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Abstract: Residents of all 60 villages, who gave informed verbal consent to participate in this study were included in the sample and were
investigated for presence of Hansen's Disease. Sudy population of 88973 individuals of all age groups. The collected data were tabulated and
analyzed by using the satistical package PSS (Satistical Package for Social Sciences) verson 10.0 for windows. Prevalence rate of Hansen's
disease was described in terms of proportion and its 95% confidence Interval. Prevalence of Hansen's disease was estimated to be 25.1 per
10,000 population (95% Cl = 22-28/10,000 population). Multi-bacillary cases were 66.82% (95% Cl=61%-73%) and childhood (<18 years)
Hansen's disease cases comprised of 14.35% (95% Cl=10%-19%) among them

INTRODUCTION

Sinceindependence, Indiais striving for Hansen's disease control. India
aone represents 64 per cent of the prevaence and 78 per cent of new
cae detectionworld wide™. Thediminationleve i.e. prevaencerateless
than 1 case for 10,000 populations has been achieved in 16 dtates of
Indig2. The WHO regime which isin vogue now has not gone through
any field trid before its recommendation to use as back-bone in control
aswell as eradication programmes round the worl i,

MATERIALS AND METHODS

From January to June 2005, astudy was conducted on 88973 population
of the didrict of Kishanganj, Bihar by a multisage random sampling.
Ten blocks of the district were sdected by random sampling method.
Then from each block, six villages (totd 60) were sdlected by random
sampling method. All households in 60 villages were screened. Every
participant was interviewed and clinicdly examined and investigated
after informed verba consent was obtained and photographs of willing
patients suffering from Hansen’s disease were taken as part of
documentation. TheWHO criteriaweregpplied for diagnossof Hansen's
disease. Approaches based on dlinica classification were gpplied where
reiablefacilitiesfor bacteriologica examination of skin smearswerenot
available and when classification was in doulbt, patients were trested as
multi-becillary leprosy®. Data were tabulated and analyzed using the
datiticd softwarepackageof SPSSverson 10.0. Resultswerecd culated
in the terms of proportions and their 95% confidence level (CL).

RESULTS AND DISCUSSION

In this cross sectiond sudy, atotd of 223 patients were diagnosed as
suffering from Hansen's disease. The prevaence rate was determined to
be of 25.1 per 10,000 population (95% Cl = 22-28 1 10,000 popultion).
Multibecillary (MB) cases comprised of 149 (66.82%, 95% Cl 61%-
73%). The proportion of maes and femades among MB caseswere 104
(69.8%0) and 45 (30.2%0) respectively. Highest proportion of Hansen's
cases (36.32%) were found in late adolescents and early adulthood, i.e,
in the age group of (18-24) years. The median age of these patients was
23.8 years (Interquartile range = 19.3years - 35.2 years). The mgority
(74.9 %) of cases were below 35 years of age. These findings were
corroborated in textud facts.

It was dso reported by other researchersthat despite apparently curative
antibecterid therapy, onequarter toonethird of dl patientsoften devel oped
dehilitating and permanent neurologica deficits®. In this study, a high
proportion 198(88.8%) of untrested fresh Hansen's cases with visble
deformities of grade Il and above (Table) was detected, where trophic

ulcers were most common (28.8%); dosdly followed by ulnar dlawing
(21.7%). Inthisstudy, type | Leprareaction was present among 9 (4%) of
the patients while 5(2%) of them had Erythema Nodosum leprosum.
Table: Visble Deformities(Grade-11) in patients suffering from Hansen's Disease
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CONCLUSION

There could be shortcomings on the part of locd medical practitionersto
misdiagnose some MB cases and treat them as PB cases. These
inadequately trested MB cases must have remained infectious to the
community for along period of time. Another reason could berelated to
the potency of MDT which was introduced in 1983 as a quick-fix like
solution for controlling the grave situation of Hansen's epidemic in
developing countries without going through any extensive field or
community trids®. Though Hansen's disease is diminated in many parts
of the globe and has recently lost our attention due to improvement in
socio-economic conditions and extensve MDT management, this study
servesasan eye opener to confirm that Hansen's disease il manifestsas
adisease of poor and rura people in developing countries like India
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