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FOREWORD

The National Leprosy Eradication Programme (NLEP) was started in the year 1983
with the objective of achieving eradication of the disease from the country. Though
the Elimination of Leprosy at National level has been achieved by India, in the
month of December, 2005, it is still home to around 60% of the worlds’ leprosy-
affected persons. The trend of two important indicators of program i.e. Annual
New Case Detection Rate (ANCDR) and Prevalence Rate (PR) and the percentage of
grade II disability amongst new cases detected indicate that the cases are being
detected late in the community and there may be several cases which are lying
undetected or hidden. The decision of Government of India to launch the Leprosy
Case Detection Campaign is a unique initiative under NLEP to detect cases of
leprosy early in the community. It is a committed move to strengthen the services &
facilities to leprosy affected persons in India.

Early case detection and treatment is the key to achieve elimination as detection of
leprosy cases early in the community will lead to depletion of source of infection in
the community and so interrupt the transmission of the disease. The house to house
visits by the team of one ASHA and male volunteer will help in increasing our
capacity to detect most of the leprosy cases at the community level.

I am sure the Operational guidelines prepared by all stakeholders of the
programme i.e., Central Leprosy Division, State Leprosy Officers, Central Leprosy
Institutes, partner organization i.e. ILEP and WHO will be useful in giving clear
direction to programme administrators in State and make practical use of the same.
I would like to acknowledge all the experts who helped in bringing out these
guidelines.

[ wish the programme for Leprosy Eradication a success.
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PREFACE

The “Operational guidelines for Leprosy Case Detection Campaign” is the result of
constructive feedback by various stakeholders of the programme during
brainstorming workshop held in Central Leprosy Training and Research Institute
(CLTRI), Chengalpattu on 13th - 14th January, 2016. Leprosy Case Detection
Campaigns (LCDC) is the need of the programme to detect the hidden cases in the
community. It is a unique initiative of its kind under NLEP, which will be
implemented in high endemic districts of the country and is on line with Pulse
polio Campaign by Central Leprosy Division. All activities related to LCDC will be
monitored and coordinated by Centre, States and District through various
subcommittees formed at various level.

The Operational guidelines will help all the program administrators at each level,
in understanding their role to implement the LCDC. It will give the directions for
systematic implementation of all activities pertaining to LCDC ie. planning,
coordination, implementation, monitoring and review.

I hope this Operational guideline which is prepared by stakeholders of the
programme will be helpful in smooth implementation of LCDC. I would like to
acknowledge all the experts who helped in bringing out these guidelines.

I would also like to acknowledge the support of Central Leprosy Training and
Research Institute (CLTRI), Chengalpattu for organizing the brainstorming
workshop.

A bk \eunw V
(Dr. Anil Kumar)
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Let's Fight Leprosy & Make Leprosy a History
Website: www.nlep.nic.in
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1.THE EPIDEMIOLOGY OF LEPROSY

Agent: Leprosy is caused by Mycobacterium leprae intracellular, obligatory
parasite. It is a slow growing bacillus and one Leprosy bacillus takes 12914 days to
divide in to two. It is an acid -fast bacillus and is stained red by a dye called carbol
fuschin.

Source of infecti on: Untreated Leprosy affected person (Human beings) is the only
known source for M leprae.

Portal of exit: The major sites from which bacilli escape from the body of an
infectious patient is respiratory tract especially nose. Only small proportion of t hose
suffering from Leprosy can transmit infection.

Transmission of infection: Leprosy is transmitted from untreated Leprosy affected
person to a susceptible person through droplets, mainly via the respiratory tract.

Portal of entry: Respiratory route appears to be the most probable route of entry for
the bacilli.

Incubation period: Incubation period (Duration from time of entry of the organism

in the body to appearance of first clinical sign and symptom) for Leprosy is variable
from few weeks to even 20 years. The average incubation period for the disease is
said to be 537 years.

Host factors

Age: Leprosy can occur at any age but is usually seen in people between 2630
years of age. Increased proportion of affected children in the population indicates
the presence of active transmission of the disease in the community. As the disease
burden declines, it is seen more in older age groups.

Gender: Disease occurs in both the genders. However, males are affected more as
compared to females

Immunity: Occurrence of the disease depends on susceptibility/immunological
status of an individual.

Socio-Economic Factors: Leprosy is a disease generally associated with poverty and
related factors like overcrowding. However, it may affect persons of any
socioeconomicgroup.

Factors influencing susceptibility

i Age: Children are more susceptible than adults.

1 Individual immunity:  May be determined by certain genetic factors
which influence the susceptibility of an individual

i Climate: Leprosy is prevalent in tropical and subtropical climates.



Leprosy cases can be classified as under:

1 Skin lesions 1-5 lesions 6 and above
2 Peripheral nerve No nerve/ only one More than one nerve
involvement nerve with out 1 to 5 irrespective of number
lesions of skin lesions
3 Skin smear Negative at all sites Positive at any site

Table 1: Classification of Leprosy cases

Duration of treatment for leprosy cases and treatment regimen is as under:

MB Leprosy Rifampicin Completion of 12 monthly
pulses in 18 consecutive
Clofazimine months
Dapsone
PB Leprosy Rifampicin Completion of 6 monthly
Dapsone pulses in 9 consecutive
months

Table 2: Duration of treatment for leprosy cases and treatment regimen



2. BACKGROUND

National Leprosy Control Programme was started by Govt. of India in 1955,
wherein Dapsone domiciliary treatment was given through ver tical units and
survey education and treatment activities were implemented. It was only in 1970s
that a definite cure was identified in the form of Multi Drug Therapy (MDT). MDT
consisting of dapsone, clofazmine and rifamp icin was recommended as a standad
treatment for leprosy by the World Health Organization (WHO) in 1982. Following
the recommendations of WHO Study Group, Geneva (October, 1981) and Dr. M.S.
Swaminathan committee (1981) the NLEP was launched in 1983 by Gol with the
objective to arrest the disease activity in all the known cases of leprosy. However
coverage remained limited due to a range of organizational issues and fear of the
disease and the associated stigma. Further, in view of substantial progress achieved
with MDT, in 1991 the World Health Assembly resolved to eliminate leprosy at a
global level by the year 2000. In order to strengthen the process of elimination in the
country, the first World Bank supported project was introduced in 1993.

The 1st Phase of the World Bank supported Pioject initiated from 1993-94
was completed on 31.3.2000 with further 6 months extension to complete the
preparation of proposal for 2nd Phase Project. Wherein, 3.8 million leprosy cases
were newly detected against a target of 2 million cases and 4.4 million leprosy cases
were cured with MDT. The prevalence rate reduced from 24/10,000 population in
1992 before starting 1st Phase project to 3.7/10,000 by March 2001. The 2nd Phase of
World Bank Project on NLEP started for a period of 3 years from 2001-02 till 31st
December 2004. This phase was implemented with the objectives which are as
under:

1 Decentralization of NLEP responsibilities to States/ UTs through State/
District Leprosy Societies.

2 Accomplish integration of leprosy services with General Health Ca re System
(GHS) and
3 Achieve elimination of leprosy at National level by the end of the Project.

Herein, well planned activities were efficiently implemented in close
association of various NLEP partners viz. State & UTs Governments, World Bank,
WHO, ILEP, DANLEP, NGOs and Community, Pvt. Medical Practitioners and
various concerned Govt. Ministries/Departments such as Information &
Broadcasting, Social Justice & Empowerment, Education, Railways, Defence/
paramilitary, Labour and Industries etc. During the last two years of the project a
component of validation of case diagnosis was introduced.

In 2005, as the NRHM launched, the programme was subsumed under the
aegis of NRHM and being implemented as a centrally sponsored scheme, as per the
defined rule s. The disease has come down to a level of elimination i.e. less than one
case per 10,000 population at the national level by December 2005.



DECLINING LEPROSY PREVALENCE IN INDIA
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Map 1: Maps of India showing prevalence trend since 1981 to 2011
Strategies for Xll Five Year Plan (FYP)

Leprosy is a chronic disease with a long incubation period (average 5-7
years). Although the disease has been eliminated at the National Level, there are
Districts & Blocks which are still having prevalence rate >1/10,000 population.
Besides this the new @ases would continue to occur for few more years on account
of long incubation period of the disease. Therefore, creating awareness for self
reporting, timely diagnosis and complete MDT treatment of leprosy cases is crucial
for ultimate eradication of the d isease. Another aspect of the programme is gender
imbalance as seen in new cases detection. Since the programme aims for
eradication i.e. zero case of leprosy as the ultimate goal, sustained control measures
need to continue during the 12th plan period .

Results (Objectives) to be achieved during 12th plan period i.e. 20122017 are as
follow:

Improved early case detection

Improved case management

Stigma reduced

Development of leprosy expertise sustained

Research supported evidence based programme practices
Monitoring supervision and evaluation system improved
Increased participation of persons affected by leprosy in society
Programme management ensured
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The programme components approved under Xl FYP are as follows &

Case Detection and
Management

Disability
Human Resource Programme Prevention and

and Capacity Management Medical
building Rehabilitation

IEC including BCC

Flow chart 1: Programme components under XIl FYP

Epidemiological Situation, as on March, 2015:

l
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At the end of March 2015, there were 88833 leprosy cases on record (under
treatment) with prevalence rate at national level of 0.69 /10,000 population.

In 201415, total 125785 new leprosy casesvere detected and put under
treatment giving Annual New Case Detection Rate (ANCDR) of 9.73 per
1,00,000 population.

Out of 215656 global leprosy cases reported in 2013, 126913 cases were
reported by India. Thus India contributed about 58.8% of new casesdetected
globally.

Further, the trend of Prevalence and Annual New Case Detection Rate per 10,000

population since 200102 to 201415is shown in the Graph below:
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Graph 1: Trend of Prevalence and Annual New Case Detedion Rate per 10,000 population, 2001-02
to 201415



It has been observed that trend of two important indicators of National
Leprosy Eradication Program, India i.e. Annual New Case Detection Rate
(ANCDR) and Prevalence Rate (PR) are almost static since 2003 2007.

In addition, the percent age of grade Il disability amongst new cases detected
has been increased from 3.10% (20102011) to 4.61% (2014 2015), which indicates
that the cases are being detected late in the community and there may be several
cases which are lying undetected or hidden. The trend of Gr Il disability cases
amongst new leprosy cases from 200506 to 20142015 is depicted in the graph
below.
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Graph 2: The trend of number of Gr Il disabled cases and % of Gr Il disabled cases i.r.o neweprosy
from 2005-06 to 20142015

Inter-alia, the report of Midterm Evaluation of the National Leprosy Eradication
Programme, India 10 8 21 November, DGHS, MoHFW and WHO joint initiative
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undertaken in priority areas with focus on detection of backlog cases as well as
new cases. (Para no.2, page no.70)

Hence, in order for early detection of all hidden leprosy cases, the Central
Leprosy Divisi on (CLD) is conducting Leprosy Case Ddection Campaign (LCDC)
in high endemic districts of India under NLEP. The LCDC aimed at treatment of all
detected cases in the community which will lead to d epletion of source of infection
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in the community . This will interrupt the transmission of the disease in the
community, and expedite achievement of elimination status at district and sub -
district level .

LCDC a unique initiative of its kind under NLEP will be implemented in

high endemic districts of the country, on line with Pulse polio Campaign. All

activities related to LCDC will be monitored and coordinated by Centre and States
through various committees formed at Centre, State and District level. The
im portant activities under LCDC are as under:

T

il
1

Scheduled meetings of various committees formed at each level i.e.,
National, State, District, Block to plan & implement the LCDC.
Focusedtraining of all health functionaries from District to Village level .
House to house visits by team encompassing one Accredited Social Health
Activist (ASHA) and male volunteer i.e. Field Level Worker (FLW), as per
micro-plans prepared for local areas.

Intensive IEC activities, through miking & display of banners/posters
during and before the LCDC.

Supervision of house to house search activities through identified field
Supervisors.

Scheduled meetings with community leaders/representatives to resolve any
iIssue came across during the campaign

Systematic collection and compilation of reports from Field teams and
supervisors through formats designed for the purpose.

Prompt analyses and feedback on data received from teams, supervisors,
monitors, medical officers which will help to plan corrective actions .



3. LEPROSY CASE DETECTION CAMPAIGN (LCDC) & INSTITUTIONAL
FRAMEWORK

For better organization and management it is proposed to formulate special
committees at various levels. It is expected that regular scheduled meetings of all
the committees must be held with clear objectives, agendas, and action points from
previous meetings. This should include progress, problems encountered, proposed
solutions and new action points with clearly defined responsibilities and deadlines.
Minutes of the meetings and action points should be shared with all the

participants. The committees should ensure that activities are completed, adhering
to guidelines and timelines. These institutes will ensure inter -sectoral coordination
between all partners and other departments and review the progress in planning,

implementation and monitoring of the programme.

At N ational level Central Operation Group will be formed. It comprises of
officials from Government of India, ILEP, WHO and other partners at the national
level chaired by the DGHS, Government of India. The role of the Central
Operations Group is to:
1 Support pre-planning and to fast track decisions on extent of Leprosy Case
Detection Campaign (LCDC).
1 Coordinate activities with par tner organizations like WHO, ILEP and State
level representatives Principle secretary HFW etc.
1 Coordinate with other National and International organis ations.
1 Monitor implementation of LCDC activities at national, state and district
level.

State Co-ordina tion Committee
State Coordination Committee under the chairmanship of Principle Secretary
Health & Family Welfare of the State with State Leprosy Officer as the Member
Secretary, will be formed . Other members of the committee would be Mission
Director (MD), NHM, Direc tor Health Services (DHS), State level representatives of
the key partners like Social Welfare, Education, PRI, Partners i.e. ILEP, WHO,
Association of Persons Affected with Leprosy (APAL), Indian Medical Association
(IMA) , Senior Regional Director, State Program Manager, NGOs working for
Leprosy in the State. In addition two persons may be nominated by Principle
Secretary Health & Family Welfare of the State.
The role of the committee is:

1 To ensure inter sectoral coordination and full utiliza tion of resources from

partner government and non government departments.
1 Monitor preparedness in each district of the state.

State Leprosy Awareness Media Committee

State Leprosy Awareness Media Committee under the chairmanship of DHS/ MD
(NHM)/ Director SIHFW of the Statewith the State Leprosy officer as the Member
Secretary will be formed . Partner organizations like ILEP, WHO, APAL, local
NGOs and State Media Cell, local Akashwani and Doordarshan Kendras will be
represented in the committee through their state level representatives. The role of
the committee is to:




71 Develop a media plan with timeline.

1 Utilize all available resources and channels for delivering simple and clear
messages to the community, which will help to ensure successof LCDC &
more acceptability and cooperation to health teams during house to house
Visits.

1 Monitor implementation of IEC/social mobilization activities in the states

District Coordination Committee
District Coordination Committee under the chairmanship of the District
Collector/Magistrate/ Chief Executive Officer , Co-chaired by CMO/ CS/ DMO
with the District Leprosy officer as the Member Secretary will be formed. District
level representatives from Zila Parishad, APAL, Social Welfare deptt., District
Publicity Department and District Health Education Officer, District ASHA
Coordinator, District Programme Manager, District Epidemiologist should be a
part of the committee. The role of the committee is to:
1 Supervise, Support, Monitor and ensure Implementation of the highest
quality LCDCs in the district.
1 DM and CMO should also use these meetings to clear obstacles for planning
and implementation of the LCDC.

Tehsil / Block Coordination Committee
Similar to the District Coordination Committee, Tehsil / Block Coordination
Committee must be set up under the chairmanship of SDMs. Further, member of
PRI, ICDS, Education, local NGOs, APAL, Social Welfare deptt., Block
development officers should be a part of the committee. The role of the committee
is to:
1 Supervise, Support, Monitor and ensure Implementation of the highest
quality LCDCs in the block.
1 SDMs and BDOs should also use these meetings to clear obstacles for
planning and implementation of the LCDC.
1 The Committee should meet at leasttwo times before the LCDC and every
day during the activity.

LCDC control room shall be set up in the office of the State Leprosy Officer of each
state. The role of the control room will be to monitor preparedness of LCDC on a
day to day basis especially mobilization of human and other resources like
transport, ensure inter sectoral coordination and full utilization of resources from
partner, government and non-government departments. It should also monitor
implementation of the programme during the campaign. The control room should
provide feedback to the committees on progress being made and also on any
obstacles being faced.



4. LEPROSY CASE DETECTION CAMPAIGN (LCDC) & PLANNING &
IMPLEMENTATION

Meetings for LCDC:

State level meeting by Principle Secretary Health & Family Welfare with all
members, must be held to communicate the days of LCDCs and take all the
necessary actions needed to conduct a successful LCDC in State.

State Leprosy Case Detection Campaign (LCDC) 2 days training wo rkshop:

1 Two days training workshop for District and Sub 0 district level officers will
be conducted. In this training workshop tr ainers would be SLOs, SLCs
Central Nominee and ILEP/WHO Representative ; trainees would be DLOs,
DLCs and Block/Municipal Medical Officers

1 The objective of the workshop should be to sensitize the district & block
level planners on the strategy to be followed, need for preparing microplans
for their areas, and sort out issues of coordination between the
implementing partners. Power point presentation (PPT) on the need and
guidelines of LCDC will be shown to orient all participants in respect of
LCDC.

1 Sensitization training to suspect the leprosy cases in the community should
also be given.

District Micro planning Meeting/Urban Area Planning Meeting:

1 The Chief Medical Officers (CMO) / District Leprosy Officers (DLO)/
District Leprosy Consultants and the NLEP consultants from ILEP, should
facilitate these meetings.

1 The meetings have to be attended by d Block/Municipal Medical Officers,
urban health planners, representatives from Social Welfare deptt., and other
organizations involved in social mobilization, along with personnel involved
in planning at the block level.

1 The objective of these meetings tould be to sensitize the block medical
officers (BMOs) and the urban area planners on how to micro plan for their
areas for the upcoming LCDCs. Special attention should be paid on
developing area-specific IEC strategies for problem pockets.

Orientation t rainings at blocks /ward level for Accredited Social Health Activists
(ASHAS)/ Field Level Workers (FLWS)/NGO staff:  The orientation will cover the
operational as well as the interpersonal communication aspects of the LCDCs. The
instruction sheet for search team, tally sheets, infokit on frequently asked questions
should be distributed and discussed during this orientation. The training session
has to be interactive and participatory with particular focus on newly inducted
search team members. Demonstration of tally sheet and house markings followed
by exercises for ensuring all operational skills as also Role Plays on IPC and FAQs
should form an essential component of the all FLWs/ ASHAs training sessions.

1 Orientation trainings at blocks/ ward level for tea m members must be
conducted prior to LCDC. In this training workshop t rainers would be
DLOs, DLCs, Block/Municipal Medical Officers and ILEP/WHO
Representative (wherever available); trainees would be ASHAs and Local
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Male Volunteers. Concerned supervisors of the team must also present
during these orientation training .

1 The objective of the training would be to build the capacity of all the field
level workers {Accredited Social Health Activist (ASHA) & Field level
worker (FLW)} to suspect the leprosy casesin the community.

State /District/ Block Review Meetings:

A review meeting should be organised at Block level after 2 days, at District level
after 5 days & at State level after a week of completion of LCDC activities to review
the performance of LCDC activity based on the feedback from state, district and
block level supervisors. Data analysis from the LCDC round should also be
presented at this meeting. The meeting should identify actions to be undertaken for
rectification of deficiencies in the next campaign.

Monitoring by State, District and Block Observers (identified by CLD/ SLO/
DLO):

State, District and Block level Officers should be nominated at each level and these
officers should be allotted districts / blocks/ urban areas which should be
meticulously visited before the LCDC for monitoring the preparedness and during
the activity to monitor the implementation of the activity. The observers should
identify any constraints that are likely to affect the implementation of the
programme and find so lutions to remove any bottlenecks. The list of observers
along with the districts / blocks/ urban areas allotted must be shared with Central
Leprosy Division.

Role of observers during preparatory phase:
All state observers should attend District and Block Coordination Committee
meetings and report back to the State Health Secretary on the quality and
effectiveness of these meetings. They should also monitor whether vacancies of
Medical Officers and ANMs have been filled up in the high -risk blocks/areas and
assess the involvement of 6non healthd gove
Observers should also review the micro plans to ensure that:
1 All components are present.
1 All geographical areas have been included.
1 Team composition is appropriate & all house-to-house teams have at least
one ASHA and at least onemale Volunteer.
1 Sensitization trainings to detect the cases have been planned for all ASHAs
and Volunteers.
1 Workload of teams in terms of houses to be covered/ day has been
rationalized.
1 Areas requirin g special attention have been identified and plans developed
to cover them.
9 IEC/ Social Mobilization plans have been developed and documented.

Role of observers during implementation phase:
1 All officers should again visit their allotted districts / blocks / urban areas
during the implementation phase to assess the quality as the completeness
of coverage of area through house to house visit.

11



1 Itis essential to ensure a mechanism of daily feedback from the observers to
the blocks and District control room to facilitate immediate corrective action
at all levels. Information on missed areas, false (L) covered houses and false
X to L conversion is useful tools for assessing quality.

1 Qualitative and quantitative assessment on the LCDC activity from
observers should be utilized for long term corrective actions like problems
faced by ASHAs & FLWSs during campaign, review of microplans etc. or
immediate corrective actions like repeating the activity in an area where
significant number of uncovered houses are found after completion of
activity.

False L house: a L marked house where search teams have claimed to have
screened all inhabitants (excluding children <2 years of age) of the house, but
unscreened inhabitants are found by supervisors or monitors during their visi t to
the house.

12



5. LEPROSY CASE DETECTION CAMPAIGN (LCDC) 0 MICRO
PLANNING

Successful implementation of Leprosy Case Detection Campaign (LCDC) requires
meticulous microplanning. Imp ortant components of microplan are as under:

{1 Campaign specific IEC

1 House-to-house case detection activity

Information Education Communication (IEC) and Social Mobilization:

Effective communication is vital to ensuring that all cases are detected during
LCDC. This requires a planned, intensive approach to interpersonal
communication, community mobilization, advocacy, and visibility for the
programme through IEC activities. Each state and district should aim to meet two
broad objectives:

1 Create community and family awareness & acceptance of the LCDC during
house-to-house activities so that no cases are missed.

1 Coordination with GOI, State governments, district administrations, ILEP/
WHO, NGOs, Panchayati Raj Institutions, Education department,
Information a nd Broadcasting department, ICDS, key religious institutions
and others to expand the reach and impact of the programme.

Activities to be undertaken for campaign specific IEC:

It is essential that adequate social mobilization measures and awareness at mas
level are undertaken prior to the LCDCs so that community is fully informed about
the i) Dates of field visits, to be undertaken by ASHAs and Volunteers in an area, ii)
The need & benefits of this campaign for Leprosy patients and community which
should be reminded during the campaign also. Considering before-mentioned
necessities, following instructions will be pursued:

1 There must be publicity of LCDC for 5 days.

1 2 days prior to starting the activity and for 3 days after starting the house to
house casesearch.

1 The cost of IEC will be at the rate of Rs. 4000 per day for each distt.

1 Emphasis on need based planning may be given to address the local need
for awareness e.g. leaflets/pamphlets may be suitable for literate targets
while folk play will be effe ctive for rural areas.

1 For effective IEC activities the spread messages on specific days and
locations needs to be clearly define. Theday wise IEC activity plan for
LCDC is shared at annexure XXII.

Key Strategies:

1 Focus on interpersonal communication (IPC) for raising awareness in urban
slums and rural areas supplemented by mass media & print material.

1 Mobilization of the Panchayati Raj Institutions system to support leprosy
elimination, including calling of Gram Sabha to plan and ensure population
screenng for case detection.

1 High-risk area approach for programme planning, monitoring, training and
social mobilization in selected areas/ districts.
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1 Special messages & use of different channels of communication for hard to
reach groups and urban areas.

1 Consistency in the message. Messages that change repeatedly during the
preparation will lead to confusion and decreased participation in LCDCs.

Messages:
The following key messages must be delivered through pamphlets, big hoardings
and paintings and through in terpersonal communication also in the language
understood locally:

1 If you have a light color patch, redness, loss of sensation, swelling or nodule

over the skin, it may be leprosy.

1 Leprosy, like any other disease, can happen to anyone however it is
completely curable.
Disability caused by leprosy can be prevented if reported and treated early.
Treatment of leprosy i.e. Multi Drug Therapy is available free of cost.

= =

Message can be frame or edited as per the circumstance
and availability of resources.

Preparation and Distribution of IEC materials:

State-Level Activities: The State IEC Bueau will coordinate with partners to
ensure timely production and distribution of audio cassettes for miking in
districts/blocks, Poster and banner, Local PressAdvertisement and
announcements/messages in local programs and cable channels.Mobilize local
cable-operators and cinema theatres in urban/peri -urban areas to screen leprosy
messages in the local cableTV network and cinema theatres.

IEC/Social Mobilization Microplans: At least 15 days in advance of the LCDCs, a
block level microplan will be finali zed. The microplan will especially include the
following:

9 Listing of high -risk pockets and outreach areas requiring special efforts.

1 Detailed route-charts/schedules for miking activities, prioritizing high -risk
pockets.

9 Listing of influencers such as community/religious leaders, gram pradhans,
and medical practitioners.

1 Miking to be carried out by slow -moving vehicles such as cycle
rickshaws/cycles and not from fast moving vehicles. Miking must be
conducted in villages prior to the arrival of a LCDC search team. Miking
vehicles/drum -beaters must follow the route-charts. Fixed-post miking in
mosques/temples to be mobilized for making live announcements at least
thrice a day, on all 5 days. Conduct mobilization meetings with local
influencers such as community/ religious leaders, gram pradhans and
panchayat members (especially women panchayat members), and local
medical practitioners. School children should also be mobilized to encourage
families and neighbours for acceptability of LCDCs.

Mobilize local cable -operators and cinema theatres in urban/peri -urban areas
to screen leprosy messages in the local cable-TV network and cinema theatres
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Activities to be undertaken during House &to & house case detection: It is to be
understood that the prevalence rate i.e. cases being registered or being represented
to the Health System through programme is just tip of the iceberg, major portion of
which is still submerge d under water or in other words several leprosy cases are
still hidden in the community. Hence, strategy proposed to do house to house
search through involvement of ASHAs and trained FLWSs to enable examination of
both male and female suspects in the communty. Considering before -mentioned
innovations, following instructions will be pursued:

1 Team of one ASHA and one FLW will be formed for population of 1000

person.

1 On an average 200 households will be covered by each ASHA and FLW.

1 The activity will be undert aken in 14 days.

1 Honorarium of Rs. 20 per day will be paid to team members.

Microplanning for House to House Leprosy Case Detection Campaign:

The aim of the LCDCs is to detect leprosy cases as early as possible. To ensure the
same the search teams mustisit each household in the LCDC area. The duration of
the house-to-house (h-t-h) search and case detection operation should be decided
by the number of available search teams in the area because teams have to be
allotted rational/feasible work load.

Area allocation and workload of teams:

Each team should be allocated clearcut, well -demarcated areas clearly mentioning
the starting and ending points, identifiable with landmarks; for each day of h -t-h
activity.

Each team should be given optimal number of houses to be covered in consultation
with the concerned ASHAs/ FLWs working in the area taking into account the
local geographical conditions and the time taken in travel and to revisit X houses.
The number of houses to be covered each day should not be fixel by the district
officials. However as a general guideline:

1 In rural areas 15-20 houses per team per day may be planned. This number
may be changed in view of local situation to allow optimal time for travel
and revisits to X houses.

In urban areas 2025 houses per team per day may be planned.

The number of houses per day may be less in sparse/scattered population.

This number may vary from day to day depending upon the geographical

situation of area planned to be covered by the team on a particular day.

1 The no. of houses to be covered each day should be mentioned in the
microplan.

= =

Composition of teams:
1 Teams of two persons each should go houseto-house case search
9 Out of the two members in each team, one should be a local male volunteer
i.e. Field Level Worker (FLW) and one Accredited Social Health Activist
(ASHA).

While planning for rural areas, ensure the following in the micro plan:
1 All hamlets (tolas/ purwas) adjoining the village are documented and
covered during the activity.

9 Brick kilns are covered by h-t-h team or special mobile teams.
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1 Names of prominent local influencers like pradhans, panchayat members,
local doctors, teachers, religious leaders, anganwadi workers etc. are
incorporated.

For urban areas ensure that:
1 All peri -urban areas, slums, pavement dwellers, construction sites and new
settlements are covered in the micro plans.
1 Households on upper floors are accounted for while estimating no. of
houses to be covered by teams.

1 The names of local resident welfare organizations, community | eaders etc.
are included in the microplans.

Activities of teams:
(@) Search and detection/diagnosis of cases affected with Leprosy during house
to house visits :
1 During h -t-h activity, maps should be used to visit all houses systematically
as per the micro plan. No house should be left unvisited.
T House t o house visits and revisits to
undertaken at the time when inhabitants of the area are most likely to be
available at their homes.
1 During house -to-house visits, teams should knock atthe door and then enter
each house.
1 Team should then greet the respondent politely, introduce themselves, and
explain the purpose of their visit.
1 The next task is to determine the correct number of inhabitants of the house.
To determine correct information, the team members have to go
systematically and ask all the following questions in each house:
1. How many families (households) are staying in the house? Number
of families i s t o be determi ned by
(kitchens).

2. What is the number of persons residing in each house hold?

3. Are all persons in the house? Determine information household
wise.

4. Are any person (who normally live with the family) away from
home for reasons like: Gone to fields or market place or school.
Visiting friends /relati ves within the village or in other villages /
cities. Gone out to their place of work. Outside the house for any
other reason.

All persons irrespective of age present at home should be examined for
the presence of light color patch, redness, swelling or nodule on skin, only children
less than 2 years of age may be exempted from physical examination. ASHAs
should examine the females and children, FLWs must examine the males. Privacy
should be maintained while examination, same must be done in a separate room
inside the houses. If household is not available examination may be done in the
nearest health facility.

The members of the team should also mark the tally sheet after every member of
the family is examined and mark every visited house as L/date or X/date with
chalk or geru.
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Team members should advise family regarding need & benefits of this campaign
for Leprosy patients and community. They should try to address the queries and

myths regarding disease and programme.

Before moving to the next house, team should thank the mukhiya/ head of the

family and family members as well for their cooperation and be doubly sure that

all inhabitants of house have been examined in the house.

Details of unexamined inhabitants of the visited house should be entered in the X
Tally sheet.

(b) Marking of houses by search teams:

All visited houses should be marked with white/coloured chalks or geru as:
L/date:
1 All persons staying in the house have been examined in this visit. This
includes persons visiting the house when the campaign is on.

X/date:

1 All or some eligible inhabitants of the house were not examined for
reasons like:
U Persons not at home for the following reasons away to farms/
fields, place of work, school or market places
U Visiting friends or relatives
U Locked house - even if the family is not expected to return for a
period of one to two years.

A list of X /Date houses should be made on the X tally sheet and submitted to
supervisor at the end of each day by each team. Teams should also indicate the
number of the house visited and put an arrow in the direction where they are

moving.
EXAMPLES OF HOUSE MARKING
L-1 L-2 X-3
Date Date Date

For revisit - make record of left out houses and revisit on the next day only. If not
available revisit on next day, 7t & 14t day of LCDCs. It is instructed to finish all

the planned houses by 13" day of LCDC and revisit all the X houses, RV d1, RVd2
for revisit.

Revisit to X houses:

All X marked houses generated by search teams during the day, irrespective of
cause should be revisited by teams during afternoon/evening to examine the
inhabitants of these houses. Teams should make these revisits at a time when all the
inhabitants are expected to be available in the house. The biphasic nature of the
activity should be essentially planned to ensure examination of such persons who
were out of the house at the time of first visit.

In areas where people are reluctant to go for physical examination and leprosy
case search § an issue, revisits to X houses should be made along with the local
influencers/community leaders who would be able to motivate the family for
better cooperation.

Flexible timings and flexible days of activity will increase the acceptability and
cooperation by the community.




Micro Planning for High Risk Areas and Underserved Population:

t has been observed that the same population groups are often missed by the
outine programme activities. All these groups must be identified and such
areas must be alisted in the micro plans. These areas should be considered as
high risk and the population as underserved.

Indicators for High -risk areas i.e. area prone to extremely flooding for six
months or more per year, naxalite affected areas, hard to reach due to
geographical location etc. and underserved population include the following:

1 A confirmed leprosy case has occurred in the recent past.

1 Problems in terms of non-cooperation from community during case search/

campaign.

1 Low routine case detection coverage.

1 Urban slums or peri urban areas not recognized by district authorities.

1 Remote, sparse and difficult to reach population groups like nomadic tribes,
boat people, and isolated families living along riverbanks for farming, river
islands etc.

Mobile populatio n and tribes

People with working hours that do not coincide with the visit of teams (for
example persons going to the fields during harvesting and sowing seasons
are simply missed because teams do not reach either before they leave or
after they come backfrom the fields).

1 People living at construction sites, brick kilns

1 Travelers, who may be on the road or in the train when the campaign takes

= =

place.
T Peopl e l i ving i n houses out si de recogni z
l andd) .

1 People that have lost their faith in the health programme, because of low
quality of services provided, lack of explanation, and/or rude behavior of
health functionaries in the past.

T People of specific socio economic status,
reach. Persons with high socio economic status may disagree with case
detection campaign, because they assume that leprosy cannot occur to them.
Whereas, People of low socio economic status may distrust anything offered
for free and request other services.

1 Misinformed groups, who m ay refuse examination because of wrong beliefs
or stigma attached to the Leprosy. They do not oppose examination because
of religious reasons, but because of lack of proper information through the
proper channels.

Special efforts for high risk areas and u nderserved populations:

The States and districts will need to take special measures to ensure that all people
are examined in these high-risk pockets. The special measures for highrisk areas
include the following (these are in addition to what is already being done for other

areas):

 Intensive efforts for social mobilization and IEC need to be undertaken in
these areas, such as:
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Intensive miking, house-to-house visits by health workers to involve
community leaders, panchayat members particularly the women members,
religious leaders and other local influencers like medical practitioners, local
moneylenders, grocery shop owners, popular teachers, prominent youth etc
to provide proactive support.

Local community members/influencers must accompany search teams
during house-to-house visits in such areas, especially during revisit to X
houses.

Deployment of reliable trained and motivated manpower in such areas o
best workers for worst areas.

Workload of house-to-house search teams should be rationalized to give a
feasible workload to each team.

The search teams should undertake houseto-house visits when all persons
are most likely to be available at their homes. This may require changing
hours of operational activities to early mornings or late evenings.

More intense supervision in the area with supervisors being allotted less
number of house-to-house search teams.

Increased supervision in these areas by state and district officials who
should make frequent visits both during planning and implementation
phase.

Designate a person in each district to be responsible for these underserved
population groups/areas.

Intensive monitoring of such areas by best supervisors to get accurate
feedback.

In some tribal areas residential schools are run same must be included in
microplan.

LCDC in misinformed groups:

T

Search teams working in these areas should be specifically selected and
specially trained to search for all hidden cases, in each household, convince
them and then carry out examination activities.

Each houseto-house sarch team in such areas must have at least one male
member/volunteer and ASHA from the community where they are
working.

Teams in such areas should be assigned no more than 15 houses per day.
This would allow the teams to spend more time in each house.

Local community members/influencers must accompany search teams in
such areas to convince reluctant community.

Teams should also carry appeals from community/religious leaders to
convince reluctant people/ community.

During house-to-house campaign in these areas the male volunteer in the
team should take the lead in seeking permission from head of the family
before entering the house.

After introducing themselves and explaining the purpose of their visit
members of search team should determine the number o households in
each house (as defined by the number of kitchens in the house) and then
determine the number of inhabitants in each household by asking all
relevant questions.

Additionally members should also cross verify the number of people living

in the house from neighbours, local influencers accompanying the teams,
people in the street etc.
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