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Chhattisgarh state is still endemic for leprosy and has a large tribal population. During 2003-2009, a total of
1530 untreated leprosy cases reported to the Leprosy Mission Referral Hospital in Champa, of which 151 (9%)
were classified as belonging to the scheduled tribes. The characteristics of these new tribal patients are
described and compared with other patients and to the demographics of the tribals in the general population
of the State. While tribals were accessing the leprosy services similar to the other social groups, the delay in
reporting, high Bl and other features pose more serious problems in the transmission of leprosy and in
management of complications due to the harsh environment and occupational patterns of the tribals.
Appropriate strategies and more community based approaches will be necessary if these groups are also

targeted for eradication of leprosy.
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Introduction

The Chhattisgarh state has been carved out
of Madhya Pradesh and came into existence
since 2000 (Govt of India 2009). Several health
and development activities were initiated by the
new government taking into account the difficult
terrains and large areas of forests. The 'Mitanin'
programme (community health volunteer) is a
successful initiative made since 2001 by the
newly formed state government under integrated
health and population policy later absorbed into
NRHM (Chhatisgarh 2007). The state has India's

oldest tribal communities, the earliest living in
Bastar for over 10,000 years (Govt of India 1998,
Sharma and Tiwari 2002). Currently, the tribal
proportion in the state is significantly high with
31.8% comparing the national average of 8.2%
(Govt of India 2009).

Due to relative inaccessibility, harsh environ-
mental conditions and scarce transportation
facilities, there seems to be a large element of
underutilization of health services (Govt of
Chhatisgarh 2006a, Panda 2006). Leprosy has
been endemic and in some parts hyperendemic.
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The state with 2% of the country's population has
about 4% of new leprosy cases (Addlakha and
Seeborg 2003, Govt of Chhatisgarh 2006b).
Pandey (2008) in a study of new cases referred
from the Regional Leprosy Training & Research
Institute, Raipur during 2005-2006, mentions a
significant non/delayed registration at PHC/CHC
due to a number of reasons including health
service factors. Several studies have highlighted
the need for monitoring and strengthening
leprosy services in the post integration phase
(Gupta 2004, Joshietal 2007, WHO 2009).

Due to hyperendemicity of leprosy at the
beginning of this century, The Leprosy Mission
established first a ‘Bethesda Home for Lepers'in
1903 in Champa town of Janjgir district which
later became a hospital and at present providing
comprehensive services as a leprosy referral
centre, attracting patients from all parts of
Chhattisgarh, including the tribal belts. A
descriptive epidemiological study was carried out
on all leprosy cases reporting to TLM Hospital,
Champa during 2003 to 2009, in order to compare
the profile of new cases among the tribal
population with the rest of the Janjgir district in
terms of essential indicators such as MB %, child %
and grade 2 disability % etc. The major findings
are presented in this paper and the implications
discussed.

Materials and Methods

The Leprosy Mission Hospital at Champa, was
established earlier on as a home for dehabilitated
patients in 1902 and attracts patients from all
parts of Chhattisgarh state including the tribal
belts. At present the hospital has modern
infrastructure for diagnosis and management of
leprosy and its complications. It has a total staff
strength of 52 consisting of trained medical
officers, physiotherapists, lab-technicians and
others, a total of 273 new leprosy patients and
nearly 6000 revisits were seen in the outpatient
department (OPD) and another 400 as inpatients
per year. The suspects and new cases are
thoroughly screened for cardinal signs and

entered on individual medical records with
complete body charting, physio-sensory assess-
ment and smear examination. The cases were
confirmed by the medical officer and further
classified into MB and PB category based on the
count of skin and nerve lesions. The new cases
were referred to PHC of their respective area for
MDT after administering the first pulse of
respective MDT regimen but were given the
choice of continuing treatment at his centre. All
patients are given professional counseling and
necessary social support.

The socio-demographic details from the registra-
tion data and all other clinical and laboratory
findings in the patient file are extracted and
entered in the computer database. The data were
analysed using SPSS 11.0 software.

Results

A total of 1530 new untreated leprosy cases were
registered from the Janjgir district during 2003 to
2009. Of these 996 (65.1%) were males and 151
(9.1%) belonged to scheduled tribes. The
numbers in each year for each community are
shown in Table 1. The mean (SD) age of the newly
detected leprosy patients according to the
community and year is displayed in Table 2. There
seems to be a marginal increase in age among the
ST group, although not statistically significant.
The percentages of female patients by year and
community are given in Table 3. Although there
seems to be an increase in the proportion of
female patients among the newly detected cases
from 2003 to 2009 in ST and SC groups, the
differences do not reach statistical significance.
The percentages of leprosy by year and
community are presented in Table 4. In general,
there is a large but not statistically significant
decline in the proportion of MB cases among the
newly detected in all the communities. The
proportions of newly detected cases who
reported with grade 2 disabilities in each year and
community are shown in Table 5. There are
declines in all communities but more so in the ST
group but none of the differences are statistically
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Table 1 : Number of newly detected leprosy patients according to the year and community
Year Community Total
ST SC OBC
2003 15 57 167 239
2004 9 36 92 137
2005 12 46 116 174
2006 21 47 117 185
2007 28 84 189 301
2008 32 65 133 230
2009 32 86 146 264
Total 149 421 960 1530
Table 2 : Mean (SD) of age (years) according to year and community
Year Community
ST SC OBC
2003 31.93(17.67) 31.61(14.3) 33.28(15.1)
2004 27.55(11.86) 30.86(14.64) 30.97(15.39)
2005 24.75(14.6) 28.56(15.18) 33.83(14.58)
2006 35.47(15.45) 32.4(18.24) 30.9(14.05)
2007 37.32(15.09) 35.03(15.21) 34.39(16.32)
2008 32.72(15.5) 32.4(15.28) 33.83(16.55)
2009 39.59(14.23) 31.44(14.6) 36.07(17.37)
Table 3 : Percentage of female patients according to year and community
Community Year Total
2003 2004 2005 2006 2007 2008 2009
ST 22.8 2125.3) 43.5 40.4 41.7 29.2 37.2 35.6
SC 26.7 22.2 41.7 66.7 42.9 40.6 43.8 43.0
OBC 29.9 27.2 41.4 28.2 34.9 36.1 33.6 33.2
Table 4 : Percentage of MB patients according to year and community

Community Year

2003 2004 2005 2006 2007 2008 2009
ST 77.2 58.3 71.7 68.1 71.4 55.4 68.6
SC 86.7 55.6 50.0 81.0 64.3 46.9 78.1
OBC 83.8 63.0 70.7 66.7 68.3 60.2 71.2
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Table 5 : Number of patients in grade 2 according to year and community

Community Year

2003 2004 2005 2006 2007 2008 2009
ST 26.7 11.1 8.3 14.3 17.9 18.8 9.4
SC 19.3 5.6 17.4 21.3 25.0 12.7 12.8
OBC 15.6 7.6 11.2 16.2 18.0 11.7 11.6

Table 6 : Number of patients within the district according to year and community

Community Year

2003 2004 2005 2006 2007 2008 2009
ST 66.7 55.6 75.0 57.1 64.3 59.4 59.4
SC 73.7 91.7 91.3 78.7 79.8 80.0 81.4
OBC 79.6 85.9 75.0 82.9 78.8 76.7 74.0

Table 7 : Comparison of social groups among new cases and in the district population

Social New leprosy cases District Difference
group No % population P<
ST 151 9.1 11.6 0.001
SC 431 28.1 22.5 0.05
Others 948 62.0 65.9 Not significant
Total 1530 100.0 100.0 -
Table 8 : Sex ratios (females per 1000 males) Table 10 : Slit-skin smear status among new MIB
among the new cases compared to the cases by social group
population in various social groups ; o 5 5
Social No. Positive bacteriological
Socialgroup New cases Population group index
ST 736 1050 No. %
sC 550 1000 ST 101 50 49.5
Other 502 976 sC 293 150 51.2
Total 536 976 Other 660 341 51.7
Total 1054 541 51.3

Table 9 : Type of leprosy (MB/PB) by social group
significant. The percent of cases hailing from the

Social MB (% PB (%

: (°)° (%) o Janjgir district, in which the TLM hospital is
group No. % No. % located, are displayed in Table 6. No significant
ST 101 66.9 50 33.1 changes over the years are seen in any of the
SC 293 68.0 138 32.0 communities.

Other 660 69.6 288 30.4 The proportions of different social groups

Total 1054 68.9 476 31.1 (scheduled tribes, scheduled castes and others)
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Table 11 : WHO disability grading by social group

WHO disability grading

Social GradeO Grade 1 Grade 2 Total
group No. % No. % No. %

ST 101 66.9 25 16.6 25 16.5 151
SC 295 68.5 64 14.8 72 16.7 431
Other 641 67.6 178 18.8 129 13.6 948
Total 1037 67.8 267 17.4 226 14.8 1530

among the new cases are compared with
the district population to identify any major
deviations in the detection rates are displayed in
Table 7. Scheduled tribe patients are significantly
less as compared with the proportion in the
general population while scheduled caste
patients are significantly more. Whether thereisa
likelihood of missing 2.5% of the new cases
among the scheduled tribe or the incidence is less
needs to be further investigated. The new case
detection rates by sex in the various social groups
are given in Table 8 and compared with the sex
ratios in the general population. There is an
obvious gender imbalance is detection of new
cases among every social group and in the total
but the sex ratio among the ST population seems
to be higher. The differences in the sex ratios
between the new cases and in the population are
highly significant (P<0.01). The type of leprosy as
per WHO classification into MB and PBis shown in
Table 9. The proportion of multibacillary patients
is almost comparable and similar among the 3
social groups. Bacteriologic index (BI) as
measured by slit-skin smears by a qualified
technician is presented in Table 10. With half of
the cases showing positive BIl, there are no
significant differences in the positivity of the
bacteriological index among the various
subgroups. The levels of disability in the different
social groups are given in Table 11. In general, the
pattern seemsto be the sameinall social groups.

Discussion

The present study was undertaken to verify if
tribal populations in Chhattisgarh were in any way

disadvantaged in availing and accessing leprosy
services as compared to other subgroups in the
area, due to myriad reasons (Joshi et al 2007). The
tribal populations are also more prone to health
disorders such as anaemia (intestinal parasites),
skin diseases like scabies/leprosy, diarrhoeal
illness, respiratory infections, nutritional dis-
orders, genetic related disorders, sexually
transmitted diseases etc. (NCAER 1963). The low
literacy level prevailing among tribal group is an
impediment in achieving better health awareness
and changing their health seeking behaviour to
accept modern/scientific medicine with faith
(Patel 1974).

The findings show no variations by social group
which implies that the scheduled castes and
tribes are accessing the leprosy services in a
similar manner with the same degree of delay or
severity. The only disturbing feature is the
disparity between the proportions by social
groups among the new cases as compared to
that in the general district population. Either the
tribal populations are under-registered or the
incidence of leprosy among them is lower than in
other social groups. Reporting and registration is
socially driven, depending on their knowledge of
leprosy and its consequences, if not reporting
early. Even if they are aware, the tribal
populations might have logistical problems in
accessing the leprosy services. It is possible that
with better access, they may report earlier and
thus have a greater chance of complete cure with
no residual problems.
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India is a vast country still having many people
living in difficult-to-access areas who are
underserved and even unserved which include
a variety of tribal populations (Govt of India
2009). In collaboration with the WHO, the
Government of India has implemented many
innovative health programs of the government
such as SAPEL utilizing locally trained health
workers (community volunteers) and local chiefs
which has resulted in limited successes in leprosy
control (ICMR 2003). In the post-elimination era,
the Government of India has taken several steps
to improve the coverage and quality of services
especially in the inaccessible areas (Joshi et al
2007, WHO 2009).

In addition to geographical accessibility, cultural
inaccessibility may be more serious, as there are
no ready made solutions available, unless their
concerns are addressed indepth with a help ofan
anthropologist (Panda 2006). Although the
findings from the study reveal no major
differences between tribals and other social
groups, the statistical data may not identify the
real problems of the tribals in reporting early or
continuing treatment regularly or even reporting
complications early due to geographical and
other constraints (Govt of India 2002).

The proportions showing positive Bl (50%) and
with grade 2 deformity seem similar in all social
groups, both indicating delay in starting
treatment, the repercussions might be different
in terms of transmissibility which depends on the
environment and hence in the incidence of new
infection, new case-detections, and subsequent
treatment. Smear positive status increases risk of
lepra reactions, onset of primary deformity and
spread of infection to the society and although
the proportions are similar.

Hence, measures and newer strategies are
needed to detect these cases at the earliest
(Merlin et al 1998). IEC activities needs to be
initiated pertinent to tribal population groups
in their own tribal dialect such as folk dance,
puppet shows and magic shows. The community
participation and social action research would

certainly explore the gaps and identify a suitable
solution to bring the tribal people for early
treatment (Gupta 2004). Introducing strategies
to counter the inequitable situation of gender
imbalance within the inaccessible tribal commu-
nity by roping in the services of 'bare foot doctors'
i.e. ASHA (accredited social health activist), USHA
(urban social health activist), AWW (anganwadi
worker) and VHN (village health nurse). Initiate
conducting short orientation program for
Mitanins (ASHA) focusing on leprosy that would
certainly facilitate detection of new cases among
women (Chhatisgarh 2007). Similarly, conducting
awareness campaigns among women centered
groups such as self-help groups (SHG) and mahila
mandal on tribal concentrated villages would
certainly reach the weakest section of the
society (Govt of Chhatisgarh 2006a). IEC activities
using folk media would be a pertinent method to
penetrate the barriers.

Conclusion

Tribal populations were accessing leprosy
services at the referral hospital similar to that of
other social groups. However, the environment of
the scheduled tribes and their occupational
patterns may be different and perhaps more
harsh. Therefore, the repercussions of delayed
reporting will have more serious consequences
for transmission of infection and prevention
of irreversible disabilities. Special strategies
for case detections and newer methods of
communication using local dialects and folk-lore
would be effective in promoting the health of
tribal communities.
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