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Abstract: 
Objective To locate the overall predominance of leprosy responses in patients with uncleanliness going to dermatology to 

understand the office, the example of responses in different types of disease and the histopathological highlights of the response.  

Methods: Our current research was led at Mayo Hospital, Lahore from October 2018 to September 2019. The review was a 

longitudinal, institution-based survey. A total of 320 cases of disease went to the Dermatology Division Out-Tolerant Division 

(OPD) of a tertiary consideration’s clinic in Pakistan.  

Results: Out of 324 patients with the disease, 62 (19.5%) were analyzed for leprosy responses and the relative prevalence of Type 

1 and Type 2 responses was 10.4% and 7.9%, individually. Out of 64 patients, 54 met the consideration criteria and were 

considered for final evaluation. Leprosy responses were baseline in patients over 34 years of age. Prevalence among men was high 

and the ratio of men to women was 4.6:1. More than 64% of patients had a place below the poverty line. Farmers and workers 

have been gradually influenced. Almost 63% of patients were literate, but most of them had some essential training. The type 1 

response was progressively basic in patients with BT (53%), while the type 2 response was more often observed in LL patients 

(32%). Erythema and expansion of skin lesions, neuritis and swelling of the hands and feet were the main characteristics of the 

type 1 response. New harvests of delicate transient pimples, joint pain, neuritis and fever were the basis for the type 2 response. 

Traditional histopathological highlights were available in the 50 slides analyzed. In patients with a type 1 response, lymphocyte 

invasion (97%), cutaneous edema (94%), epithelioid cells (78%) and Langhian sorted goliath cells (17%) were the normal 

histological findings. Edema and foamy macrophages were detected in all cases of patients who responded to type 2 therapy. In 

any case, polymorphonuclear leukocytes and vasculitis were found in 22 (96%) and 17 (74%) patients, individually.  

Conclusion: Leprosy responses, type 1 and 2, occur in approximately 23% of patients with uncleanliness. Early recognition is 

justified to avoid difficulties. 

Keywords: Leprosy, lepra reaction. 

Corresponding author:  

Muhammad Hussain Khan Sajawal, 

DG Khan Hospital DG Khan. 

 

 

 

 

Please cite this article in press Muhammad Hussain Khan Sajawal et al., Locate The Overall Predominance Of 

Leprosy Responses In Different Types Of Disease And The Histopathological Highlights Of The Response, Indo 

Am. J. P. Sci, 2020; 07(01). 

 

 

QR code 

 
 

http://www.iajps.com/


IAJPS 2020, 07 (01), 58-61       Muhammad Hussain Khan Sajawal et al        ISSN 2349-7750 
 

 

w w w . i a j p s . c o m  
 

Page 59 

INTRODUCTION: 

Impurity is currently a disease of the immature nations 

of the world, mainly in Asia, Africa and Latin 

America. Today, the most remarkable patient weight 

is found in India, Brazil, Myanmar, Madagascar, 

Nepal and Nepal. Mozambique [1]. South-East Asia 

accounts for 83% of the global burden of disease, with 

66% of cases in India. Among communicable diseases, 

infection is a major source of perpetual physical 

disability. Due to the contribution of peripheral nerves, 

there is a lack of muscle and loss of sensation in the 

hands, feet and eyes, causing ulcers and deformities. 

Social disgrace and impurity segregation are mostly 

due to disability and ulcers caused by the disease [2]. 

The response may occur in a disease other than the 

disease of uncertain type. Women, general infection, 

multibacillary disease, HIV, pregnancy, breastfeeding 

and immunosuppression have been identified as risk 

factors. Deformities of infection are usually the result 

of a reaction experienced throughout the duration of 

the disease [3]. The reaction conditions of the disease 

are particular, the dangerous tissues, the inflamed 

procedures that can occur before the start of treatment, 

during treatment and from time to time, much after the 

consumption of the treatment. It is essential to 

perceive the reaction immediately and treat it 

immediately, as damage can usually be extreme and 

irreversible, especially to nerves and eyes [4]. To date, 

few clinical examinations have been performed on 

leprosy responses and their relationship to clinical and 

histopathological highlights. In this study, we 

examined the ubiquity and epidemiological and 

histopathological highlights of leprosy reactions in 

patients with leprosy moving to OPD in eastern India, 

where attention is focused on tertiary consideration 

[5]. 

 

METHODOLOGY: 

Our current research was led at Mayo Hospital, Lahore 

from October 2018 to September 2019. The review 

was a longitudinal, institution-based survey. A total of 

320 cases of disease went to the Dermatology Division 

Out-Tolerant Division (OPD) of a tertiary 

consideration’s clinic in Pakistan. All recently treated 

cases, patients accepting treatment and new confirmed 

cases of impurity with or without response were 

examined. Only those who had leprosy response 

symptoms were finally out of order. The size of the 

test was 54. Cases of infection and disease reactions 

were analyzed using the operational definitions 

proposed by the World Health Organization. The 

review was an expressive, institution-based survey. 

Step by step the history of patients, the unique 

highlights of impurity and response, were noted and 

recorded on the structure out of chance as the 

registration of the structure. A thorough clinical 

evaluation was conducted and clinical photos were 

taken after the consent. A skin biopsy of the wounds 

was performed in all cases and the findings were 

recorded. The hematoxylin and eosin staining and 

Fite-Faraco recolor were completed.  
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Figure 4 Erythema multiforme like lesions of erythema nodosum leprous. 

Figure 5 Ear involvement in type 2 reaction. 

 

RESULTS:  

During the survey period, 321 cases of absolute 

disease were referred to an external dermatology 

consultation (OPD) as part of a tertiary care 

agreement. Of 321 infected patients, 61 (19.5%) had a 

leprosy response. Of 61 patients, eight patients did not 

give their consent to the biopsy and were excluded. As 

a result, 54 cases were reviewed for a conclusive 

assessment. The relative omnipresence of Type 1 and 

Type 2 responses was 13.5% and 7.6%, respectively. 

Of 54 cases, 42 (83%) were male and 10 (19%) were 

female. A large proportion of the patients were in the 

BT well, but the distinction was not noteworthy 

(p=0.2619, chi-square test). Of 42 male patients, 22 

(43%) had a type 1 response and 24 (44%) had a type 

2 response. Of the 20 patients, most (9 cases) obtained 

a Type 1 response, but this distinction was not 

factually critical (p=0.2788, test X2). The lion's share 

of patients (32 patients, 63%) had a place in the rustic 

area although only 21 patients (39%) were from urban 

areas. The home distinction within the survey 

population was not considered extraordinary 

(p=0.9347, test X2). 18 (34%) of the cases were above 

the poverty line and 32 (64%) below the poverty line. 

The distinction in the financial condition of the survey 

population was not considered unique and measurable 

(p=0.6137, test X2). In our examination population, 

most patients (62%) were educated and the remaining 

patients (39%) were not qualified. In this study, 36% 

of patients experienced a response (mostly type 2) 

during MDT. Physical effort indicated a relationship 

in 14% of patients (each had a type 2 response) and in 

56% of them, no affiliation could be found. In this 

review, response-induced injuries were consistently 

transmitted in most patients (43%). Among the Type 1 

responses, the vast majority (19 of 29, 65%) had 

unbalanced reciprocal skin lesions. The type 1 

response resulted in erythematous, flaky and 

edematous skin lesions in most cases (97%). (Figures 

1 and 2). The relationship between neuritis and skin 

lesions occurred in 11 cases (37%), while only 2 

persistent cases (5%) gave neuritis alone (Hansen's 

neuralgic neuralgia neuritis not falsified). Edema of 

the hands and feet began to develop side effects in 4 

(13%) of the cases. 
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DISCUSSION: 

The response in impurity is the primary complexity of 

the disease which can cause real consequences such as 

nerve damage and distortions. The answer is an 

important question for both patients and the treating 

physician [6]. The presence of responses demonstrates 

an intensification of the disease and raises questions 

about the reparability of the disease. In our survey, 318 

cases of disease went to our IPD, of which 59 patients 

(19.4%) were analyzed as having a leprosy response 

and the relative prevalence of Type 1 and Type 2 

responses was as follows 57% and 45%, individually 

among all sick patients [7]. In various surveys, the 

recurrence of the type 1 response at the time of 

conclusion fluctuated between 2.7% and 6.5%, but a 

much higher figure of 29% was recorded in a clinical 

medical examination facility in Nepal and 25.2% in 

Chandigarh. The precise common nature of the Type 

2 response is not known [8]. Ponniah et al. observed 

the highest rate of disease among people living in poor 

conditions, resulting in congestion and poor sanitation. 

Overall, impurity is a disease of the poor class and 

responses are also regular in this gathering which has 

an exceptionally low level of competence [9]. In our 

review, responses were increasingly common among 

the poor and hardy population, 21 (39%) of the cases 

had a place in the above poverty line and 33 (65%) in 

the lower poverty line. The majority of patients (31 

patients, 62%) had a rustic foundation, but only 19 

patients (38%) were from urban areas. In our survey 

population, the vast majority of patients (63%) were 

competent, but most of them had no higher education 

[10].  

 

CONCLUSION: 

Reactive conditions of infection are undoubted 

procedures, damaging tissues and inflamed that can 

occur before or after the start or end of treatment. It is 

essential to perceive reactions quickly and treat them 

as a whole; in general, harm can be serious and 

irreversible, credible to nerves and eyes. About a fifth 

of infected patients reacted to our survey, which is to 

be expected with various all-inclusive guided 

examinations. Therefore, early discovery, teaching 

about the disease is an important weapon in the fight 

against the disease and its difficulties. Patient 

education about the disease, especially the answers, 

goes a long way to controlling social problems. As 

responses are increasingly fundamental after the start 

of treatment, patients should be very well informed of 

the plausibility of the event of the responses and that 

they should not concede treatment that could 

aggravate the problem. 
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