Farm : Growing in plenty in erder to live happily.

Hospital Kitehen : Food for one
and afl.

Animal Husbandry : Animals are
Sfriends in need,

= Forestry : A Green World
m of Hope




LEPROSY HOMES

Cured Leprosy Patients, destitute and aged,
are the VIPs ar Nirmala, cared for in 4 Homes.

"Your visit gives us joy," Vinod
and Madhusudan leaping for joy.
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Shri O, P. Lala iz the Clief Guest at the Nirmala
Girls Hostel Sports Meet - 1986. He visits the
Hospital and the Irprosy Home in 1993, along
with Shri Vyasfi, D.C. and Shri M. P. Das, SDO,

Db bad

Shri faganath Pahadia, Governor of Bilar, inqugurate
the Silver Jubiler of DSWC; Mr Poesmann, Trens-
urer, GLRA, is the Chief Guest, Shri P. R. Sinha,
CMD. BCCL is the Guest of Honour - 1959

MEMORABLE EVENTS

A State Conference of Voluntary Organisations
in Leprosy. Shri Mahavir Das, Director in Chicf,
Health Services, Bihar speaks. Bliram Dev Singh
Sharma, Editor Awaz, is the Chief Guest - 1986

An QPD Block is inaugurated - 1990. Shri
I. B. Pandey. Director { Personnel ) is the
Chief Groest.




NIRMALA GIRLS' HOSTEL

o | Assembly : We remember you,
® O Lord and all our benefactors at daybreak

Knowledge is Power
Classroom
Vocational Training :

n) Tatloring

Tratning in the skills for life. B} Batik

Supple Fingers af work




The Rt. Rev. Dr. J. R. Rodericks 8. J., Bishop of

Jamshedpur, Patron DSWC, blesses the 2
additional Leprosy Homes — 991,

Training af Opinion —Moulders in
Sociery, in order o change Leprasy
work inte General Health Work, A govt,
nirse — Trainee réceives the Certificare
of merit from Shri R. K. Paul AGM
{Mgt. Div.), Kalyan Bhavan, BCCL,

Dhanbad - 1989

Nirmala Girls bag the Rolling Shield in
a Tableau Competition on Communal
Harmony, held on Republic Day — 1993,

Inauguration and Blessing af the 3 Jubilee
Memorials — 1993, Shri Vyasji, DC,
Dhanbad, inaugurates, Shri P A. Sangma,
Hon'ble Minister of State for Labour is the
Chief Guest, and Ri. Rev. Dr. J. K.
Rodericks 5. J. Bishop of Jamshedpur
blesses them.




Bernd Franke §. J., Jesult Provincial , Munchen,
Germany, awards the certificate of merit to the
PMWs. Fr. foe Ubelmesser 8. 1. is the Guest of
Honour— 1993,

Shri M. C. Srivastava, DRM: Shri 8. 8§ Khurana,
ADRM, Shri Ajay Singh, Senior D.5.C., Shri
Saxena, Principal, RPF Training School, visir
Nirmala - Republic Day, 1994,

Mother — and — Child Health —Care of the
villages surrounding the Hospital.

6 Cycle = rickshaws for self=help,
distributed by Shri B A, Sangma, Hon'ble
Minister for Labour, Govt. of India — 1993,




Mrs. Pandey, Secretary, E.Rly, Women's Organisetion Smit, Pranrila Seth, President, ERWO is the Chief

distributes the Cycle-rickshaws - 1731, Guest, Fr. Gunther Kerkmunn, Rector, Staff amd
students, Rokko High School, Kobe, Japar, were the
quests of omonr ot Nirmale Girls Sporls - 1933,

Shri Aril Sharma, Commandant, RPF, is the Chief The Silver Jubilee Celebrations of Sr. Celeme 5 5,
Guest om Republic Day - 1993, held on Dec. 8, Nirmale Dy, The main celelrant s
Bishop Stephen Tiru of Dumka,
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Visitors to Nirmala - Shri B. N, Bhaget, Dist. Coordinntor LICO Bank, Dhanbad, Shri Bralandes Singl,
Editer, Awaz, Shri U. D. Rowal, Editor, farmat, Shri Satish Chandra, Senior Journalist and Socialist. Shri
R. P. Verma, Prof. R.S. College, Govindpur, Shri Chandrakant Virji Sanglr, Promtinett Banker, Dianbad,
Shri Kamal Nayan Dudhani, Industrialist and Social Werker, Shri Ram Kumar Bhagat, Sieri Bhuedes, Dr. 5,
N. Choudhury, Prof. Manilal Gupts, and others ort the occasion of the First Death Anniversary of L1,
Shantilata Bhagat, W/o Shri D. N. Bhagat. The inpatienis and the VIPs were served a meal.




Shri Ravindranath, ADRM, mwarding prizes af
nthe Nirmtala Girls® Sports - 1381.

Mrs Rajlala Verma, IAS, ADM, Dhanbad, is the
Chief Guest at the Nirmals Girls’ Sporis - 1988.

Shri Ashok Bhatnagar, DRM, E.Rly., Dhanbad,
Chief Guest at Nirmala Girls® Sports - 1987.

Shri Iranews, Commandant, Biar Military
Police, at the Nirmala Girls” Sporfs - 1985,
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HIGH-LIGHTING LIFE AT NIRMALA

“We are healed: our children are
healthv” A cured, patient is mow
on the Sraff.
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"Cood, hot food for us! We have a long way 1o go!
“The healthy daughters of patients are all set to enfoy
a meal,

-

R TR
"Life is enfovable for you and for me!" Healthy
children of rehabilitated parents,




“f herve been loved: and now I care for you," A senior
Nirmala girl helps the lirtle ones with their bath.

“Broken, but healed, I ever sing
far joy. This is Madhee, one of
our many VIPs

. % I"i -"':EH"' il
“We have overcome TODAY. ™ Lively youngsrers
with Sr. Cecily, the Hostel Warden.

*You have rouched me; [ can
continue to live." Rajani, a VIF
for more than 5 years.




“I have a dream, a song to sing. " Savitri Bawri, a promising

daughter aof a patient, having completed her plus Twe, is now
helping our ar the girls” Hostel, Gomoh, Nirmalo Mondal, alse a

agugliter r}j'n patient, ix now fn Class VIL

“We step forward to receive the Lord ™ First Holy
Communion of Catholic Hostel Girls.

" Health is my birth-right",
Creneral Health Check-up of toddlers before the admission into the Hostels - Jamuary 7, 1994,




Warer is life = Preserve it!

Balance and Poise through sports.

Graceful movements = we foo can sing
arnd dance!

We grow in confidence.

* Friday Shramdan® af Nirmala = all hands at work.




MIMALA YAYY TFANCYOU
G. L. R. A.

MR HERMANN KOBER MR O. POESCHMANN Treasurer, GLRA with their
Executive Director, GLRA Indian Officials T. Jayaraj Devadas and Mr 5 Panja

FRIENDS OF LEPROSY VICTIMS - BALTIMORE

MR BILL O'HAERA, MR TIM BRENNAN FR. JOE UBELMESSER &
WITH FR. JOHN GUIDEA, 5.J. FR. FRANKIE, GERMANY



SOS / PG, BELGIUM C.A.L.L.,, FRANCE

MRS MARIA THYS FR. JOEL MASSIP
with the Director Visits a ward with Stella & Veronica ( Fr.
Bhat's Sisters)
ASSOCIATION FRANCAISE ROKO HIGH SCHOOL,
NIRMALA JAPAN
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THE RECTOR, STAFF AND STUDE
MR PASCAL KERCKHOBE VISIT NIRMALA IN MARCH 1993

DSWCIS INTENSELY GRATEFUL FOR THE CONTINUED HELP AND SUWPORT,
BOTH IN KIND AND CASH, PROVIDED BY THE BENEFACTORS MENEIONED
ABOVE. ALSO INDIVIDUALS, SMALL FUNDING AGENCIES, SUCH AS THE HOLY
CHILDHOOD ASSOCIATION OF GERMANY; AND TODAY, MANY OTHERS SUCH
AS MRS. GERDA GEENS, BELGIUM; LEILA JANBEN, GERMANY |

/



ADMINISTRATORS OF NIRMALA
LEPROSY HOSPITAL

1 Sr. Magdalene, 55
July "67 to July 70

2. 5r. Josephine, S5
July 70 to July ‘71

3. Sr. Susan, 5§
July 71 to Jan. 74

4.5r, Aloysia, 55
Feb 74 to July 75
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5. Sr. Salome, 55
Aug.75 to July 81

7. Sr. Thomasia, 55
July ‘82 to March "85

&. Sr. Dorothy, 35
Aug.'81 to June ‘89

ar-

8. Sr. Jenny, 55
April ‘85 to Feb. "9
# Ny

9. Sr. Elsy, S5

Mar. ‘91 to Mar. '93

10. Sr. Celine, 55
May ‘92 to Apr. ‘94
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PRESIDENTS : DSWC
e e e e e e e e

1. Mr, A. P. Connolly Nov. 1968-April 1970

2. Mr, T. Chittamber Sept. 1970-Aug. 1971

3. Mr. B. M. Davar MNov. 1971-Mar. 1973

4. Mr. K. P. Rathore Mar. 1973-Dec. 1975

5. Mr. P. L. Robinson Jan. 1976-April 1978

6. Dr. Asit. K. Chatterjee May 1978-April 1981

7. Dr. P. K. Dutta May 1981
¥
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DIRECTORS - DSWC
E e e e e e e e e e

1. Fr. Michael Kavanagh, S. J. 1964 - 1970

2. Fr. L. J. Hunt, S. J. 1970 - 1983

3. Fr. Walter Kongari, S. J. (Acting) 1983 - 1984

4. Fr. J.C. Prabhu, S. J. 1984 - 1986

5. Fr. Vijay A. Bhat 1986
wy




MNAME OFFICE OCCUPATION ADDRESS
Rt. Rev. JR. Rodericks, S. J. Patron Bishop Bishop of Jamshedpur
P. 0. Golumuri
Jamshedpur-831 003
Dr. P.K. Dutta President Doctor Gandhi Road
Dhanbad
Mr, | D. Trivedi Vice-President  Manager KF Flats, No. 62
(Personnel) BH Area, Kadma
TISCO Jamshedpur
Fr. Vijay A. Bhat Sacretary Director DSWC, P. B. No. 47
Dhanbad - 826001
Sr. Maris Stella, A.C. Treasurer Principal Carmel School
Dhanbad
Sr. Celine, 35 Member Administrator  Mirmala Leprosy
Hospital, G.T. Rd.
Govindpur, Dhanbad.
Dr. P. N. Guigutia Member Surgeon Patliputra Nursing Horne,
Joraphatak, Dhanbad
Mr. Akala Balaswamy Member Chief C.CW.0,, BCCL
General Dhanbad
Manager
Mr. S. Bage Member Ex-Addl. Dhanbad

Collector



DSWC appreciates and gratefully acknowledges the devoled
services of the Samaritan Sisters in Nirmala Leprosy Hospital,
Hostel and Homes over the last 25 years and today.

1, Sr. Ann Magdaline 26. Sr. Apolonia
2. Sr. Josephine 27. Sr, Ancy

3. Sr. Amal Jose 28. ar. Joan

4, Sr. Salome 29. Sr. Rose

5. Sr. Dorothy 30. Sr. Leena

6. Sr. Justina 3. Sr. Susan

7. Sr. Baptista 32. Sr. Leoni

8. Sr. Lucy 33. Sr. Clementia
9, Sr. Patricia 34, Sr. Divya

10. Sr. Jenny 35. Sr. Barbara
11. Sr. Claudia 38. Sr. Elsy

12. Sr. Helen a7. Sr.Assumpta
13 Sr. Mary Jacob 38. Sr. Aloysia
14, Sr. Nirmala 3g. Sr. Jessy Thomas
15. Sr. Thomasia 40, Sr. Marcella
18. Sr. Mary Jose 41, Sr. Litty John
17. Sr. Martina 42, Sr. Celine

18. Sr. Latha Thomas 43, Sr. Anita

19, Sr. Agapita 44, Sr. Andrea
20. Sr. Lincy 45, Sr. Agnes
21, Sr. Doneta 46, Sr, Cicily

22, Sr. Merlin 47, Sr. Jovita

23, Sr. Pushpam 48. Sr. Grace Mary
24, Sr. Rani Thomas 49, Sr. Ranita
25. Sr. Liza




1 Fr. Vijay A. Bhat Director

2 Fr. Gyanprakash Topno Daputy Director

3 Mr. Albinus Lakra Director of Rehabilitaion
4  Mr. Asim Chatterjes Purchase & Maintenance Officer
5 Mr. David J. Brett Asstt. to the Director ()
6 Mrs. Angela Singh Secretary

7 Mr. Sushanto Kr. Saha Accountant cum Cashier
B Mr. Mathias Kujur Assit, to Statistics

9  Mr. Baleshwar Prasad Office Assistant

10 Mr. Koka Majhi Purchase Assistant

1 Fr. Vijay A. Bhat Director

2 ' Fr. Gyanprakash Topno Deputy Director

3  5r. Celine, S5 Administrator

4  5r. Andrea, 55 Incharge, Pharmacy

5 Sr. Grace Mary, S5 Incharge, Wards

6 Sr. Agnes, S5 Incharge, Laboratory

7 Sr. Ranita, S5 Incharge, Physiotharapy
B  Sr. Jovita, 55 Incharge, Operations

9  Mrs. Kanika Sircar Para-Medical Worker/Social Worker
10 Mr. Faruzuddin Ansari Junior Lab. Technician
11 Miss Kalyani Raj Pharmacy Assistant

12. Mr. Sanathan Gope Smear Technician

13 Mr. Jagdish Sircar Asstt. to Administrator




L e i ]
Tl R - T

BL2BE8886R0R020888Y80E8REEBENIRREBRERSR

Mr. Ramnath Mendal
Mr. Ashutosh Dey
Mr. Sirajuddin Ansari
Mr. Jalil Ansari

Mr. Suchand Mahato
Mr. Baneswar Mahato
Mr. Purno Rajak

Mr. Ramesh Singh
Mr. John Rozario

Mr. Srinath Mahato
Mr. Deonis Murmu
Mr. Biswanath Mahalo

Mr. Haradhan Francis Pandey

Mr. Rampodo Baidyakar
Mr. Manbhula Bauri
Mr. Lodhai Majhi

Mr. Joginder Yadav
Mr. Madan Mahato
Mr. Subodh Das

Mr. Dinu Mahato

Mr. Srishtidhar Mahato
Mr. Sanathan Murmu
Mrs. Rekha Singh
Mrs. Sonamani Das
Mrs. Lakhi Murmu
Mrs. Purnima Mahato
Miss Sandya Gope
Mrs. Alpi Roy

Mr. Poltu Mahato

Mr. Michael Das

Mr. Jurno Mahato

Mr. Shyamlal Murmu
Mr. Lodhai Murmu

Mr. Kasinath Murmu
Mrs. Lonia Bage

Miss Rufina Dang

Mr. Ram Bahadur Thapa
Mr. Bijoy Chakraborty
Mr. Bol Bahadur

Accountant
Cashiar
Drriver
Drrver
Driver
Driver
Driver

Multi-Purpose Worker

Dresser
Dresser
Dresser
Dresser

Jr. Records Clerk

Ward Asstt.
Ward Asstt.
Ward Asstt.
Ward Asstt.
Ward Asstt.
Ward Asstt.
Ward Asstt.
Ward Asst.
Ward Asslt.
Ward Asstt.
Ward Assit.
Ward Asslt.
Ward Assll.
Ward Asstt,
Ward Assit.
Shoe maker
Shoe maker
Shoe maker
Carpenter

Carpenter

Multi-Purpose Warker

Cook
Cook
Might Guard

Multi-purpose Worker

Watchman
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Mr. Dil Md. Ansari Elactrician

Mr, Binod Baski H. E. Assistant & Electrican
Mr. Hussain Ansari Generator Asstt,

Mr. Raju Singh Maintenance Assit.

Mr. Stanislaus Tirkey Farm Incharge
Mr. Badal Bhui Gardener

YOLUNTEERS
Mr. John F. Shaw For Secretarial Assistance
Mr, Oscar Aaron Assistant to the Director(l)
Mr. K. C. Indwar Health Education Officer &
Statistics - Incharge
VOLUNTEERS (WELFARE)

Mr. Joydeb Goswami a8 Mr. Birender Prasad
Mr. Bhibhuti Mahato g Mr. Amulya Mahato
Mr. Budheswar Panna 10 Miss Deepti Lawrenga
Miss Sheila Ketiar 1 Mrs. Bimala Ghosh
Mrs. Usha Singh 12 Miss Anna Marandi
Miss Anumpama 13 Mr. Shrawan Tirkey
Mr. Bhola Bauri 14 Miss Champa

A RESIDENTIAL

1.  Dr. Himadri Shakher Nandy

2.  Dr. Anuranjan Xess

B. VISITING

1 Dr. 5. Mukherjee, Ophthalmologist

2 Dr. A. K. Mukherjee, General Physician & Leprosy

3 Dr. P. N. Gutgutia, Reconstructive Surgeon

4 Dr. 5. K. Karan, General Surgeon

5 Dr. (Mrs.) Padmanabhan, General Physician

& Dr. 5. N. Jha, Child Specialist

7 Dr. R. 5. Sinha, General Physician & Lecturer, PMW Training Centre

8 Mr. D. 5. Ghatak, Asstt. to the Ophthalmologist

C SPECIAL CONSULTANTS

1 Dr. J. P. Mukherjee, ENT Specialist

2 Dr. (Mrs.) Asha Rai, Gynaecologist



DROPS ! RAIN DROPS! DEW DROPS | TEAR DROPS !
DROPS OF BLOOD |

| believe for every drop of rain that falls
A flower grows.......

The Lord says, “| send my dew over the earth so wide.
It returns not to me, null, void, sterile.

Tear-stained faces, victims of Hansen's disease,
Blood-stained rags bind ulcerated hands and knees.

Drops of blood staining the rigid, hard wood
On Calvary's top, on that Friday called Good.

Son of the Father ! Lamb for sinners slain,
Your Precious Blood ! Our ransom and our gain.

Martyr's blood is the seed of faith, they say,
Damien shed his at Molokai far away.

Administration, Surgery, Medication, Dressing,
Therapeutic training, skills for independent living.

Young and old come hither, moist - eyed and sore,
They are welcomed, healed and strengthened to the core.

Little drops of water, little acts showing care
Make bitter lives of suffering, possible to bear.

Kavanagh, Hunt, Kongari, Prabhu, Bhat, Sisters all
| a humble helper; to you, Lord, | call.

One drop of your Precious Blood, on me would fall
Transform my work, my fatigue, my sweat, my All !

OSCAR AARON
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——emmeme==THEY SAY-=--------

| visited the place this morning. | am very much impressed to see the dedicated work
by the executive, staff and others. | confess that | have seen the other side of society
and life. | did see joy and happiness on the faces of elderly people, both male and
femnale. | fail to understand as to where they would have gone, if this place had not
been available. As such, it remains the duty of every able-bodied person to do
something for this place. | also gave some suagestions for improving the financial
condition of the institution, and | am requesting all, specially persons from CIL/BCCL

to do something very specific for this place whenever they come. | pray that G::f:l
bestows more happiness in this place as the need is here. | wish them all success in

the future.
31090 . Paras Nath Rai,

Ex.D (T), BCCL.
H =N
I visited the hospital today and found everything in order; and this

has impressed me very much. May GOD bless the patients and the
care-lakers.

17/1/93 A.C. Mendiratta,
CCWO Colony,
Saraidhella.

| vigitad the hospital. Actually it was not known 1o us that there was such a nice hospilal
to look after leprosy patients. We will distr ibute fruits 1o the patienis on 24.1.93 at 9.30
a.m. on the occasion of 105th Birth Anniversary Calebrations of Dhibar.
17/1/93. M. M. Konar,

Research Officer, ISM,

Dhanbad.
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In my opinton, this is a philanthropic institution. Those who are serving bere

are actually serving God.
28/5/93 _ R.K. Bhagat,
Ex.Chief Wellare Inspector,
- Incharge, Railways.
bl LR K N

I had a desfr'é to meet Rev. Fr. Vijay Bhat. Sorry to miss him today. It was
pleasure to go round a very clean, green, calm and peaceful institution.
The institution with its own farms,cattle, pumping station for water etc. is a
self-sufficient institution. The wards are also neat and clean. 1 would like to
take an opportunity to come to the institution. 1 shall like to have a garden l

like this in all my hospitals.

17th Jan,1994. = ' Dr. D. N. Upasani,
Chief Medical Officer, ' South Eastern Rly., Calcutta
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| am not only very pleased to have seen the services to mankind being done here i

but feel very grateful to the hospital management for the very precious services being
rendered. | wish them as also the patients, a nice time and a healthy life. |
L

May God help all here.

e D. N. Agarwal
Ex.Chief General Manager (Fin)
Eastern Coalfields, Shantidhan, New Coiony,
Jagjiwannagar, Dhanbad




NOT BY CHEMOTHERAPY ALONE
H. SRINIVASAN

The problem of leprosy is not new. A Tamil poet of the classical Sangam age who lived
in South India about eighteen hundred years ago describes a scene in which a young
woman complains to her girl friend thus,”As you had suggested | went last night to the
mango grove outside our village to meet my beloved. And what a trouble | had there!
| had to leave the place in a hurry without meeting him. You know why ? | could not stand
the impertinent advances of that wretched Brahmin, with limbs mutilated by leprosy, who
was thrown out of the village. | had to flee from him". This deformity and ostracism has
been the problem of leprosy over the centuries, and it remains so even today.

THREE - TIER MODEL

The consequence and repercussions of leprosy are better appreciated if we apply the
three-tier model “Impairment - Disability - Handicap” developed by rehabilitation scien-
tists. Here, "Impairment” refers to the loss or abnormalities of the body parts or functions
whereas "Disability” refers to the difficulty or inability to carry out certain acts, because
of visible consequence of hidden impairments. *Handicap™ refers to the disadvantages
experienced by the affected persons in living in society because of which they are unable
to play their roles and meet their normal social obligations.

Leprosy gives rise to many kinds of impairments, both primary impairments resuiting from
the disease, as well as secondary impairments which are the consequence of the primary
impairments and not of the disease as such. The primary impairments of leprosy include
involvement and damage to facial structures, involvement and damage to peripheral
nerves, involvement and damage to ocular structures and psychological disturbances
consequent to the diagnosis of leprosy.

Besides these primary impairments, the unprotected use of anaesthetic extremities and
neglect of paralytic states give rise to secondary impairments like ulceration, contraclures,
shortening of digits, mutilation and skeletal disorganization. Secondary impairments, like
corneal ulceration and secondary glaucoma, may occur in the eyes.

These impairments give rise to a variety of disabilities. But there have been a few studies
to ascertain the disabilities experienced by persons with leprosy-related impairments at



home and at work. Since hands, feet and eyes dre tne organs affected we expect the
resulting disabilities to involve manual dexterity, locomotion and vision.,

The handicaps experienced by leprosy patients are many and varied and related to
mobility, education, employment, behaviour, social integration, economic independence
and physical independence, to mention a few. The severity of handicaps experienced
by leprosy patients varies, depending on the level of prejudice against leprosy in the
community as well as the availability and quality of medical and rehabilitative services.

"Handicap®, needs to be expandead further into Handicap, Dehabilitation and Destitution,
thus giving us 5- tier in all. *Dehabilitation” refers to the process of marginalization and
devaluation of persistently handicapped persons and consequent loosening of social
bonds that hold them and their families and the community together. It also refers to the
end state of partial estrangement of affected persons when they opt out or get pushed
out of their homes and community to submerge themselves in the anonymity of the urban
crowd or live in a colony where they are among their equals, or, in so called "Rehabilitation
homes” where they are segregated from the society. “Destitution” i.e., the state of total
alienation from all society, is the final stage of this dismal story. The destitute is completely
alone. The destitute lives and dies alone without anybody caring either way.

AIMS OF INTERVENTIONS

Health care activities may be viewed as interventions with certain aims in the lives of
persons. The five-tier model shows that we can make six types of interventions in leprosy,
each with a specific aim. The aims of these interventions are; (i) to prevent primary
impairments; (i) to prevent secondary impairments; (iii) to prevent permanent dis-
abilities because of primary and secondary impairments; (iv) to prevent handicaps and
dehabilitation; (v) to prevent dehabilitation and destitution and (vi) to salvage the
destitute.

The first aim of prevention of primary impairment is achieved by timely detection of the
disease and effectively treating it with appropnate chemotherapy. The second aim of
preventing secondary impairments is achieved by the affected persons taking proper
care of their insensitive hands, feet and eyes which may also have muscle paralysis.
The third aim of prevention of permanent disabilities is achieved by identifying the relevant
impairments such as neuritis, ulcers and injuries at an early stage and freating them
promptly. The fourth aim of preventing handicaps resulting from permanent disabilities
Is achieved by abolishing or improving the disability and making the patient able again.



The fifth aim of prevention of dehabilitation and destitution of affected persons is achieved
by instituting measures to overcome their handicaps. The last aim of salvaging the
destitutes is achieved by providing them with shelter and sustenance as well as restoring
human dignity and fellowship to them.

Eram the wider view point provided by the 5-tier model, we see thal tackling the "Leprosy
problem”, which means problems of the leprosy-affected persons, requires a series of
interventions of which chemotherapy is the first and foremost. Leprosy programmes of
the different countries are achieving the first aim of prevention of primary impairments
by early case detection and effective treatment with MDT. But we must not forget that
a substantial proportion of patients require the other interventions besides chemotherapy
in order to tackle their ‘leprosy problem”.

URGENT NEED FOR OTHER INTERVENTIONS

In the present juncture it has become necessary and important to implement the other
interventions on a priority basis. It is because, widespread, intensive implementation of
the multidrug therapy (MDT) programme has introduced a new dimension and a new
need for urgency in the hitherto placid and rather sluggish werld of leprosy and leprosy
control.

Leprosy is now, cured within & to 12 months in most cases, and within two to three years
in the remaining cases. Once the treatment is completed, the affected persons' names
are removed from the active register. They become the subjects for survelllance, i.e. to
be seen once a year for two to five years. As a rule, the surveillance work is not done
with the same enthusiasm and diligence.

This kind of benign neglect will not matter for those persons whose only problem was
having the disease. But there is a sizeable minority, about 20%, who have already
developed leprosy-related impairments and disabilities. Leprosy programme personnel,
consider that by providing antileprosy chemotherapy they have done their job and any
residual problem should be somebody else's responsibility. Other organizations catering
to the needs of other handicapped and disabled are not technically or psychologically
equipped to meet the needs of persons with leprosy-related impairments and disabilities.
Those persons, with leprosy-related problems, but not needing chemotherapy, have
nowhere to turn to for help and they are not equipped to cope with their problems on
their own either. This is the back-ground in which we find that an increasing number
of leprosy-affected persons are being discharged 'cured’, because of efficient implemen-



tation of the MDT programme, and so an increasing number of persons with leprosy-
related impairments and disabilities are being added to the general community, outside
the sphere of operation of leprosy sector. This is the emerging problem following suc-
cessful implementation of MDT on a large scale in India, which has the largest aggregate
of leprosy-affected persons in the world.

NEEDS OF PERSONS WITH LEPROSY-RELATED PROBLEMS

The leprosy-affected persons have four major needs : (i) To get their disease cured, (ii)
To be made able and normal looking once again, (iii) To prevent warsening of new
impairments, and (iv) To get their social status restored. These needs will be met by the
following programmes, namely : (i) a * Chemotherapy programme” [providing the first
level intervention ] to get the disease cured; (ii) a "Re-ablement programme” [ providing
the fourth level of intervention] to make the affected persons able again: ( iii) a "Disability
prevention programme” [ providing the second and third level intervention ] to prevent
the occurrence of new impairments and worsening of impairments already present: and
(iv) a "Rehabilitation programme” [ providing the fifth and sixth level of intervention ]to
rehabilitate the severely handicapped and dehabilitated as well as to salvage the des-
titute subjects.

RE-ABLEMENT

The goal of "Re-ablement" is to abolish disabilities and deformities and make the affected
persons able and normal-looking once again. This is paossible through surgical and non-
surgical means,

DISABILITY PREVENTION

Prevention of worsening of existing impairments and disabilities as wall as prevention
of occurrence of new impairments and disabilities are the goals of the “Disability pre-
vention” programme. Unlike *Re-ablemant’ which is based on medical technology and
services, disability prevention rests primarily on the efforts of affected persons them-
selves, for, it is only they who can protect their insensitive parts from injury, get any injury
healed early, maintain their joints supple and be on the lookout for signs of onset or
progress of nerve damage.

We must realize that 'Disability prevention' is the key activity without which neither Re-
ablement nor Rehabilitation can be meaningfully carried out.

Disability prevention requires the affected persons to learn new habits of living and



working, and discarding many old habits that are harmful. Practising disability prevention
is not easy, and it requires understanding, encouragement and suppert from the family
and the neighbours. In order to ensure that, it is necessary to elicit their co-operation
and active participation, by inducting them also in the process of technology transfer and
getting them to commit themselves to support disability prevention.

REHABILITATION

It is the persistently handicapped and the dehabilitated who will require rehabilitation.
Among the dehabilitated, those who are still living with their families and communities,
need special attention rather than those living in self-settled colonies where they have
managed to ‘rehabilitate’ themselves in a manner of speaking.

We must realize (i) that Rehabilitation is not merely supply of certain goods and services,
(ii) that Rehabilitation is the device to provide social security to the handicapped and
marginalized segment of the society, particularly those with disabilities; and (iii) that just
as dehabilitation is the process of breaking down of bonds that held affected persons
and society together, Rehabilitation is the process of re-establishment of those bonds.

Thus Rehabilitation is a much wider concept and process in which the local community
has a crucial role to play. It will not be far wreng to say that economic dependency of
the affected individual makes rehabilitation more difficult and that economic prosperity
and independence make rehabilitation easier.

By and large, Government and non-governmental organizations have three kinds of
programmes : Development programmes 1o improve the economy of a region, Welfare
programmes to help the marginalized and handicapped segments of the society and
Rehahilitation programmes for different categories of disabled persons.

Courtsey : KUSHT VINASHAK - Monthly Vo. 15 No. 12 - Dec. 1993.

State of Art Lecture delivered on 2nd Sept. 1993 at the XIV International Leprosy Congress held
at Orlando, Florida, U.S.A.
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Dr. D. S. Chaudhury
Medical Adviser,
German Leprosy Relief Association - India.

Combination therapy or multiple drug therapy in Leprosy was first initiated
by Freerksen of Germany. The Drug “Isoprodian” along with Rifampicin has been
used in several countries by Freerksen and his Colleagues with the active
support of German Leprosy Relief Association. Malta virtually got rid of
Leprosy with this therapy. This was reported by Freerksen and Rosenfeld in
1977.

Later in 1982, World Health Organization introduced multi drug therapy
globally with Dapsone, Clofazimine and Rifampicin. The regimen employing the
three drugs mentioned has been standardised with supervised monthly admin-
istration of Rifampicin - the best effective bactericidal drug in the combination.

Around 3 million patients are now on MDT in the World. At the com-
mencement of MDT, in India 170 million patients were on MDT. This number
came down to 0.55 million at the end of 1991

The benefits of MDT are well known. The rapid emergence of drug
resistance in Leprosy has been largely stopped. The effectiveness of the
treatment is ensured by the decline in the relapse rate. The relapse rate in
MB patients on MDT is 0.12 per 100 person years whereas in PB it is 0.13 per
100 person years. The prevalence of Leprosy has sharply come down in all
the areas where MDT has been employed. :

The outlook for treatment of Leprosy has been remarkably improved
with time-bound or fixed-duration Chemotherapy and this is now the major
tool to achieve global elimination of Leprosy. Elimination of Leprosy means
reducing the prevalence of Leprosy to 1 case in 10,000 persons.

Even now, the need for new bactericidal drugs is appreciated. Three new
groups of drugs are identified, and are currently being evaluated through

planned studies. These include 4 - Fluoroguinolone drugs, Pefloxacin and Ofloxacin



Ciprofloxacin is not included in this series. These drugs act on DNA gyrase
and are rapidly bactericidal. Minocycline is another drug which acts on ribo-
somes and inhibits protein synthesis. Another drug- Clarithromycin also acts
very much in a similar way . These drugs are likely to have an additive effect
with Rifampicin which is still considered as the most remarkable bactericidal
drug and is the vital component in the MDT regimen.

Chemotherapy of Leprosy has therefore opened hopeful possibilities. Qur
objectives to achieve a significant decline in the prevalence of Leprosy to
a level where Leprosy will be eliminated as a public health problem, rests now
an our managerial competence to use Chemotherapy countrywide and globally.

Let us not forget that drugs need our determined support and if | may
put it thus - dedicated action in the following areas.

Early detection and regular treatment of patients

Providing MDT to all the patients on domiciliary basis
Education of the patients, their families and the community
Social and economic rehabilitation of the patients in a practical and
sustainable manner.

4 4 4 4

Until a few decades ago, Leprosy was a neglected subject . Leprosy
patients were segregated and a few well-meaning charitable institutions pro-
vided custodial care.

With the advent of independence and the great influence of Mahatma
Gandhi, a National approach was made and from 1954, Mational Leprosy Control
Programme got into action, fully utilising the recent knowledge about the
disease - its causation, spread and management. The late Prime Minister Indira
Gandhi declared our commitment to eradicate Leprosy in 1983, and today we
are in that gigantic but challenging task to reach the avowed goal of eradi-
cation by the year 2000 A. D. Succeed we must, with the grace of God, in
thic endeavour of care and devotion to the under-privileged.

ooooooooon



CARE OF INSENSITIVE FEET

By Jean Watson , Consultant Physiotherapist, The Leprosy Mission International

1. Introduction

Many patients judge the success of a leprosy control and
treatment programme by the control of its most obvious
feature - deformity. In the eyes of the patients, the
programme has failed if their feet continue to be ulcerated
and destroyed. The general public too, often regard wounds
on the feet as a major sign of active leprosy. If health
workers are to be effective in teaching patients to care
Long walks are dangerous for their feet, they must themselves first understand the
foi: Euwonsltiye. best nature of the problem. How does leprosy affect the feet?

What causes injuries, and what can be done to protect insensitive feet 7

2. How does leprosy affect the feet?

The nerves supplying the foot (peroneal and tibial) may be damaged in
leprosy. This results in a loss of sensation, sweating, and muscle strength.
If it is not proteeted, the foot develops cracks and wounds, and it may
also become dropped and turn inwards. The most common sites of foat

wounds are the places that take the greatest pressure during walking. Fiﬂl;:l’ :t:’:hi;le ";;;::.i:““"’
(Fig.1&2)

3. Four causes of injury to
insensitive feet

O Walking too much

The most frequent cause of wounds on insensitive feet
Is walking, running or jumping too much. These activities
cause injury within the insensitive foot at the walking T ﬂ
pressure sites. Because the person feels no pain, he Fig.2:
continues to walk and the injury develops into an open

wound,

Places that take greatest pressure
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0 Soft tissue damaged by previous wounds.
Normally, the tissue on the sole of the foot is pliable and thick
enough to act like a cushion. Each wound which damages
this cushion, causes scarring. Tissues which are already
damaged and scarred are more likely to be injured again
when the person walks with unprotected feet. Serious wounds
may cause roughening of the ends of those bones which take
pressure during walking.

O Puncture wounds

These can be caused by stepping on a sharp object such
as a thom or a nail in the shoe.

0 Tight footwear or bandages

Footwear that does not fit or allows too little room for clawed
toes or a bandaged foot, may itself injure the foot (see figure
4). The pressure fram tight footwear can hinder the flow of
blood to the skin, and a small area of tissue may die.

Continued Q-:a'lhing causes wound

4. Neglected injuries
Small injuries on insensitive feet are often neglected or not
cared for correctly, because they cause no pain to the
patient. So, a simple small clean blister bursts and becomes infected by wound germs. The infection
of the wound is neglected and so it spreads and the tissues aof the toes may die and the toe
will be lost (see figure 5). When a biister develops, it is important to emply it of all fluid, so that
it dies not become infected. k

|

Fig. 3 How a wound develops.

5. Protective footwear—who

needs 1t?

Suitable footwear plays an important part in protecting insen-
sitive feet against injury. All patients with sole sensory loss
should wear protective footwear throughout their lifstime. This |I T 1
i true whether or not they have sole wounds. They also have Fig 4 Clawed focs are in

to learn how strang their feet are and how far they can safely danger of injury

walk. Patients who have loss of feeling only on the top (dorsum) of the foot should choose the
design of the uppers with care. They do not need soft insoles for their footwear. In this article




Fart of the foot may be destroyed

Fig. 5: This can happen if a blister
is not covered.

we will consider the qualities of footwear for patients with
insensitive feet, but without gross bony deformity.

6. Qualities of protective

footwear
Footwear for people with insensitive feet should include the
following qualities : -

a soft insole

a tough undersole

a well fitting upper

adjustable fastener

style acceptable to the patient
suitable for local conditions
locally obtainable and replaceable

L N N NN N

O A soft insole. This should be | em deep and will
provide a cushion for the foot. It will distribute walking
pressure and so reduce the danger of wounds occurring
over the points of high pressure. (See figure 1 & 2).

Your leprosy control programme office may stock suitable
material. If you have to buy your own insole material take
your shoes off and try stepping and hopping on the sample.

Your foot should sink into it, but you should not feel the ground through it Buy just a few sheets
at first, and check to see that the material does not wear thin or tear too easily.

Buy a big size

Remove thongs
Cut off excess rubber

-

Use it to fill thong holes

Fig. 6: Use soft thong slippers for
insole material

For footwear for just one or two people and not a large
number of patients, look for suitable slippers and use
these as inscle material. (See fig 6).

O A Tough undersole. This needs to be hard enough
so that it cannot be pierced by thorns or other sharp
objects. Old car tyres are often used for this purpose, and
last a long time.

O A well fitting upper. The design of the upper part
of the footwear should include the following characteris-
tics.

® It must fit well, but leave plenty of room for



Heel Strap
Adjustable fastners

_+ Plenty of rcom
for toes

o

Tough undersole

Soft insole

Fig. : A well-designed protective
shoe

Fig. B: Find footwear acceptable 1o
patients

clawed toes. It should include a heel strap of have a filled
in heel counter. Without a heel strap, patients with clawed
toes tend to claw their toes even more in an effort to keep
on lootwear. This causes small wounds on the toe tips.

o The footwear should have adjustable fasteners,
straps or laces over the farafoot, which can be loosened
to make room for bandages or a swollen foot.

0 Style of foowear acceptable to the patient
Try hard to help patients find footwear that they really like
and can afford to replace year after year. If possible, offer
a variety of colours and styles. If a patient is not happy
with the footwear, despite your best efforts, try to help
him understand the usefulness of protective footwear.

) Footwear must suit the local conditions

In hot dry areas where cracked skin is a senous problem,
itis preferable to have closed footwear. If patients have
open footwear they should try to wear socks. In stony
areas, where the toes are likely to be injured, use footwear
with a cap or straps over the toes to protect them . In
muddy conditions, use wide siraps that are strongly
attached, or an enclosed upper. Select of design footwear
that can be safely repaired locally or replaced promptly.
You may find it difficult 1o find all of these qualities and

you will need 1o compromise. But remember, the insola 15 extremely important. If more walking-

pressure wounds are to be prevented

it is essential that the patient walks on improved insoles

ar walks less. If no change is made then the wound is likely to recur and that is serious.

Remember - the insole is important.
If more wounds are to be prevented,
it is essential that the patient walks
less. or walks on improved inscles

(For further reading - Insensitive Feet by P W Brand)
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Abstract. Report on the results with a new therapy with a complex combination (rifampicin+Co-
trimaxazole+isoniazid) for the treatment of leprosy. High tolerance. Duration of treatment 2 months.

In 1970, after the development and introduction of a combination therapy consisting of
rifampicin (AMP)+isoniazid (INH)+ protionamide (PTH)+dapsone(DDS)(Isoprodian-RMP), it became
for the first time possible to finally cure leprosy patients within a relatively short time, Before that time,
leprosy was not curable, and leprosy patients had to be treated with DDS.

As extensive studies had clearly shown the high tolerance and efficacy of this combination,
a leprosy eradicalion program was started in 1972 on Malta (Malta Projects), which has meantime
been successiully concluded. The average treatment time was 2 years, Thanks to the su pport of the
Maltese government, a follow-up period of almost 15 years was possible (relapse control period).
During this period of time no relapse occurred. This result allows the conclusion that leprosy can be
eradicated by means of a highly effective chemotherapy, both faster and safer than it would ever
be possible by protective vaccination.

Isopredian-AMP proved to be effective not only in leprosy, but also in tuberculosis and other
mycobacterial infection, e.g. Mycobacterium avium infection. On the basis of this finding, another
eradication project, the Paraguay Project, was launched in 1979, covering about 6,000 leprosy cases
and approximately 24,000 tuberculosis (TB) cases. By now, more than 4,000 leprosy patients have
already been on treatment.

In 1881, 10 years after the introduction of Isoprodian- RMP for the treatment of leprosy, the
principle of multidrug therapy (MDT) and also the recommendaticn of a treatment duration of 2 years
and discontinuation of treatment, in spite of a positive bactericlogic index, were taken over by the
WHO. They suggested another combination in which PTH and INH are replaced by clofazimine
(CLO), and RAMP is administerad only cnce a month.

In comparison with |soprodian-RMP, this combination has several disadvantages:

® [t is not effective in TB, which means that it cannot be administered to patients suffering
concomitantly from leprosy and TB. An existing TB has to be treated additionally,

e The addition of RMP once a month has no theapeutical effect. In paucibacillary cases, it
Is virtually the DDS monotherapy of the forties. Multibacillary cases are treated with a two-



drug combination (CLO+DDS), supplemented by the ineffective, cost-increasing addition
of AMP.

This has been shown by preliminary experimental studies, and has been confirmed by
nurmerous reports on clinical relapse in paucibacillary cases.

e |f DDS resistance exists, as is frequently the case in certain areas, this treatment is

monotherapy with CLO against which Mycobacterium leprae may quickly become resistant.

If there is a simultaneous infection with M. tuberculosis, RMP-resistance is likely to develop
as it is not prevented by CLO and DDS under the given conditions. So far, no clinical and
experimental studies have been carried out 1o elucidate whether M. leprag may also
become resistant to RMP under these conditions.

If . according to the American treatment scheme, RMP is administered daily with CLO and
DDS, a synergistic effect between RMP+ DDS may result [19,20). CLO+RMP were shown
to yield a synergistic effect in animal studies; theoretically, it may have an effect in
infections with M. leprae and M. tuberculosis. However, in vitro studies (checkerboard)
conducted by Seydel did not reveal such an effect against Mycobacterium marinum and
Mycobacterium lufu. The effect of CLO and RMP on each other in practice has not been
suffciently investigated, either experimentally or clinically. Above all, the optimum dose
proportions should be determined. In animal studies, Milan and Moulia-Pelat observed
antagonism between RMP and DDS.

RMP+CLO+DDS is not available as fixed combination, which greatly limits its use for
outpatient treatment, especial in tropical countries : The regular intake of the total combi-
nation is not ensured {(omittance, over/under-dosage, singular companenis of the combi-
nation in monotherapy with the threat of resistance): the therapeutical effect is reduced or
cancelled if the singular compenents of the combination are not taken in the correct dose
proportion;the separate administration of the cormponents of the combination reduces the
sase of application. Besides, it is too demanding for the patients and the procedure
becomes cumbersome and expensive through the need for supervised treatment.

Many patients refuse to take RMP+CLO+DOS becausa of the skin discoloraticn caused by CLO.

500 malday PTH, which was sugggested as an allernative , is too high a dose; 250-350
mgfday are correct when used in combination.

Once the advantages of the new therapeutic principle {MDT short-term chemotherapy with
fiwed combinations) had become clearly apparent after the development and introduction of Isoprodian
BMP. our research efforts were directed at the development of therapeutic alternatives; the reduction
of treatment time, resulting in increased compliance; increase in lolerance, extension of MDT to a
multi-cdisease therapy.

Through inclusion of co-trimoxazol (SXT), two highly effective comnbinitions were obtained
(RMP+SXT+PTH) and (RMP+SXT+INH).

In this paper, the clinical results oblained with the combiantion RMP+SXT+INH (Cotrifazide)
in 30 lepromatous leprosy (LL) cases are reported and discussed.



Qur previous studies in the field of infections had shown that integration of the results of
preliminary experimental studies (in vitro studies, animal experiments, determination of plasma
concentration and serum activity in man ) provide detailed information on the substances to be used
and the therapeutic effects to be expected. Thus, pilot trials with patients were justified. This
procedure had already proven suitable in Malta and in Paraguay, and was also applied with new
combination. It yields clear-cut clinical results in a much shorter time than the outmoded and
complicated comparative trial, which cannot be conducted in leprosy and in most of the tropical
countries, due to outer circumstances.

On the basis of experimental results with RMP+SXT+INH, it was to be aexpectad that & months
of therapy at the utmost would be suffcient for man, possibly 2 months only. In each individual case,
itwas to be decided after 2 months whether treatment was to be continued for a total of 6 months,
or whether it could be discontinued earlier. The intial clinical result allowed discontinuation of

Ireatment after 2 months.

The final criterion for this decision is the occurrence or noncccurrence of relapses. For this
reason, all cases are carefully followed up for a prolonged period of time so that therapy can be
resumed, should it be necessary.

Material and Methods

30 previously untreated patients (28 LL and 2 borderling leprosy cases, the youngest 20 years
ald, the oldest 80 years old; 24 men and 6 women) were treated as outpatients with the combination
RMP 460 mg + SXT 1,280 mg + INH 320 mg. This daily dose was taken in 4 tablets {115 mg RMP
+ 320 mg SXT + 80 mg INH per tablet), which were taken in two equal portions (2 tablets in the
morning and 2 in the evening, except on Sundays). Before the start of treatment, the usual laboratory
examinations were made (hemogram, blood test, blood sugar, urine and liver test, examination of
stocl for parasites), a skin slit was made and a biopsy was taken for histological examination.

During the first 2 months of treatment and during 6 months after its termination skin slits were
mace at 2-week intervals, beside a complete clinical examination. Then the patients were controlled
menthly (including skin slits ) for another & menths. It is intended to follow up the patients for 5 years,
with check-up every 3 months (including skin slit).

Results

All 30 patients could be released from treatmeant after 2 months. By now (May1, 1991), all have
been closely followed up for at least 2 years. So far, not a single relapse has occurred. Follow-up
is continued.

Al the start of treatment 15 of the 30 patients had lepromas. In 2 patients they had disappeared
when treatment was stopped after 2 months, in 10 patients they were regrassing during treatment,
in 3 patients no change was observed by the end of treatment. In the 6th month of the follow-up
pericd, 9 patients were free from lepromas, in ancther 6 patients they disappeared during the next
& months.

in 21 of the 30 patients, the classical erythematous infiltrative edematous skin processes were
seen in the face and the extremities at the beginning of treatment, They had completely disappeared



in 19 patients when treatment was stopped. In the remaining patients they disappeared with in the
follow - up period.

During treatment and the follow-up period reactions occurred in 13 patients, in 3 of them
reversal reaction. Treatment was not discontinued during this period, but the patients were given
corticosteroids in addition.

At the start of treatment, 7 patients had erythema nodosum leprosom (ENL), which had
considerably improved in 5 of them by the end of treatment: 2 patients received thalidomide:; 1
patient showed Lucio symploms at the start of treatment, which subsided quickly during treatment.

The tolerance of the medication was high. The symptoms the patients complained about
(headache: 8 patients, vertigo and lumbalgia: 4 patients, epigasiric paing: 2 patients) were mild and
unspecific. In no case did they require interruption of therapy. and it is not sure whether they were
really caused by the medication.

The bactericlogic picture at the start and the end of treatment and during the follow-up period
clearly revealed the rapid disappearance of the solid and fragmented forms, and in particular the
concentration of granulated forms, which may be considered as an expression of increased cellular
degradation. If the granulted forms are regarded as a biclogically uniform group {including the globi)
and as bacterial residues which do not multiply, it results that

(a) the total bactenal load approaches with varying rapidity and intensity, in part quickly and
linearily, in part intermittently:

(b) this process, initiated by the therapy, eantinues after discontinuation of treatment;

(¢) in the evaluation of skin smear (bacteria) a singular finding is of little value. It may lead 10
wrong conclusion, It is important 10 ckeck the result of treatment at regular and short
intervals in order to get a continuous picture of the course.

Meanwhile, another trial conducted in Nepal with a5 patients under more severe outer
conditions has been concluded with comparable results.

Discussion

The introduction of combination therapy was a greal progress in the treatment of leprosy.
Howaver, alternative drug regimens are needed, enabling the physician to adjust treatment to
individual and regional requirements. There are many factors which may lead to irmegularities or
discontinuation of treatment.

Bacteriologic Questions

The =o- called bactericlogic index (BI) is no criterion for evaluating the performance cf a
medication, and even less for its selection, as was already shown in the Malta Project. The
bacteriologic index covers indifferently all bacteria of & skin smear detectable by the usual methods
of fixation and staining. No distinction between dead and live bacteria can be made. Any counts
made are highly doubtful. They are based on material detected in a skin smear or a biopsy and ,
as such, depend on a number of imponderables and methodological deficiencies. They have no
quantitative basis as there is no way of knowing (no matter how many measurements are made) the



bacterial load and its distribution in the organism of any indidual case. If a large number of bacteria
can be detected, one may dare to postulate that a similar large number may exist in the total
crganism. However, if the examined material is negative, the bacterial load in the organism (liver,
spleen, lymph organs and tissues, testicles, eyes, vessel walls, blood, nerve) may nevertheless be
large, and the symptoms of the disease considerable. The negativity of TT cases allows only a very
general judgement. It is doubtiul to use a less effective drug regimen in these cases (because the
smear is negative or because negativily is equated with high resistance). At bestt, treatment time
with the same medication may be reduced, but this should be made dependent upon the initial result
of treatment. For this reason alone it is wrong to recommend different drug regimens for paucibacillary
and multibacillary cases. Even negativity obtained under treatment must be viewed critically. It may
be reached rapidly, in parallel to clinical improvement. It may also hurry on ahead of improvement,
or lag behind, occasionally in such ways that persons not familiar with them become worried and
misinterpret as change for the worse.

In @ WHO recommendation negativity (no detection of bacteria in the smear, bacteriologic
index=0) is only considered desirarble, but not a prerequisite for discontinuation of treatment. This
15 & sound basis as the bacteria detectable in the skin represent only a portion (probably the smallest
portion ) of the total bacterial load, comparable to the TB bacteria detectable in the sputum in the
case of tuberculosis. In TB, culture of the bacterial shows whether they are alive or not, Unfortuantely,
this in not possible in leprosy. This gap can in part be overcome by the mouse footpad test. When
Ive bacteria can be detected with this test during the course of therapy or when one intends to stop
treatment, a positive test result indicates that the live bacterial population has not been eliminated
by the therapy. A negative result, however, should not be overrated, as it may be due to methodical
deficiencies and various impoenderables inherent in such methods.

It is not known how the bacteria get into the skin, why they distribute in the typical way, and
which pathagenicity the various forms have. The granulated forms stem from at least two sources:

@ from clotted bacterial residue resulting from intracellular degradation which cannot be
further degraded or influenced by chemotherapy;

® from very "young' forms of bacteria stemming from division of solid forms, as shown
electronoptically, and whose multiplication is inhibited by therapy.

The detection of live bacteria in spite of treatment with highly effective antimycobacterial drugs
i sometimes explained by the occurrence of ‘persisters’,i.e. bacteria which are not affected by
antibacterial substances dispite their sensitivity to them. These persisters, which are considered
alive and virulent, might maintain the infection or cause relapses. Whether persisters really exist (this
assumption was voiced in the 50s on the basis of the limited chemotherapy at that time, above all
TB therapy can neither be proven nor disproven with the available methods. It is therefore safer to
start from the fact that the detection of live bacteria after treatment is an indication for insufficiant
therapeutical performance.

Hil'&rnefcln

The antibacterial activity of RMP in leprosy patients is not known as M. leprae cannot be
cultivated, i.e. neither cultures nor subcultures can be made, the latter being imperative for
determining the bactericidal effect. RMP was shown to be very active against M. tuberculosis.



Under therapeutic conditions, administration of a single dose of 600 mg in the moarning results
in an inhibiting effect for approximately & h. Later, the concentration drops so much o ba therapeu-
tically ineffective. RMP is unlikely to have a bactericidal effect in leprosy as its activity against
Mycobacterium marinum is very low, and virtually nil against most of the M. avium strains.

As all these effects depend on the axpetrimental parameters of the trial set-up, it is not proven
that they will alsc be obtained under therapy. In vivo studies involve a number of additional
parameters likely 10 reduce the activity. However, the bactericidal effect obtained in vitro proves the
high antimicrobial activity and the potential value of the substance. But it is questionable whether
hactericidal effects are really of importance for therapy.

Whenever a bacterial population is eontinually subjected to antibacterial action (i.e. if the
supply of bacteria is siopped), the germs, also the live ones, are degraded by the biclegic tools of
the organism, and eliminated. Precisely this continual degradation is not obtained with single doses
of RMP.

Reactions

If leprosy reactions of any kind accur during treatment, of if they existed already before start
of treatment, a special therapy may be required in spite of the use of a highly effective chemotherapy.
Although the various kinds of reaction can be distinguished and described clinically, it is not known
why they occur in the typical forms in the individual cases. Through highly effective chemotherapy,
the bacterial load and hence the amount of anfigens is reduced. This has the same effect on all
immunologically caused reaction, but occurs with varying rapidity.

Also the bacteria and bacterial residues which are unable to multiply have immunogenic
potency. This would explain the fact that reactions may occur for some time after elimination of living
nactera. Such reactions must not be regarded as relapses, and chematherapy must not be resumed
as it is ineffective in this case.

The pathchistological tissue processes saen in biopsies are also induced by dead bacteria.
The histological picture therfore gives no clear-cut evidence on the ‘activity' of the process.

Although we know almast nething about the bacteriologic aspect of leprosy the examination
of the skin smear gives some information on the bacterial load in the organism at ine start of treatment
and on the concentration on granular forms typical of the therapeutic effect.

Through integration of the clinical and bacteriologic findings during the course of treatment,
it can be recognized whether the healing process has been initiated. However, evaluation of the
results requires much experience and good |laboratory technique (including the mouse footpad test).
These are no routing measures and should be made in special, well equipped laboratories with skilled
pearsonnel.

TharaEuﬁu Technigue

No scientifically satisfying , easily applicable methods are availbale to establish the timing of
release from treatment.

As slzewhere in medicine, one should distinguish in leprosy Detween medical treatrment {which



is based on recommendations, but invalves no studies), and the evaluation of medications, in which
complete and critical use is made of the information obtained by the available methods.

Duration of treatment must be fixed. This procedure in not ideal, but a practical necessity.
Duration recommendations are based on experience gained under scientific conditions and vary with
the treatment schemea used

A treatment duration of 2-4 months is suggested for the new therapy described in this paper,
depending on the clinical and general state of the individual case. The suggested durations of
treatment are the minimal length and may be extended if considered necessary by the physician.

Noncompliance, one of the most difficult problems encountered in praclice with leprosy
therapy, is mainly due to the prolonged duration of treatment with little ease of application (e.g.
combinations where the components have to be taken singly ) and poor therapeutic performance.
Compliance is greatly enhanced by the use of RMP+SXT+INH, as fixed combination, which results
in a rapid subjective and cbjective improvement with enly minor side effects.

Further Development

This report is restricted to leprosy treatment. However, our basic research work is directed at
the goal to extend the MDT to a multidisease therapy. The combination RMP+3XT+INT presented
here is not a special drug regimen for the treatment of leprosy, but an almost universal antimycobacterial
medication, covering both TB and leprosy, but which is also effective in some nonmycobacterial
diseases (e.g. opportunistic infections in AIDS or diseases caused by hospitalism).

Gradually, chemotherapeutical practice is no longer characlerized by the demand for drugs
having a specific organism, i.e. monotherapy. The new goal are drugs with a wide antimicrobial
activity inhibiting the multiplication of pathogenic organisms, thus preventing (prophylaxis) infectious
diseases or allowing their final cure (freatment). This purpose cannot be oblained with wide-spectrum
antibiotic drugs which are in reality given as monotherapy with a single mode of action. Mor can this
goal be attained by administration of several antimicrobial drugs which have to be taken separataly
(‘serial combinations’). It is imperative to administer combinations making use both of the antimicro-
bial activity and the synergistic effects of the incorporated substances and yielding a high antimi-
crobial action involving three or four modes of action in a fixed combination ('complex combinations’).
The advantages offered by this therapy for the so-called Third World, but of course also for us, are
evident, This development can only be pointed out briefly here. A detailed report will be published
latar,
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Chemotherapy of Leprosy

It has been estimated by Shepard that in a new untreated multibacillary patient, the bacterial
population is 10" organisms, 1/10th of which are alive ie 10", The principles of combined
chemotherapy depend on the fact that if the bacterial population is rapidly reduced from 10" to 10°
or less, the emergence of new resistant mutants can be minimized or stopped. The evidence based
on the chemotherapy of tuberculosis shows that the more rapid the anti-bacterial effect, theless likely
are the persisters to emerge. |f a drug has only bacteriostatic activity, the bacilli resume multiplication
as soon as the serum level falls below the minimum inhibitory concentration (MIC). Compliance of
treatment, therefore, becomes critical. When the drug has bactericidal activity, the compliance

become less critical.

Objectives: The objectives of multi-drug treatment are :

® to sterilize the leprosy lesions in the shortest possible period of time so as to interrupt the
transmission of infection;

e to prevent the emergence of resistant strains of M. leprae;

® tocure the patient, minimize the development of deformities and prevent treatment failures;
and

e toprevant relapse.

The three drugs employed in the programme are dapsone, rifampicin and clofazimine.

Dapsone :Dapsoneis cheap, effective and virtually without toxicity. At a dose of 100 mg daily
itis weak bactericidal against M. lepraeinman. Such a dose results in peak serum levels that exceed
the minimum inhibitory concentration (MIC) of dapsone against leprosy bacilli by a factor of 500. This
large therapeutic margin is exceptional and unique. At this dose the drug inhibits the multiplication
of mutants of M. leprae with low or even moderate degree of dapsoneresistance. Dapsone has along
half life of about 24 hours.

Rifampigin : Itis highly potent bactericidal drug and its rapid action in killing M. Leprae is due
to inhibition of ribonucleic acid (RNA) synthesis. It is effective against dapsone resistant bacilli.

Clofazmine : This is a red Riminophenazine dye which is bacteriostatic in action. It is virtually
non-toxic when administered in doses not greater than 100 mg daily. However higher doses are used
o manage type |l reaction.

Treatment of Multibacillary Leprosy
The treatment of choice for multibacillary leprosy is by combined chamatherapy.

The criteria for selection of multibacillary patients :
@ all skin smear positive patients irrespective of their classification;

@ all clinically active BB, BL and LL patients whether skin-smear positive or negative;

@ all active BT cases with ten or more lesions including nerve and skin lesions, irrespective
of their smear status;



® all skin smear positive relapse aﬁat dapsone monotherapy or MDT irrespective of the
classification;

e multibacillary patients on dapsone monotherapy who have become bacteriologically
negative within the last 24 months;

e paucibacillary patients on MDT, who at the end of 12 months of therapy shows new lesions
or extension of old lesions.

In patients on dapsone monotherapy :

e multibacillary patients who do not show clinical inactivity and for gross reduction of bacterial
load after 5 years of regular dapsone monotherapy;

® paucibacillary patients who do not show clinical inactivity after 2 years of regular treatment
with dapsone monotherapy:

e relapsed multibacillary or paucibacillary cases during or after dapscne monotherapy; and

e proved or even suspected patients of dapsone resistance-primary or secondary.

a. Regimen
All the registered cases will receive daily supervised treatment in the initial 14 days as follows

Rifampicin 600 mg
Clofazimine 100 mg
Dapscne 100mg

(This daily intensive therapy for 14 days should however baused only when separate instruction
have been issued).

Continuation Phase : The treatment s given at least for a period of 2 years with the following drugs

Ritampicin - B00 mg, once a month supervised.
Clofazimine  : 300 mg, once a month, supervised and 50 mg daily self-administered.
Dapsone . 100 mg daily, self-administered.

Mote :

1. Adults less than 35 kg in body weight should receive 450 mg rifampicin daily, during the
intensive phase and thereafter once a month in the continuation phase.
2 The daily 50 mg clofazimine is recommended to be self-administered as ithelpsin patients
compliance. If 100 mg capsules only are available, the drug should be taken on alternate days.
Children : Inchildren, the doses are propartionately reduced. The recommended schedule for
children in the age group 6-14 years is given in table-1.
Duration of Treatment : The treatment should be continued for a minimum period of 24 months.



Table - 1
Recommended dose for Children

Phase 6 1o 8 years 1010 14 years

Intensive for 14 days Rifampicin 300 mgm daily Rifampicin 450 mgm daily
Clofazimina 50 mgm daily Clofazimine 50 mgm daily
Dapscne 25 mgm daily Dapsone 50 mgm daily

Continuation for Rifampicin300 mgm once Rifampicin 450 mgm

a minimum of manthly once monthly

2 years Cloteziming 100mgm Clofazimine 150 mgm once
once monthly and 50 mgm maonthly and 50 mgm on
twice weekhy altlernate day
Dapscne 25 mgm daily Dapsona 50 mgm daily

b. Regularity of Treatment

Adequate treatment implies that the patient has taken 24 manthly supervised dose of combined
therapy within 36 months. A patient may be considered on regular treatment, if the combined therapy
has been taken for at least two-thirds of the period at any interval of time. For example, if the patient
has had 8 full months of combined treatment during the 12 month period, he or she can be considered

to have received regular treatment.
The above multidrug treatment is designed for all categories of multibacillary patients, including

e freshly diagnosed untreated cases,

® patients not respending satisfactorily to previous dapsone monotherapy:

e dapsone resistant patients; and

® patients who have relapsed while on Dapsone monotherapy or after its cessation.

Treatment of Paucibacillary Leprosy
Paucibacillary multidrug regimen is required for Indeterminate, TT and BT cases as well as for
pure neuritic patients, provided they are smear negative.

Regimen :

Adults : Rifampicinis given once amonthina dose 600 mg under supervision and dapsone 100
mag daily, self administered. For adults below 35 kg in weight the dose of rifampicin should be 450mg
once monthly and dapsone 50 mg daily.

Children : The dose should be propertienately reduced as shown in table -2
TABLE-2
Dose for Children with Paucibacillary Leprosy

Drugs 0-Syears  6-14years
Dapsone daily 25 mgm S0 mgm
Rifampicin rmonthly 300mgm  450mgm




Duration of Treatment :

Treatment should be continued till 6 of the monthly doses has been administered. If the treatment
is interrupted for some reason, the regimen should be recommended from where it was left off to
complete the full course, provided that 6§ monthly doses are given within a period of @ months. Clinical
and bactericlogical assessment must be under-taken by amedical officer or anon-medical supervisor.
Treatment can then be terminated if :

L There is no extension of existing lesions or appearance of new lesions; and

° There is no new nerve involvement or paresis/paralysis.

Before discharge, the patient should be informed that the reduction or disappearance of the
lesions would occur gradually and that, if at any time, new lesions appear, he must report for advise
immediately; also, that it was not necessary o seek treatment elsewhere.

It takes nearly 8 months for clinical inactivity to be achieved with chemotherapy. The purpose
of the short term course is to render the patient free from viable bacilli and to initiate regression of the
disease, resolution of skin and nerve lesions takes place gradually, brought about by the high cell-
mediated immunity. It should also be remembered that some lesions are not partially reversible or even
irreversible and may, therefore, persist. Rarely, lesions of a tropic or degenerative nature occur much
later and should be ignored.

Occasionally on completion of adequate treatment (6 supervised doses of rifampicin), the
lesions may not show regression. This is liable to occur especially in patients who are smear negative
and have multiple lesions, widely disseminated symmetrically or bilaterally. The diagnosis then, should
be carefully reviewed by the medical officer after detailed clinical and bactericlogical examination for
any error in classification. If the classification was correct, the treatment should be continued with
ritampicin and dapsone in the same doses for a further pericd of 8 months. If the disease was wrongly
classified, the treatment should be changed to that recommended for multibacillary disease.
Regularity of treatment

For paucibacillary patients, adequate treatment implies intake of 6 doses of combined therapy
at rmonthly interval within a pericd of @ months. Such patients when taken off the drugs will be said to
have completed treatment.

Type of patients :

The proposed regimen is designed for the treatment of all categories of paucibacillary patients

including :
e newly diagnosed and previously untreated patients;
primary dapsone resistant patients; and
dapsone treated paucibacillary patients who relapse.
Courtesy:

Mational Leprosy Emadication Programme. Operational guidelines on case detection,
treatment, follow up and reporting forms 1992. Leprosy Division: D G H §,

Ministry of Health & Family Welfare Nirman Bhawan, New Delhi.



Spread the Werd

Leprosy is like any other disease. And it is the least infectious.

Leprosy is caused by germs. It is neither hereditary nor a curse of
the Gods.

Eighty percent of leprosy cases in India are non-infectious.
A pale or red patch on the skin may be leprosy. Do consult a doctor.
Leprosy is completely curable with regular treatment.

Early detection and regular treatment prevent deformities and
disabilities.

Help to overcome fear, encourage early detection and sustained
treatment.

Leprosy patients can continue to live at home and do normal work,
while under regular treatment.

Do not isolate leprosy patients. Accept them in the family and the
community.

A major obstacle is the general public ignorance and superstition
regarding leprosy. People tend to evade investigation and hesitate to
admit to the disease at the early stages when a cure could be
complete and easier. This sense of shame is out-dated and danger-

ous.

INDIRA GANDHI



THEY SERVE TODAY

——

Fr. Gyan Prakash Topno
Dy. Diretor

Dr. A. Xess
Residential Medical Officer

Dr. H. 5. Nandy
Senior Residential Medical
Officer & Zonal Co-ordinator



THE STAFF WHO RENDERED MORE THAN
20 YEARS OF DEVOTED SERIVE AT NIRMALA

MR MICHAEL DAS 23 YEARS
MR MANBHULA BAWRI 21 YEARS

THE STAFF WHO RENDERED 25 YEARS OF
DEVOTEDSERVICE AT NIRMALA

DSWC PLACES ON RECORD THE SERVICES
RENDERED BY

MR JAGDISH SIRCAR,
who retires on 1/5/9%



Stop.. Think .. Realize..

OR! God, you created the universe

OR! God, you formed all of us creatures;

OR! God, you in’four own image, did create man,

OW! God, but man in wantonness upset your plan.
Of! God, you carved me in your own image,
Ofi! God, you put me in wy mothier’s woms,
Ot God, you fited e with my Bodiy ngans,
Of! God, you shepherd me from cradle to the tomb,

Once I wwas secure and strong

Once my body was altogether whole,

A day came wihen my strength broke down.

Thiere was none with me to consol,
But His messengers met me
His agents recetved me;
You God have received me again,
And I can smile even in my pain.

Yes, then realize, O my brother,

You are precious, more than any other;

Have they called you a black-spot’.

That, decidedlt , You are not,
You, too, then to the universe do belong;
You, too, can sing the sweetest song;
Your body functions in all ways so fine,
Praise the ford, your Saviour diving,

. Tie Wocendbod Fvaton

Served by my human caring hands
He is cured by the Saviour's wounded hands.
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(COMMUNICATIONS DESIGNER)

CHIEF CO-ORDINATOR ; DIRECTOR, DSWC

D. S. W. C. places on record the services offered by the
above commiittes and individuals




Guide to General Practitioners 1994

Leprosy canbe treated by General Practitioner's

Leprosy is Curable

Advise Regular Treatment

Advise Adequate Dosage '
Advise Adequate Duration

Advise care of loss of sensation ( partial/complete) and other deformities.

( Multi-Drug Regimen Advised for Treatment of Leprosy Cases )

Classificati
MB PR
a) Indeterminate (smear positive) a) Indeterminate(Smear-Negative)
b) Lepromatous b) Tuberculoid '
c¢) Broderline Lepromatous ) c) Poly neuritic (One nerve)

d) Poly neuritic (more than one nerve Involvement) d) Borderline Tuberculoid( 1-9)
d) Borderline Tuberculoid (more than 9 lesion)

e) Borderline borderline
MDT Objectives

Multi-drug treatment of leprosy cases has been recently introduced under the National Lep-
rosy Eradcation Programme with the following objectives:

1) ToConvertallinfectiouscases as non-infectious cases in ashortest possible period.
2)  To prevent dapsone resistance;
3)  Toreduce the duration of treatment: and
4)  ToPreventdeformities.
i-Dru r nt Regi -
I. Multibacillary cases:

a) Once monthly supervised doses for 24 months at the clinic:

Rifampicin 600 mg 450 mg 300 mg
Clofazimine 300 mg 150 mg 100 mg
Dapsone 100 mg 50 mg 25mg



b) Disily Diigiiciliary doses for 24 s

Clofazimine 50 mg 50 mg 50 mg
(daily) (alternate days) (twice weekly)
Dapsone 100 mg 50 mg 25 mg

II. Paucibacillary cases:

: 10 Yrs+ 10-14 Yrs+ 6-9Yrs+ 1-3¥rs
Rifampicin 600 mg 450 mg 300 mg 150 mg
Dapsone 100 mg 50 mg 25mg 10mg

b) Dailv/Domioilsiary Dosss:
Dapsone 100 mg 50mg 25mg 10mg

Note :

1 Treatment should be given to multibacillary cases once a month along
with domiciliary daily treatment for 24 month. MDT should be stopped at
the end of 24 months and skin smear done once a year.

2 The duration of treatment may vary from 6 months to 12 months for
paucibacillary cases. However patients who develop new lesions or have
extension to existing lesions after the treatment period, should be consid-
ered for multibacillary MDT regimen.

3 Clofazimine may give rise to dark red colouration to skin, mucous mem-
braned, urine and sweat these symptoms are not serious and complete
course of drug should be given. The symptoms would disappear after the
drug is stopped.

4  Urine may appear red for a day following Rifampicin.

5 Treatment should be stopped only after the disease activity is arrested
and smear negativity achieved.

6  General Practitianers can diagnose and continue treatment of leprosy
patients in their clinics.

7 Qur staff will be visiting the houses in rural and urban areas for examina-
tion and case detection. Please help them in their work.

For further information, contact:

FOR FURTHER INFORMATION CONTACT

Damien Social Welfare Centre
Post Box No.-47, Gandhi Bhawan
Polytechnic Road, Dhanbad.
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SUCCESS STORIES OF DAMIEN SOCIAL
WELFARE CENTRE
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Case load In 1970 was 37,180; in 19893, it has coma down o 2,124,

Mo, of palients cured up to today: 25,582

The prevalence rate in 1970 was 17.2 per 1000; and loday It is 10.6 per 1000.
The delormily rate was 4,1% in 1970 and how it is 1.9%.

DSWC madically rehabilitated 7,237 palients.

Al Nirmala in 25 years:

Mo. of Admissions B9, 218
Physiotherapy * 18,567
Smear lests 1,44 838
Rehabilitation and wellare services from 1864 1o 1893:
a) 1) Houses built in colonies 610
2) Under Indira Awas Scheme 30
b) Houses repaired 146
c)  Wells dug 16
d}  Drinking water facilities 14
e) Fish ponds 2
f) Loans fer self-help and incoma genearation 1,250
a) Jobs lor ex-palients and their wards 43
h) Rickshaws lor patients and their dependents 20
i) MCH Care 3,350
il Immunization:
i) Palio 2,051
W  DPT 2,027
iy  BCG 613
ivl] Measles 557
V) Tetanus Toxide 1,321
*i) Below Knee plaster of Paris 1,835
i) Other Splints 3,601

i} MCR Chappals and shoes supplied 20,042



10.

11,

12,

k)  Crutches supplied
) Artificial limbs supplied

Orientation Programme in Leprosy for the Novices of religious

congregations (men and women) from 1984:

Crientation Programmes in Leprosy from 1989 for the target groups:
BVHA members, BCCL doctors and Para - Medical Staff, Bihar Govt,

doctors, irainee-nurses, railway doclors, doctors from other private and

public Industrial establishments and Bihar Govi, teachers.

Humar®lesources Development programmes from 1988 for DSWC

Officers, Supervisory staff, Drivers, Ward-Assistants, Dressers, Mechanical

and Technical staff and the teaching staff

Matric education given to the children of leprosy patients

and orphans

Job-oriented vecational training given to the wards of leprosy

patients in the hostels

Fr. VIJAY A. BHAT

195

198

180

210

249

314

NERVE DAMAGE AND MULTIDRUG THERAPY
POINTS
new nerve damage can occur before, during and after MOT.
there is never a time of no risk of nerve damage

the greatest risk of reversal reaction is during the first year of MDT.
the key to preventing nerve damage is :

a. early detection and treatment of leprosy with MDT|

b.  early detection and treatment of new nerve damage
Courtesy : Partners - Magazine

for paramedical workers No., 26

-_J




TSI D O N O R S

1 Provincial, Hazaribagh Province, Hazeribagh., - Rs. 5000
2 Kumari Sandhya, Carmel School, Dhanbad., - - Rs. 3000
3 Miss Ruhl Sunwaria, Dhanbad ' - Rs. 502
4 Miss Ham.angEIH. Parkeria, Dhanbad - Rs. 500
5 M/s. Friends Coal Carbonisator, Dhanbad - Rs. 5000
B Central Fuel Research Institute, Digwadih, Dhanbad. - Rs. 2000
7 Mr. T. Gupla, Elhanhad - Rs. 2000
8 M/s. Rungta Project Lid., Dhanbad - Rs. 1500
9 Mr. A.C. Mendiralta, Dhanbad = Rs. 1500
10 Mr. Sushil Kumar, Dhanbad - Rs. 2000
11 Mr. Sharma Munda, Dhanbad - Ra. 500
12 Mr. Mukund Anand, Dhanbad - Bs. 500



EEEEEETRSESEE PATRONS [ERSSSSwRSREE

(Rs. 101 to Rs. 250)

1 Mr, Subhas Kr. Mahato, Dhanbad.
2 Mr.J. Choudhary, ISM, Dhanbad.
3 Dr. AK. Ghosh, ISM, Dhanbad.
4 Mr. Harsukh Das Kishorilal, Dhanbad.
5 M/s. Friends & Co., DChanbad.
6 M/s. Poddar Medicals, Dhanbad.
7 M/s. Vishal Plywooed, Dhanbad.’
B -  SriJaleshwar Mahato, Dhanbad.
9  Mfs.LaxmiHardware Stores,  Dhanbad.
10 M/s. Saluja Enterprises, Dhanbad.
11 M/s. New Udyog, Dhanbad.
12 Sri Muslim, Dhanbad.
13  SriRamesh, Chanbad.
14 M=, Abhisekh, Dhanbad.
15  M/s. Katesaria Agencies, Dhanbad.
16  Mr. Keshardeo Katesaria, Dhanbad.
17 Mr. Subhash Chabarwal, Dhanbad.
18  Mr.Jaganath Mamanchand, Dhanbad.
19 Mr. S.J.Kottady, Dhanbad.
20  Mr_Anandilal Dhanbad.
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Mr. Rajesh Seraphim
Mr. V. K. Ohdar

Mr. S, Mazumdar.
Mrs.Benedicta Pias,
Mr. Sanjeev Sahay,
Mr. Chandy Joseph,
Mr. B.P Sinha,

Mr. A.D.Singh.

Mr. Ranjeet Kumar,
Mr. Kishore Baxia,
Mr. Anil Petar,

Miss Mercy James
Miss Ankita Banerjee,
Mr. B. Kumar,

Mr. B.K.Gupta,

Mr. P.P Vishwakarma,
Mr, Bholanath Mahto,
M/s. Kitab Mahal,

Mr. S.N, Panday,

Mr. Magina Jain,

Mr. Rakesh Kr. Gupta
M/s. Music Corner,

Mfs. Jaihind Service Stn.

Mr. Laxmi Prasad,
Mr. 5.5. Gill,

M/s. Ply Centre,
Mr. 5. B. Agarwal,
AWell-wisher

Mr. Ravi Sharma,

Mrs. Rajani Panchamiya,

Mr. Rajan Narula,
M/s. M.K.Footwear
Mrs. Barkha,

(Upto Rs. 100)
Patna 34 Mr. J. Panchit,
Patna 35 Mr. Ajay Agarwal
Patna. 36 Mr. Deepak Agarwal,
Patna. a7 Mfs. Gopal Collection,
Patna. a3 Mr. Vishal,
Patna, 39  Mr.Naresh,
Patna. 40 M/s.Archies Gallery
Patna. 41  Mr.Naresh Verma,
Patna. 42  Mr. Sitaram Goe,
Patna. 43 M/s, Bhatia Store,
Patna. 44 M/s. Central Dry Cleaning
Patna. 45 M/s, Karim Garments,
Dhanbad. 46 Mr. J. M. Soni,
Dhanbad. 47 Mr. Niral Set
Dhanbad. 48 M/s. New Motor Stores
Dhanbad. 49 Mrs. Suraj Prasad,
Dhanbad. 50, M/s. Rajesh Traders,
Dhanbad. 51 Mr. Madan Agarwal,
Dhanbad. 52 Mr. C.S. Kataria,
Dhanbad. 53 Mr. Om Prakash,
Chanbad. 54 M/s. Pratik Enterprises,
Dhanbad. 55 Mr, MahendraAgarwal,
Dhanbad. 56 Mr. Kiran Mandav,
Dhanbad. 57 Mr, R. Rajendra Kumar,
Dhanbad. 58 Mr. Kesherdeo Katesari
Dhanbad. 58 WM/s. Goel Trading Co.,
Dhanbad. 60 Mr. J. R. Brij Mohan,
Dhanbad. 61 Mr. Babulal Agarwal,
Dhanbad. 62 Mr. Shree Agarwal,
Dhanbad. 63 Mr. Santosh Kumar,
Dhanbad. 64 AWell-wisher
Dhanbad.

Dhanbad.

Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad,
Dhanbad.
Dhanbad.
Dhanbad.
Jharia.

Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Dhanbad.
Chanbad,
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Leprosy work is not merely medical relief. it is
transforming frustration in life into the joy of

dedication, personal ambition into selfless

sepvite.

Why should there be a sligma about leprosy any

more than about any other disease.

— Mahatma Gandhi

DAMIEN SOCIAL WELFARE CENTRE.
Gandhi Bhawan, Polytechnic Road,

Post Box 17,

P.0.& DT. DHANBAD - 826001

Phone : 4547




