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Summary A study was undertaken to investigate the possibility that female leprosy
patients in South Eastern Nigeria may be at a disadvantage with regard to early
presentation for diagnosis and the prevention of disability. A hospital-based retro-
spective examination of case notes for the period 1988—1997 was undertaken,
totalling 2309 adult patients of whom 1527 (66°/a) were male and 782 (33%) were
female (confirming the usual 2:1 male:female ratio for this disease). Data were
collected on 1) the clinical type of leprosy, 2) the interval between the onset of
symptoms or signs and presentation for diagnosis and treatment and 3) the patterns
of physical deformity/disability. The results indicate that in this part of Nigeria,
female leprosy patients have a much longer period (duration of illness) between first
symptoms or signs and presentation for diagnosis, compared with males; on average,
the period before diagnosis in women was almost twice as long as that in men.
Furthermore, they suffered a higher proportion of disabilities. There was no evidence
to support discrimination against females with leprosy by the health staff or comm-
unity and female health workers were available in both hospital and primary health
care centres to receive and examine female patients. The Discussion refers to the
many studies already published on gender issues, identifying a wide range of social,
cultural and economic variables attributed by social structure to men and women, and
including the impact of stigma, which may be particularly damaging to women
in some situations. The main factors that account for late presentation of females
with leprosy in this area have however still to be defined. The consequent higher
proportion of disability/deformity in women is obviously of considerable concern,
underlining the need for further clinical and social research in this part of Nigeria.

Introduction

Nigeria has made good progress in recent years in the control of leprosy under the National
Tuberculosis and Leprosy Control Programme (NTBLCP).! From a prevalence of 65,010
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cases in 1992 (7-1 per 10,000 of the population), there are currently 7128 (0-5 per 10,000 of
the population) and since 1996 there has been 100% coverage of all known and newly
diagnosed leprosy patients with multiple drug therapy (MDT) as advised by the World Health
Organisation (WHO) in 1982.> Unfortunately, yearly incidence (case detection) rates
remain relatively high and the disease is still clearly endemic in some parts of Nigeria,
including the South Eastern region. A recent study has confirmed that early presentation
for diagnosis and treatment is still a problem and that detection rates are lower for women,
especially in the rural areas.® Other authors have indicated that women are less aware of the
causation and symptoms of leprosy and have less access to health care coverage than men,
thus contributing to their delay in seeking treatment.*> A similar situation has been reported
from Nigeria.® Furthermore, in the traditional societies in most parts of this country, help-
seeking by patients is often diverse and heavily influenced by personal and social factors
and the influence of indigenous healers.’

We report here the results of a hospital-based, retrospective study, based on case records
from a leprosy hospital in South Eastern Nigeria, with the main aim of investigating the
possibility that women with leprosy in this part of Nigeria are at a disadvantage with regard
to early detection and treatment and the avoidance of disability and deformity.

Subjects and methods

This retrospective study was carried out in a leprosy hospital located near Ekpene Obom,
Akwa Ibom State, South Eastern Nigeria. The hospital serves both as primary treatment
centre as well as a referral centre for the management of leprosy in the five states of the South
East of Nigeria (1991 population, 12 million). The field staff also carry out contact tracing in
the catchment areas. The study involved a 10-year review of adult leprosy cases presenting
for treatment from 1988 to 1997.

The case notes from a total of 2309 patients consisting of 1527 (66-1%) males and 782
(33-9%) females were examined. A thorough analysis of each patient record was carried
out to obtain data on age, sex, duration of illness before presentation for treatment, age at
onset of illness and pattern of deformity. A standardized questionnaire was used by all
staff to record information on each patient. The WHO field classification (multibacillary/
paucibacillary) was used to classify the leprosy cases. Statistical analysis of the differences
in values for men and women was carried out using Student’s ¢-test. P values <0-05 were
taken to be statistically significant. All data collected were analysed using EN info version 5
computer software. In view of the total of over 2000 case records in this study, together
with the predictable difficulties of locating patients, no interviews were attempted. In case
of difficulty in recording the interval between the onset of symptoms and first presentation
for diagnosis, hospital staff were involved in the best possible interpretation of the written
records.

Results

Figure 1 shows the sex distribution of patients under study on a yearly basis. Of the 2309
patients enrolled, 1527 (66-1%) were male, while 782 (33-9%) were female, giving the usual
male to female ratio of 2:1.
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Figure 1. Yearly sex distribution of patients.

Figure 2 shows the disease classification of the study groups. A total of 1925 (83-3%)
patients consisting of 1309 males and 616 females had multibacillary (MB) leprosy. The
remaining 384 (16-7%) patents, made up of 218 males and 166 females, had paucibacillary
(PB) leprosy.

Figure 3 shows the sex (male:female) differences in time of presentation of leprosy
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Figure 2. Disease classification of patients into multibacillary (MB) and paucibacillary (PB) leprosy.
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Figure 3. Sex (male:female) differences in time of presentation for diagnosis and treatment.

patients for diagnosis and treatment. Male patients clearly had a shorter duration of untreated
disease as they presented early for diagnosis and treatment. Women take, on average, almost
twice as long before a diagnosis of leprosy is established. (P < 0-001).

Table 1 illustrates the sex (male:female) differences in the deformities. In terms of
absolute numbers, more male patients have various types of deformities than female patients.
However, as a proportion, significantly more female patients have deformities (385 of 782, or
49%), compared with male patients (658 of 1527, or 42%) (P < 0-05).

Discussion

By far the most important finding of this study centres on the longer period of delay in female
leprosy patients before reporting for diagnosis and treatment, compared with males. Their
higher proportion of disability may reasonably be regarded as a direct consequence of this
delay. Recent operational research carried out in other parts of Nigeria on factors influencing

Table 1. Sex (male:female) differences in deformities

Type of deformity/defect Male Female Total no. (%)
Claw hands 92 43 135 (5-2)
Claw toes 103 65 168 (6-4)
Plantar ulcer 75 52 127 (4-9)
Palmar ulcer 67 50 117 (4-5)
Lagophthalmos/corneal ulceration/cataract 17 7 24 (0-9)
Ear and nose ulceration 56 42 98 (3-6)
Palmar insensitivity 105 66 171 (6-6)

Plantar insensitivity 143 60 203 (7-8)
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the late reporting of new leprosy patients found that a low level of awareness and knowledge
on the symptoms and curability of leprosy was a major factor." However, no significant
difference between male and female patients was reported. In attempting to find an
explanation for our findings in this part of Nigeria, it has to be kept in mind that we did
not address the broader issues of ‘gender’ or ‘gender inequalities’ defined as ... a wide range
variety of social. cultural and economic variables attributed by social structure to men and
women.®? However, these important aspects have been covered in the literature based on
studies from other parts of the world, including a series of articles and reviews, published
in this journal,!9-13> dealing with gender ‘inequality’, ‘sensitivity’ and ‘differentials’.
Furthermore, WHO and the International Federation of Anti-leprosy Associations (ILEP)
have repeatedly drawn attention to the importance of women with leprosy in the context of
health education, community participation and the paramount importance of ensuring that
access to diagnosis and treatment is universally available. In its Seventh Report,'® the WHO
Expert Committee on Leprosy drew attention to the need to abolish any special legal
measures that might increase prejudice against leprosy and noted that n some countries the
human rights problem is particularly serious among female patients. This is not the situation
in any part of Nigeria, and we are not aware of faults in the attitude of health staff or the
provision of female health workers to receive and examine women with leprosy. The
traditional element of stigma that often characterizes this disease may be important, but
our impression is that many other socio-economic factors, including social and educational
status, may prevent women from seeking early diagnosis and treatment. The main factors
accounting for the late presentation of females in this area are still to be defined. The
consequent higher proportion of disability/deformity is obviously of considerable concern,
underlining the need for further clinical and social research in this part of Nigeria.
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