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Safety pins have ubiquitous usage across India and

all the safety pins used by the participants showed

positive result with dimethylglyoxime test; which

should be a major cause of worry for its potential

impact on most women across India.

Wristwatches, another very frequently used item,

showed alarmingly high incidences of free nickel, with

around 64% of the specimens testing positive.

Wristwatches are potentially more hazardous as the

area of skin contact is a lot more and are normally

worn daily for prolonged periods. Though not prone

to as much skin contact, spectacle frames showed a

surprisingly high incidence rate, with half of them

showing positive results.

Amongst jewellery items, earrings had the highest

incidence rate, with a third showing positive results;

followed by bracelets and bangles, which were very

close, with every fourth testing positive. Jewellery

items like rings, necklaces and chains showed the

lowest incidence rates: in the range of 2-5%.

Surprisingly, all the nose rings tested were found free

from free nickel on dimethylglyoxime test.

The results of the study clearly show that many of

the jewellery/personal articles/clothing accessories

used by common people contain free nickel. Our

market is flooded with these types of articles for

consumers. Unknowingly, people are being exposed

continuously to one of the commonest sensitizers in

the world. Unless the public is informed about this

menace and our government limits the use of nickel

in jewellery/clothing accessories as is done in the

European Union, more cases of nickel allergy will come

up. A legal restraint is the only way to protect the

common people from this nuisance.
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Table 1: Demethylglyoxime test results of various
jewellery/personal/household articles

Result of chemical test
Name of Total Positive Negative Indeterminate
item number
Ear ring 112 36 64 12
Ring (Finger) 178 9 146 23
Necklace 78 1 72 5
Chain 55 2 53 0
Bangles 104 28 31 45
Nose ring 34 0 34 0
Spectacle frame 23 12 8 3
Safety-pin 92 92 0 0
Bracelets 45 11 28 6
Wrist watch
(back of watch) 132 85 45 2
Amulet 21 7 3 11
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Sir,


This is in reference to the article ’Final push of leprosy


in India: what is being pushed?’ published in IJDVL.[1]


We support the views of Rao and Lakshmi regarding


the fallacies of the final-push strategy for elimination


of leprosy.


’Final push’ as a strategy was initiated by WHO in


November 1999 with an objective to achieve the target


of prevalence rate <1/10,000 by 2005. Though the


prevalence of leprosy is decreasing, we should


acknowledge the fact that operational aspects of the


program also affect these figures. For example,


reducing the duration of treatment by half for patients


receiving MB-MDT from 24 to 12 months in effect


reduces the prevalence rate by half for that group.


Some patients receiving single-dose ROM (rifampicin,
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ofloxacin and minocycline) treatment for single skin 

lesion do not appear in prevalence figures at all. 

Similarly, patients who receive their 6-month course 

of PB-MDT early in the calendar year also do not figure 

in the data since only those patients who are on active 

treatment on 31st December are counted for that 

year’s prevalence figures. This picture changes when 

new case detection rates are considered instead of 

prevalence (the new case detection rate is a better 

indicator of disease because it is not affected by 

changing the case definitions or duration of 

treatment).[2,3] Though the prevalence has fallen, the 

new case detection rate has not changed much [Tables 

1 and 2]. Even at the leprosy clinic at the All India 

Institute Medical Sciences, New Delhi, a tertiary care 

hospital, we have registered 230 MB and 62 PB new 

cases in the last one year (January to December 2005). 

The whole idea of elimination was based on the 

hypothesis that at a prevalence of <1 case per 10,000 

population, the transmission of leprosy in the 

community would be interrupted or would be 

epidemiologically insignificant. But the high new case 

detection rates, the proportion of cases treated with 

MB-MDT (38.3% in 2004 according to leprosy 

elimination monitoring groups)[4] and the high rates 

among children (14.7% in 2004 according to leprosy 

elimination monitoring groups)[4] indicate that leprosy 

continues to be transmitted in the community. In spite 

of all the measures taken, the number of new cases 

being detected is significantly high. 

Hence, in an effort to reach the elimination target 

soon, new instructions are given to field staff, the so-

Table 1: Year wise comparison of prevalence rate 
versus the new case detection rate 

2001 2002 2003 2004 

Prevalence 3.7 4.2 3.2 3.1

New case detection rate 5.5 5.9 4.5 4.5


Table 2: Leprosy elimination monitoring 2004 (State­
wise compared to national data) 

India Bihar Uttar Orissa D e l h i  
Pradesh 

Prevalence 3.1 5.2 3.5 3.0 4.0 
New case detection 4.5 7.9 4.7 5.1 3.2 
rate 

called ’Kathmandu recommendations.’ These 

instructions, such as the order to stop the search for 

new cases, cannot be justified as the whole program 

of leprosy elimination is based on the detection and 

cure of new cases. Not only this, unofficial instructions 

like ‘Do not register single lesion cases for now’ are 

creating a false impression of the status of leprosy in 

India. Leprosy workers are being replaced by 

multipurpose/basic health workers. Other areas of 

health are being given priority over leprosy. Instead 

of being intensified, the leprosy program has slowed 

down and is being diluted. There is an undue hurry 

to reach elimination targets and corners are being 

cut. Shortage of staff, absence of active surveillance 

and false reporting by statistical jugglery (e.g., not 

incorporating cases being started on treatment and 

released from treatment in the same calendar year) 

can lead to failure of the leprosy program. 

We strongly feel that the authorities that plan, fund 

and execute the leprosy program should realize that 

hiding the actual number of leprosy cases will do no 

good. The ground reality is not going to change. 

There is a strong need to continue using LEC 

approaches and active surveillance. 

We endorse the recommendations of the Global 

Alliance for Elimination of Leprosy (GAEL) evaluators 

that the WHO should make it clear that there are still 

new cases of leprosy, that a range of leprosy activities 

still needs to be carried out, [3] and that the 

governments of all affected countries need to be 

accountable. We also support the recommendation 

that the World Health Assembly should pass a 

resolution that addresses leprosy activities beyond 

2005. 
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Sir,

We thank the authors for responding to our article.

Such responses help in consolidating the objections

to the way leprosy program is being carried out in

India. The health authorities of the Government of

India, on 30th January of this year, have declared that

India has reached the elimination target by the end

of year 2005; which was in many ways predictable

by the way the program was run over the last few

years. The methods adopted to reach the target in a

hurry need a serious appraisal. Leprosy has become,

for reasons unknown, more than just a health problem

and the ‘final push’ to reach the elimination target in

time by clever methods and manipulation of numbers

has been encouraged by all program managers

concerned.[1]

The declaration of elimination of leprosy in parts of

the world has undoubtedly discouraged many

scientists and funding sources from pursuing it

further. The unfortunate experience of premature de-

emphasis on research in such infectious diseases as

tuberculosis and malaria, however, suggest that with

a disease as slow but persistent as leprosy, continued

effort to understand the underlying mechanisms of

disease is essential to the quest for genuine success

in conquering it.[2]

There are other indicators that are of very serious

concern. The International Federation of Anti-Leprosy

Associations (ILEP), which was funding the very

popular ‘International Journal of Leprosy and other

Mycobacterial Diseases’ all these years, has informed

the editorial board of the journal that it will not be

able to fund the journal after the year 2005 (personal

communication). At the same time, in the ‘Indian

Journal of Leprosy,’ which is one of the few indexed

journals of India, the number of original articles has

reduced alarmingly in the last 3 years. These changes

do not augur well for the future of leprosy program

in general and research in leprosy in particular. If this

process of neglect of leprosy is not halted, leprosy,

which is still a significant public health problem in

India and some parts of Asia, will fade away from the

radar of the health authorities, only to re-emerge as

a serious health problem later. Sustained efforts

should be continued and resources made available

to achieve a ’world without leprosy,’ a concept

promulgated during the ‘World Leprosy Congress’ at

Beijing in 1998.[3]
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Sir,

Methotrexate probably reduces the thickness and

scaliness of psoriatic plaques, altering the photo-

optical properties of the diseased skin so as to increase

the penetration of UVA radiation, resulting in the

marked reduction in the total cumulative exposure
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Division, DGHS, Ministry of Health and Family welfare, Govt of 

India, in collaboration with ILEP. 2004. p. 12-3. 

Binod K. Khaitan, T. Tejasvi, 
Komal Aggarwal, Neena Khanna 

Department of Dermatology and Venereology, 

All India Institute of Medical Sciences, New Delhi, India. 

Address for correspondence:  Dr.  Binod K. Khaitan,


Department of Dermatology and Venereology,


All India Institute of Medical Sciences, New Delhi, India.


E-mail: binodkhaitan@hotmail.com


mailto:binodkhaitan@hotmail.com

