members are
supposed to practice self-care daily at home by using local materials. They should use the group
meetings to control theirimprovements and to exchange experiences.

Advantages of Self Care Groups
Coming togetherina group to approach similar problems brings many advantages:
« The understanding of the members about self-care will increase, because special time is
reserved for explanations, discussions and practice
« Better understanding will then contribute to independent and confident management of
disabilities by each member at home
« Thepeerpressureinthe group helps them to be serious about practicing self-care athome
- Difficulties can be solved directly; problems can be discussed together, and experiences
exchanged.
« Sharing problems may lessen the burden of individual members
 In arelaxed atmosphere of the group, asking and talking will be easier than it might be during
limited consultation time with the health worker in the health center. For example, further ideas
concerning socio-economic issues can be developed
+ Helping and supporting each other gives people a good feeling about themselves and increases
self-confidence
« Theburden of wound healing is reduced in terms of work, funds and time

The functioning of Self Care Groups is described in manuals on SCG. The source chapter is “Self-Care Groups: A manual for
leprosy control programs” (47 pages, including a DVD containing a 15 minute film about SCG), produced by the Ministry of
Health Indonesia and Netherlands Leprosy Relief in 2004.

-



Annex 3: Leprosy Appointment Card

Republic of Zambia
Ministry of Health

NATIONAL TB/LEPROSY PROGRAM, ZAMBIA
LEPROSY APPOINTMENT CARD

PATIENT CARD NUMBER:

Sex: M/F Year of birth (or age):

Type of Leprosy: MB..........ccccceeeee.. PBoiiiiiii,
Date of Diagnosis: ........ouvvvveinieiiniiiiiee e
Date of Treatment Started:

Type of Patient

New Transferred in

Relapse [ Treatment resumed

o0

TREATMENT RECEIVED

Enter date below month of collection

JAN |FEB |[MAR |APR[MAY|JUN [JUL |AUG|SEP [OCT |[NOV |DEC |Total MDT

Next appointment date for drug collection

Enter date

Date of Treatment completed:

-




Annex 4: Follow-up Examinations
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Annex 5: Testing and Recording Sensation, Strength of Hands and Feet
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Annex 6: Testing and Recording of the Eyes

&







Annex 7: Self Care of Eyes with blink problems
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Annex 8: Self Care of Hands without feeling (01)
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Annex 8: Self Care of Hands without feeling (02)

.




Annex 9: Self Care of Feet Without Feeling (01)

.




Annex 9: Self Care of Feet Without Feeling (02)

.-




Annex 10: Protective Footwear
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1 Registration Data

Name and address of health facility:

Patient registration NUMDET: ... . e
Date Of registration: ... . e

2 Personal Data

Name of the patient:

Sex: Male / Female Year of birth (orage): .......cocoviviinnn. Place of birth:....................

Present address Permanent address Nationality:

L=< o gle] alo N a U] 0] o 1] oA USSR PPUR

(@ lelo] ole| 1 o] o HHNNU T OO USSP TSP PP
Marital status: Single/married/widow
Mode of detection: Contact survey/other surveys/voluntary/referred/ others (specify)

Previous treatment details (Specify drug regimen, duratfion and year of previous freatment):

Patient Status: New/relapse after PB MDT/relapse after MB MDT/transferred in/readmission after
DDS monotherapy/treatment after default

Contact History (Any known leprosy patient within the family) — Yes / No

Details of household contacts

Serial number




3 Disease Status (Initial) - Leprosy

Presenting symptoms Patch/es, visible impairment, reactions, other (specify)
Duration of presenting symptoms (in
months & years)

Numbers of skin One 2-5 >5
patches
Reactions — please encircle (Yes/ No); If yes, please encircle (Type 1/ Type 2

Nerve status Ulnar | Median | Radial | LPN PT

R |L |R L R |L |[R|JL |R |L

Thickening/
Pain/
Tenderness

WHO disability grading Eye Hand Foot
(At the time of diagnosis) Right
Left

WHO gradingfor the eyes:
Grade  Criteria
0 No severe visual impairment (can count fingers at 6 meters; visual acuity. 6:60). No visible
impairments. Normal blink reflex.
1 Loss of blink reflex and/or inability to hold the eyelids closed against moderate force to open
them. No severe visualimpairment (can count fingers at 6 meters - visual acuity. 6:60).
2 Visible impairments to the eye, severe visual impairment (cannot count fingers at 6 meters —
visual acuity, 6:60) and/or any other visible damage to the eye (regardless of cause).

WHO disability grading for the hands:
Grade Criteria

0 Touchisfelt on the palm of the hand; no muscle weakness or visible impairment.

1 At least 2 points on the hand where touch is not felt and/or muscle weakness is present on
testing, but there is no visible impairment.

2 Visible impairment of the hand if it has occurred since the onset of loss of sensation and/or

loss of muscle function due to leprosy

WHO disability grading for the feet:
Grade Criteria

0 Awareness of sensation on the soles of feet; no muscle weakness or visible impairment.

1 At least 2 points on the foot where touch is not felt and/or muscle weakness is present (on
testing) but there is no high stepping gait when the patient walks and there is no other visible
impairment.

2 Visible impairment of the foot if it has occurred since the onset of loss of sensationand / or
loss of muscle function due to leprosy. High stepping gait when the patient walks (obvious
footdrop).

EHF Score (At the time of
diagnosis)

EHF Score is the sum of all the individual disability grades for the two eyes, two hands and two feet.
Since the disability grade can be scored as either O, 10r 2, it follows that the EHF score ranges from O to
12. A score of 12 would indicate grade-2 disability of both eyes, both hands and both feet.

o



Body charting at start of treatment Body charting at completion of treatment

Date of charting: ......cccceeeeevcevininivccnnne. Date of charting: .......cccceeceeeceevevinivcnccininincnccnne

4 Details of Other Conditions:
Medical History: (Mention Yes / No)

Diabetes Tuberculosis | HIV/AIDS | Any other disease:

Hepatitis | |
Other conditions:
Pregnant Drug allergy

General Physical Examination:

Body weight: ......coeevrrricceenene

5 Treatment Details

Drug regimen PB MB Any other regimen
prescribed MDT | MDT | (specify)

(tick the appropriate

column)

.-



Treatment Monthly Attendance (Schedule of Monthly Supervised Doses)

Dose 1 2 3 4 5 6
Date
Dose / 8 9 10 11 12
Date

Date of freatment
completion

Outcome of (default, died, tfransferred out, change of classification)
freatment

6 Bacteriological Examination (Slit skin smear)

Date

Number of sites taken
Highest Bl at any one
site

Average Bl

7 Assessmentof Disability & Nerve Function
Voluntary Muscle Test

RIGHT LEFT
<—— Date
Vision (0,1,2)
Light closure lid gap in mm. Blink present /
absent

Little finger out

Thumb up Wrist extension Foot up

Disability grade hands

Disability grade feet

Disability grade eyes

On date
Max. (WHQO) Disability
Grade
EHF score
Muscle power: Score of vision: counting fingers at 6
meters
S = Strong
W = Weak 0 = Normal
P = Paralysis 1 = Blurring vision
W = Weak 2 = Unable to count fingers

- -




Sensory Testing

Date PALM SOLE COMMENTS
Assessor

RIGHT LEFT RIGHT LEFT

RIGHT LEFT RIGHT LEFT

RIGHT LEFT RIGHT LEFT

Key: (Put these marks/icons on the site where lesion is seen)
U Sensation Present within 3cm S Contracture O Scar/Callus @ Wound # Shortening Level
£ Anaesthesia \ Crack

8 Notes
Record reactions (indicate Type 1 or Type 2); complications; relapse, etc

Date Notes (signs & symptoms; diagnosis;
treatment details)

o
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