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1. Background 

At the first meeting of Global Leprosy Programme Managers held at the WHO Regional 
Office for South-East Asia (SEARO), in April 2009, the Global Leprosy Programme 
developed the Enhanced Global Strategy for further reducing the disease burden due to 
leprosy 2011-2015. In October 2010, the Eighth Expert Committee Meeting on Leprosy 
was held in Geneva which recommended that the programme should aim to reduce the 
occurrence of new cases with grade-2 disabilities/impairments to a level below one per 
million population at the global level. In addition, as an interim goal, the Expert 
Committee also endorsed the target set by the Enhanced Global Strategy of reducing by 
35% the rate of new cases diagnosed with grade-2 disabilities/impairments per million 
population by the end of 2015. 

Although the implementation of the Enhanced Global Strategy has already started in 
the Regions and endemic countries, certain aspects of the strategy need further refining 
and understanding by the national programmes. Therefore, the following main objectives 
were set for the current meeting of programme managers: 

 To introduce key activities outlined in the Enhanced Global Strategy, and 

 To review key indicators for monitoring progress at the national levels. 

2. Inaugural address 

In his inaugural address, Dr Samlee Plianbangchang, Regional Director, WHO South-East 
Asia Region, welcomed the participants with a special mention for Mr Yohei Sasakawa, 
WHO Goodwill Ambassador, and Chairman of the Nippon Foundation, Tokyo, Japan. In 
this connection, Dr Samlee paid rich tribute to Mr Sasakawa’s laudable efforts in 
addressing the issue of stigma and discrimination faced by leprosy-affected persons and 
their families. Mr Sasakawa’s untiring efforts in promoting the “human right” of these 
persons are highly commendable indeed. 

Dr Samlee expressed appreciation for the commitment shown by the national 
programmes and generous support from partners, because of which the Global Leprosy 
Programme has been able to achieve, to a large extent, the goal set by the Forty-Fourth 
World Health Assembly in 1991 that was to put to an end to leprosy being a public health 
problem.  

Dr Samlee cautioned that although almost all countries had achieved the leprosy 
prevalence rate of less than one per 10 000 population more work remained to be done 
in leprosy control. After elimination, leprosy was still endemic but at a low prevalence 
rate. “We need to be sure that leprosy will not return to become a public health problem 



Meeting of Global leprosy programme managers 

2 

again. Furthermore, the achievement in reducing leprosy prevalence rates at sub-national 
level especially in big countries, are not uniform. There still are pockets where the rates 
are higher than one case per 10 000 population. More efforts need to be energetically 
exerted to further reduce the leprosy disease burden. The “Enhanced Global Leprosy 
Control Strategy: 2011-2015”, if successfully implemented will help to sustain the 
achievements gained in the past, and help to further reduce the disease burden due to 
leprosy. Leprosy patients throughout the world are now receiving free MDT drugs for their 
treatment. The numbers of new cases are decreasing globally every year. Under the 
Global Leprosy Programme, over 15 million leprosy patients have been cured with MDT. 
In addition, by promoting “early case finding” and “timely treatment”, an estimated 2-3 
million people have been protected from getting disabled due to leprosy” Dr Samlee 
added. 

Further commenting on the positive achievement of the programme, Dr Samlee said 
that awareness and understanding about leprosy had been increasing in the communities. 
“This situation will help reducing fear of the disease — the fear that leads to social stigma 
and discrimination against affected persons and their families. People are now aware that 
leprosy can be cured, they know that free treatment is available for them, and they come 
forward for it. Leprosy control activities are increasingly being integrated into general 
health services. This will help in ensuring the most efficient use of available resources for 
leprosy control. The programme’s effort for integration ensures long-term sustainability of 
quality services for leprosy-affected people.” Continuing with the theme of integration, Dr 
Samlee suggested that to a large extent, the primary health care (PHC) approach is the 
main tool in community-based leprosy control activities. This approach has led to 
increased coverage of leprosy services, including “rehabilitation”.  

On the issue of the main challenges facing the programme, Dr Samlee said that 
despite all-out efforts, over 240 000 new cases of leprosy occur each year. “We have to 
ensure that these new cases are diagnosed early and treated promptly. The best care 
needs to be provided to leprosy-affected people with disabilities and impairments — 
people who face unbearable social and economic consequences. Our ultimate goal in 
leprosy control also includes an assurance that affected people will be able to perfectly 
integrate into the society, and will be able to lead a normal and productive life in the 
community. As the disease burden continues to decline, the programme will have to face 
more challenges for leprosy control. Such challenges will be both technical and 
managerial, with some of these challenges being more difficult to tackle. Political 
commitment at both national and international levels needs to be maintained at a high 
level, at least in order to ensure sustained quality leprosy services, in both treatment and 
rehabilitation. Collaboration among all stakeholders and partners needs to be further 
strengthened to ensure the required support to the national programmes. In the light of 
the current global economic down-turn, financial resources for leprosy control activities 
may be more difficult to mobilize. Therefore, programme activities will need to be 
strategically prioritized in order to ensure the most efficient and effective use of available 
resources” Dr Samlee stated.  
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Commenting on the recommendations made by the Eighth Meeting of the Expert 
Committee on Leprosy, Dr Samlee said that the Committee emphasized the crucial 
importance of early “case finding” and “prompt treatment”. Early case finding and prompt 
treatment are recognized as the “main interventions” of leprosy control programmes to 
limit “morbidity” and “disabilities”. The Expert Committee also recommended setting up 
of a goal to reduce “grade-2 disabilities” among new cases to less than one per one 
million population by 2020. This recommendation should invigorate efforts at improving 
the case finding activities and help in evaluating the progress towards this long-term goal. 
Indicators for monitoring the progress need to be effectively identified for the purpose. 

Dr Samlee provided future directions to the programme and suggested that more 
efforts are needed for “primary prevention” of leprosy. There is a dire need for more 
“investment” in prevention of disabilities and in rehabilitation. Rehabilitation services 
should be provided for both “physical” and “psychosocial” aspects. There is an urgent 
need to carry out research with the view to having better drugs, better treatment regimen, 
and better management of leprosy control programmes. There is a need to critically 
review our achievements and the lessons that we have learnt and refine/re-strategize our 
roadmap for future collaborative endeavours in the pursuit towards the ultimate goal of a 
“Leprosy-Free-World”. 

3. Address by WHO goodwill Ambassador, 
Mr Yohei Sasakawa 

Mr Sasakawa said that probably leprosy is gradually losing priority in the health service 
agenda. In India, the number of new cases is decreasing only very slowly. In Indonesia, 
there is some cause for concern. In Africa, which the Ambassador visited recently, there 
are ongoing challenges. The need to maintain quality leprosy management in all these 
places remains imperative. The elimination of leprosy does not mean we have 
eliminated all problems related to leprosy. We continue to see significant numbers 
of new cases around the world. People are still suffering from disabilities, stigma 
and discrimination as a result of the disease. Much work remains to be done, on 
both the medical and social fronts, to alleviate the suffering caused by leprosy. 
This is our ongoing mission. On the issue of remaining challenges, Mr Sasakawa 
said that there are still some difficult problems faced by the programmes. These 
include the slow decline in the number of new cases, the existence of high 
endemic leprosy hotspots and difficult-to-reach places, and the high rates of 
disability among new cases in some countries. Yet, in many countries, leprosy is a 
fading priority. This is compounded by dwindling expertise and resources. As 
WHO Goodwill Ambassador, Mr Sasakawa said that he has been calling on 
political leaders and urging them to maintain leprosy as a public health priority. 
However, because of competing programmes, “we will have to use our ingenuity 
to come up with strategic and creative approaches based on the needs of the 
country or region, for example, hard-to-reach areas, urban slums, and tribal or 
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nomadic populations, where the disease could be highly endemic. In such 
situations, it is imperative that we identify the targets and customize each 
approach according to the circumstances,” he added.  

Further, supporting the new target set by the Enhanced Global Strategy, 
Mr Sasakawa emphasized that in order to bring about reduction in new cases with visible 
disability we will need to find more effective methods to strengthen early case detection 
and completion of treatment with MDT. “If we can ensure early detection and 
appropriate treatment, then the number of cases with visible disability will decline. If 
disabilities are not obvious, the general public will have less reason to discriminate, 
which, in turn, helps people to voluntarily present themselves for diagnosis. It is our joint 
effort that will make a difference to people’s lives,” he said.  

In communities where people neither read nor have a radio or television, for 
example, street performances and dramas can be an effective tool to spread correct 
information about leprosy. Fortunately, with the WHO guidelines in place, it has become 
much easier for people affected by leprosy to get involved in assisting in early detection 
and education. Mr Sasakawa hoped that all concerned countries will find ways to put into 
practice the WHO guidelines for greater involvement of people affected by leprosy.  

In addition to the medical aspects, the Ambassador also emphasized the importance 
of paying attention to the social aspects of leprosy. In the long history of leprosy, a 
common response has been to cast out those with the disease. Abandoned by their own 
families and communities, it was as if a person ceased to exist. There were many mistaken 
beliefs about the disease – that it was highly contagious, hereditary, heaven’s punishment 
– and these took root in the public mind. Because such beliefs are so deeply ingrained, 
people affected by leprosy continue to face rejection, exclusion and other forms of 
discrimination, even after they are cured. Removing the stigma and discrimination 
associated with leprosy is not an easy task. It is a complex challenge, but we must not 
hold back our efforts if we are to see a world free from leprosy. In this regard, 
Mr Sasakawa suggested putting in place three strategies:  

(1) The first is an attempt to sensitize the international community through 
focusing attention on leprosy as a human rights issue. This has been done by 
making political appeals to international organizations and national 
governments to take action.  

(2) The second strategy is to build general awareness and transform social 
perception and understanding of leprosy through initiatives such as a Global 
Appeal.  

(3) The third is to empower people affected by leprosy themselves so that they 
become the primary stakeholders in this medical, social and psychological fight 
against leprosy. 

Regarding the first strategy, in 2003, Mr Sasakawa approached the Office of the 
United Nations High Commissioner for Human Rights in Geneva. Many years of lobbying 
later, in December 2010, the United Nations General Assembly in New York 
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unanimously adopted a resolution on the “Elimination of discrimination against persons 
affected by leprosy and their family members,” along with accompanying principles and 
guidelines. This is a historic achievement. “But discrimination and stigma will not 
disappear of their own accord, just because of this resolution. Tackling the discrimination 
associated with leprosy requires a united front. Only when NGOs, governments, 
international organizations, and the people affected themselves join hands, can we hope 
to end discrimination and restore dignity”, Mr Sasakawa said. 

Regarding the second strategy, the annual Global Appeal was launched in 2006. It 
calls for an end to stigma and discrimination against people affected by leprosy. Over the 
years it has been signed by world-renowned leaders including several Nobel laureates, 
leaders of leprosy-affected individuals, rights-based NGOs, faith communities, CEOs of 
major corporations and leading universities. Each Global Appeal has been disseminated 
and distributed worldwide. Global Appeal 2012 is to be signed by medical associations. 
Mr Sasakawa hoped that it will serve to sensitize our partners – medical doctors – and 
help to tackle the discrimination against persons with leprosy that sometimes exists in 
healthcare facilities.  

Thirdly, Mr Sasakawa has given his support to empower people affected by leprosy 
so that not only do they reclaim their dignity but also become agents of change, standing 
up and challenging the injustices they have suffered. For example, Mr Sasakawa helped to 
establish a National Forum of people affected by leprosy in India. The National Forum 
provides a common platform from which affected persons can speak out and make their 
voices heard, and upon which they can join together in actively working to reclaim their 
dignity and human rights. 

Mr Sasakawa cautioned that considering the medical and social challenges that 
remain, we must guard against complacency, or the disease will come back. “There is still 
much work to be done. We must improve operational factors to ensure that every new 
patient is diagnosed early and treated promptly. We must be humble enough to review 
our activities and ask what we could be doing better. By working together, we can move 
forward with purpose and achieve our goals” Mr Sasakawa added.  

The participants nominated the following to conduct the meeting: 

Chairperson: Dr H.J.S. Kawuma (Uganda),  
Co-Chair – Professor Zhang Goucheng (China) 
Rapporteurs- Dr (Mrs) Nguyen Thi Van (Viet Nam) and Ms Neesha Nasir (Maldives). 
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4. Session 1: Reducing stigma and discrimination 
4.1 Leprosy-related stigma and discrimination: current situation and new 

tools to address stigma (Dr Wim van Brakel) 

Dr. Wim van Brakel suggested that stigma can be seen from two perspectives:  

(1) The people who are stigmatized (anticipated or perceived stigma, internalized 
or self-stigma and experienced stigma or discrimination), and  

(2) The stigmatizers (enacted stigma or discrimination and perceived stigma – such 
as fear of the disease, symbolic stigma due to association and stereo type 
stigma). 

Stigma leads to participation restriction, social exclusion and poor quality of life. 
Impact of stigma on people has been examined from several stigmatizing conditions 
besides leprosy, such as mental illness, epilepsy and HIV/AIDS, all showing significant 
similarities. These manifest as: 

 Stress, anxiety and depression 

 Problems in getting married 

 Problems in social relationships 

 Problems with employment 

 Problems with education 

 Leads to concealment of the disease 

 Leads to isolation 

 Increases gender differences, and 

 Increases disabilities/impairments. 

Leprosy-related stigma also impacts on public health programmes adversely by: 

 Causing delay in presentation to health centre 

 Untreated cases continuing transmission of infection 

 Late presentation leads to more severe disease needing more expensive 
treatment 

 Poor adherence to treatment and default 

 Increased risk of developing drug resistance 

 Affecting credibility of public health services. 

The profile of stigma in the community was illustrated from a study in five districts of 
Indonesia which clearly showed that stigma exists in the country. In India, there is 
stronger stigma associated with HIV/AIDS than with leprosy. In addressing stigma, one 
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single strategy will not be sufficient to address all aspects. Anti-stigma strategies have to be 
developed considering the affected persons, their families, the community in general, 
institutions and society. Dr Brakel referred to a study in India in which stigma scores were 
used to demonstrate that in affected persons with no visible signs (of leprosy), the stigma 
score remained low with or without rehabilitation, whereas in persons with visible signs, 
stigma scores improved after rehabilitation of the affected person. A three-year evaluation 
of the project on stigma elimination conducted in Nepal showed a decrease in 
participation restriction both in persons with or without visible disabilities/impairments. Dr 
Brakel listed current and recent initiatives in the area of stigma reduction and the latest 
available reference materials from ILEP on the subject.  

The following points emerged during the discussion: 

 Emphasis on involvement of affected people  

 The need to get stakeholders committed to stigma reduction efforts 

 Involvement of affected people currently seems to be restricted to the level of 
implementation of programmes; this is not enough; wish to be involved at all 
stages. 

 Examples from Nepal show positive results from involvement of journalists and 
of counselling at the community level 

 Programme managers are requested to work towards ratifying the UN 
convention at national level and to use this as a tool for advocating for 
resources 

 Important role of positive IEC materials, especially avoiding showcasing any 
form of deformity/disfigurement. 

4.2 Social and economic aspects of leprosy; approaches to address the issue 
(Dr P.K. Gopal) 

Dr. Gopal thanked the organizers for making it possible for affected persons to participate 
in the important meeting. He indicated that fear of the disease/leprosy - existed in all 
cultures and is responsible for stigma and discrimination; where there is no fear there is 
no stigma and no change in the social and economic position of affected persons. Leprosy 
as a disease interferes and disrupts the process of socialization in a significant proportion 
of affected persons. For some the disruption is for a short period and for others it is a life-
long disruption. Not all leprosy affected persons need rehabilitation. A country-wide 
survey in India revealed that only 34% of affected persons need some form of social 
and/or economic assistance. It is, therefore, important to select the leprosy-affected 
persons who need assistance. Dr Gopal categorized people affected by leprosy into the 
following six categories and indicated that strategies for addressing their needs must take 
the differences into account: 
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(1) Have no deformity and have no social or economic problems. Leading a 
normal life. 

(2) Have deformities, but have no socio-economic problems, leading a normal life. 

(3) Have no deformities, but have socio-economic problems simply because they 
had leprosy. 

(4) Have deformities and their social and economic life is under threat of 
dislocation. 

(5) Have deformities and their social and economic status is already dislocated 
(are rehabilitated). 

(6) Have aged and have reached a state of destitution because of severe 
deformities and the result of prolonged suffering following dislocation of their 
social and economic status. 

Dr Gopal made the following suggestions to address the issue of dislocation of social 
and economic status: 

 The patient should come for treatment at the early stage to avoid the risk of 
developing deformity/impairment. 

 Participation of affected persons in leprosy services for early case detection, 
counselling and others should be strengthened.  

 The World Health Organization should play a pro-active role in sensitizing 
national governments and NGOs to develop strategies for improving the socio-
economic status of people affected by leprosy. 

 National governments should identify existing groups or organizations of 
persons affected by leprosy and enable them to work for elimination of stigma 
and discrimination. 

 Programmes for socio-economic rehabilitation should be encouraged by 
governments and NGOs. Affected persons must make the best use of such 
opportunities. 

 The UN resolution ending discrimination against persons affected by leprosy 
should be implemented by all governments. 

 Children of leprosy patients should be assisted to obtain education and 
employment opportunities; this will lead to improvement of the socio-
economic status of the families in the long term. 

 The newly developed guidelines by ILEP on stigma reduction should be 
implemented. There is need to translate the guidelines into local languages. 

During the discussion the following suggestions were made: 

 Affected people have many unanswered questions. They must be given an 
opportunity to express their views and suggestions in meetings like this. 
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 Approaches should be developed to address needs beyond the affected 
people themselves, for example, the need to ensure education and 
employment of their children. 

In summary, Dr Gopal reiterated that the cure from leprosy will remain incomplete 
until the affected person regains the social and economic status that allows him/her a 
dignified life. 

4.3 Counselling: its role in reducing stigma and discrimination  
(Mr. Sophea Leng) 

The presentation was mainly based on the work of Kien Khleang Leprosy Rehabilitation 
Centre (KKLR). Mr Leng said that counselling is a process of supporting those in a difficult 
situation so that they can solve their problems themselves. In counseling we should 
identify the clients and help them to express their worries, strengthen their personalities 
and ways to find good solutions and other support to solve their problems. He highlighted 
the following benefits from good counselling programmes: 

 Enable clients to identify their problems and needs. 

 Help clients to express their worries. 

 Help clients to express problems related to their personal experience. 

 Help clients to get out of their past “terrible experience”. 

 Help clients strengthen their personalities. 

 Help to find good solutions or suitable support. 

Mr Leng presented illustrations of how counselling had led to increased participation 
in society and helped clients to face society with more confidence.  

The discussion following the presentation recommended the following: 

 Involving affected persons also as counsellors. 

 There is a need to repeat interventions to obtain successful results. 

 Counselling also has a positive impact on reducing stigma and discrimination 

 Use of sign language to be considered in appropriate situations. 

 Counselling should also aim at: 

- decreasing the need to gather in special institutions or settings e.g. 
leprosaria, and 

- encouraging treatment in the family setting. 
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5. Session 2: Reducing the disease burden 
5.1 Global leprosy situation and the remaining challenges 

(Dr Myo Thet Htoon) 

A total of 130 countries had submitted reports to WHO at the beginning of 2011 on their 
country/territory situation. There were 36 countries reporting from the WHO African 
Region, 27 from the Region of Americas, 10 from the South-East Asia Region, 22 from the 
Eastern Mediterranean Region and 35 from the Western Pacific Region. Thirty-seven 
countries that had reported in the past did not do so this time, but based on historical 
information they would not contribute more than 1%-2% of the burden. Mid-year 
population data for 2010 published by the United Nations Department of Economic and 
Social Affairs/Population Division were used to calculate the rates.  

The number of new cases detected during 2010 as reported by 130 countries was 
228 474 (a case detection rate of 3.93/100 000). The registered prevalence globally at the 
beginning of 2010 was 192 246 (prevalence rate of 0.34/10 000).  The number of new 
cases detected annually continues to show a decline in all the Regions except for the 
Eastern Mediterranean Regions. Increased coverage along with provision of better services 
in Southern Sudan is the main reason for detecting more new cases in the Eastern 
Mediterranean Region.  The proportion of cases with MB leprosy among new leprosy 
cases in the African Region ranged from 61.72% in the Democratic Republic of Congo to 
99.21% in Kenya.  In the American Region, it ranged from 41.91% in Brazil to 83.06% in 
Cuba and in the South-East Asia Region it ranged from 42.33% in Bangladesh to 80.96% 
in Indonesia. In the Eastern Mediterranean Region, the proportion of new cases with MB 
leprosy ranged from 61.95% in Yemen to 88.38% in Egypt. In the Western Pacific Region 
the proportion ranged from 29.67% in Kiribati to 93.92% in the Philippines.  

The proportions of females among newly detected cases of leprosy in the regions are 
as follows: in the African Region it ranged from 20.11% in Mali to 48.44% in Burkina 
Faso. In the Region of Americas it ranged from 24.86% in Argentina to 46.53% in 
Dominican Republic and in the South-East Asia Region it ranged from 33.24% in 
Myanmar to 44.35% in Sri Lanka; in the Eastern Mediterranean Region it ranged from 
35.74% in Egypt to 42.94% in Sudan and in the Western Pacific Region it ranged from 
13.64% in the Marshall Islands to 45.60% in Kiribati. The proportion of children among 
new cases of leprosy in the regions was as follows: in the African Region it ranged from 
1.34% in Niger to 17.43% in Liberia; in the Region of Americas it ranged from 0.85% in 
Argentina to 16.67% in Dominican Republic; in the South-East Asia Region it ranged from 
5.46% in Bangladesh to 11.20% in Indonesia; in the Eastern Mediterranean Region it 
ranged from 6.06% in Pakistan to 18.29% in Yemen; and in the Western Pacific Region it 
ranged from 2.95% in China to 44.55% in the Marshall Islands. 

The grade-2 disability rate recorded at the end of 2010 (0.23 per 100 000) is the 
one targeted for reduction by 35% by 2015. So far this is showing a very slow decline. 
The proportion of new cases with grade-2 disabilities in the regions was as follows: in the 
African Region it ranged from 4.89% in Cameroon to 21.64% in Madagascar; in the 
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Region of Americas it ranged from 13.01% in Paraguay to 3.23% in Plurinational State of 
Bolivia; in the South-East Asia Region it ranged from 2.82% in Nepal to 14.81% in 
Thailand; in the Eastern Mediterranean Region it ranged from 7.37% in Yemen to 22.81% 
in Sudan; and in the Western Pacific Region, Marshall Islands reported 0% grade 2 
disabilities among new cases and China reported 22.51%. The global rate of new cases 
with grade-2 disabilities per 100 000 population was 0.23. Over 13 000 new cases with 
grade-2 disabilities were detected globally during 2010. In 2010, the rate of new cases 
with grade-2 disabilities ranged between 0.03 in the Western Pacific Region to 0.40 per 
100 000 population in the African Region. Annually 2000 – 3000 relapses are reported to 
WHO. A total of 2113 relapse cases were reported in 2010, which was less than what 
was reported in 2009 (number reported 3120) as Brazil did not report relapse cases in 
2010. 

Timor-Leste achieved the goal of elimination of leprosy as a public health problem 
(defined as a registered prevalence of less than 1 case per 10 000 population) during the 
last quarter of 2010. Southern Sudan reported a registered prevalence of 5 629 cases at 
the end of 2010 and 1 565 new cases were detected during 2010. This has contributed 
to the high registered prevalence reported for Sudan as a whole. More and more 
countries are reporting cure rates except countries in the African Region. A wide variation 
is seen in the cure rates between countries in the Regions and also between MB and PB 
cure rates. 

In conclusion, Dr Htoon said that due to the sustained efforts carried out by the 
national programmes along with the continued support from various partners both 
national as well as international, the disease burden due to leprosy continues to decline 
globally. It is important that all endemic countries continue to maintain the current 
declining trend of the disease. With the implementation of the Enhanced Global Strategy 
2011-2015 which places emphasis on reducing grade 2 disabilities among new cases, it is 
now important that cases are detected early and that patients complete the course of 
treatment with MDT in a timely manner and are cured. Improved management of 
complications by means of effective referrals services and increased community 
awareness about the disease so that cases self-report for diagnosis at an early stage will 
further help to reduce the disease burden. In collaboration with partners and associations 
of persons affected by leprosy it is expected that the issues relating to stigma, 
discrimination and rehabilitation can be tackled in a more integrated and inclusive 
manner.  

The discussion following Dr Htoon’s presentation raised the following issues: 

 Only 8% of countries reported treatment completion rates in 2010; in future 
treatment outcome data should be given priority. 

 From the African Region, there are concerns about regularity of treatment; the 
treatment completion rate without allowing for the extension (to nine months 
for PB and 18 months for MB) appears to be low. 

 There were concerns about the non-availability of data on psychosocial aspects 
of leprosy 
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5.2 From strategy to implementation: Enhanced Global Strategy 2011-2015 
for further reducing the disease burden due to leprosy (Dr V. Pannikar) 

Dr V. Pannikar said the current global strategy is the continuation of WHO’s earlier 
strategies for leprosy control and elimination. During the 1950s, with the introduction of 
dapsone, the institutional treatment approach changed to domiciliary treatment of 
patients. With the introduction of multidrug therapy (MDT) in the 1980s, and its 
widespread implementation in the 1990s, a more ambitious concept of eliminating 
leprosy as a public health problem was introduced. The elimination strategy aimed at 
reducing the prevalence of cases registered for treatment to less than one case per 10 000 
population at the global level. The goal was reached at the global level in 2000 and at the 
national level in most of the endemic countries in 2005. Since 2006, two more strategies 
for controlling leprosy were launched. The current one being the “Enhanced Global 
Strategy for Further Reducing the Disease Burden Due to Leprosy 2011-2015”. Both 
these strategies focus on reducing the disease burden in terms of reducing the occurrence 
of new cases and occurrence of grade-2 (G2D)) impairments and disabilities. In addition 
to reducing the occurrence of new cases and physical impairment and disabilities in new 
cases, the emphasis is on ensuring sustainability and quality of leprosy services. The 
strategy has specifically addressed the issues such as gender equity, human rights and 
initiatives to reduce stigma and discrimination faced by persons affected by leprosy and 
their families. 

The global strategy has set a target of 35% reduction per population in grade-2 
disabilities among new cases, taking the rate of grade-2 disabilities among new cases 
registered in 2010 as the baseline. The target will be monitored at both global and 
national levels from 2011 to 2015. The most recently concluded Expert Committee on 
Leprosy in its eighth report recommended a more ambitious target of reducing the 
incidence of grade-2 disabilities among new cases to less than one per million population 
by 2020. Dr Pannikar reviewed the progress made in controlling the disease and reducing 
the disease burden in medical terms. However, much needs to be done to reduce the 
disease burden due to physical, mental and socioeconomic consequences of leprosy on 
the affected individuals and communities.  

The major challenges currently faced are: 

(1) Removing the sense of complacency that seems to have set in control 
programmes after initial success. 

(2) Referral systems in most endemic countries are weak. 

(3) Developing effective tools/tests to detect cases early, including tools/tests for 
early recognition and management of leprosy reactions. 

(4) Much needs to be done in the field of prevention of disabilities and 
rehabilitation. 

(5) Sustaining basic expertise in clinical leprosy against the backdrop of declining 
trends. 
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(6) To improve information, education and communication (IEC) components of 
the programme to be locally relevant, cost-effective and sustainable. 

(7) To develop alternative treatment regimens to combat the threat of drug-
resistance. 

(8) To develop effective vaccines for the prevention of leprosy. 

On the question of what is meant by disease burden, Dr Pannikar suggested that it 
could be measured in several ways such as the number of new cases reported, or the 
number of cases registered for treatment, or the number of cases with 
impairments/disabilities, or the number of children affected, or number of affected 
people requiring rehabilitation. Although some of these can be measured with relative 
ease, for others it may be difficult. Therefore, the global strategy is set to monitor the 
burden in terms of number of new cases reported annually and among them the number 
presenting with visible (grade-2) disabilities/impairments. 

Dr Pannikar listed some of the key areas/activities to be addressed while 
implementing the new strategy: 

(1) Underserved population: It is important to reach persons affected by leprosy 
living in difficult-to-access areas or special situations, or in underserved and 
marginalized population groups, since the most crucial element of any leprosy 
control programme is to reach every person who is in need. 

(2) Urban areas: The major focus within urban areas should be on improving 
services for people living in the slums. Many health outcomes are more severe 
in slums than in their neighbouring urban or rural areas.  

(3) Community awareness and education: The IEC activities are important in 
early detection, early symptom/signs reporting and for changing community 
attitudes to leprosy and those affected by leprosy. Although IEC activities have 
been a key part of leprosy control activities for decades, much of IEC activity 
has been conducted on a limited evidence base, and there has been little 
effort to evaluate the effectiveness of such interventions. 

(4) Referral system: An integrated leprosy control programme needs the support 
of an efficient referral system to be effective. A referral system will play a 
crucial role in deciding the quality of services in an integrated leprosy control 
programme. Strengthening the existing referral facilities and, where necessary, 
creating an adequate number of such facilities to form the national referral 
network, should be one of the key priorities for all leprosy-endemic countries.  

(5) Prevention, limitation and management of disabilities: Prevention of 
disabilities begins with diagnosing leprosy early, recognizing and treating 
complications such as neuritis and reactions, identifying patients at risk of 
developing secondary disability and intervening in time. All patients presenting 
with any grade of disabilities and those at risk of developing new disabilities 
will need support through preventive measures such as provision of footwear, 
protective devices, and advice on self-care. These measures are equally 
relevant for persons who have already completed treatment.  
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(6) Humanitarian issues: The disease has a strong social and psychological impact 
on the persons affected by leprosy (including their families) and the societies in 
which they live. In this regard, the programme needs to give greater attention 
to gender concerns and disparities. In addition, enhanced efforts will be 
required to ensure involvement and participation of persons affected by 
leprosy especially in areas of advocacy, awareness, rehabilitation and case-
finding.  

(7) Building and maintaining national capacity: National action should be 
directed at identifying suitable experts and institutions and establishing training 
programmes for national-level experts including dermatologists and trainers. 
They will be an important resource for national efforts to sustain clinical 
expertise in leprosy. 

In concluding his presentation, Dr Pannikar said that the main principles of leprosy 
control, based on timely detection of new cases and their treatment with effective 
chemotherapy in the form of multidrug therapy, will not change over the coming years. 
The emphasis will remain on sustaining provision of quality patient care that is equitably 
distributed, affordable and easily accessible. However, there is an urgent need to ensure 
that leprosy remains on the agenda of health planners and policy makers. In addition, the 
national programmes should implement the Enhanced Strategy, adapting it to their 
situation and reduce the disease burden in their own communities.  

5.3 Approaches to achieve reduction in grade-2 disabilities 
(Professor W.C.S. Smith) 

Professor Smith said that the new target for the Enhanced Global Strategy is reduction of 
grade-2 disability among new cases as a rate per population and not as a proportion in 
new cases. This target should be used to introduce more initiatives to reducing disabilities. 
This is important for affected people and their communities.  

Professor Smith suggested three approaches to reduce grade-2 disabilities in new 
cases: 

(1) Prevention of leprosy 

- Improve social and economic circumstances 

- Maintain high levels of coverage with BCG 

- Consider use of single dose rifampicin in healthy, close contacts 

(2) Early case detection and treatment 

- Community awareness and early help-seeking behaviour 

- The ability of health care staff to suspect and diagnose leprosy  

- Extent of the practice of contact examination. 
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(3) Activities for prevention of disabilities  

- Identification of loss of sensation 

- Patient education and self-care 

- Early detection and management of reactions. 

In reiterating the importance of finding grade-2 disability in a new case, Professor 
Smith suggested that in such cases, the health workers should use this opportunity to 
explore the reasons for delay in diagnosing such cases. It will then be possible to develop 
solutions to prevent such delays in future.  

On the issue of chemoprophylaxis, Professor Smith said that epidemiologically, it is 
well known that close contacts are at a higher risk of developing the disease than non-
contacts or distant contacts. Therefore, at the time of diagnosing a new case, his/her 
contacts should be identified, examined and, if possible, given chemoprohylaxis – a single 
dose of 600 mg of rifampicin for an adult has shown to be safe and effective in some 
recent studies. 

6. Session 3: Country presentations: intensifying case finding 
activities 

6.1 Democratic Republic of Congo (Dr J.N. Mputu Luengu) 

The national programme manager, Dr Mputu Luengu, described the general health 
system and the current leprosy situation in the Democratic Republic of Congo (DRC). The 
DRC is one of the high endemic countries in the African Region. The new case detection 
was about 5000 in 2010 of whom about 11% were children and 11% of new cases had 
grade-2 disabilities/impairments. The country has adopted the primary health care 
strategy since 1985 and leprosy control has been fully integrated into general health care 
services.  

The programme has developed case finding strategies according to levels of leprosy 
endemicity. There are 515 health zones/districts which are subdivided into: high-
endemic, low-endemic, urban, and areas with special communities (pygmies, cross-
border patients and refugees). In high endemic zones, the strategy includes capacity 
building of care providers, strengthening community participation and active case finding 
through examination of the household contacts of new patients. Strategies for intensifying 
case finding in areas with special communities include capacity building for health 
workers in the closest health facilities and organization of leprosy days during periods 
when the communities are accessible. The strategy for urban zones include strengthening 
community awareness through media, improving capacity of urban health workers and 
setting up a reference network to provide MDT services. Dr Mputu asserted that 
intensifying case finding activities, coupled with MDT and prevention and management of 
disabilities will definitely lead us slowly but surely towards a world without leprosy. 
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6.2 Egypt (Dr Salah Mohamed Abdel Naby) 

In Egypt, leprosy is integrated in dermatological services at the governorate level and sub-
centres at the district level. The country achieved the elimination goal i.e. in 1994 at the 
national level and at the governorate level in 2004. About 700 new cases were detected 
in 2010 with a case detection rate of 1/100 000 and the proportion of grade-2 disability 
among new cases was 8%. About 51% of new cases were reported from only four 
governorates designated as high risk areas. 

Dr Salah presented an illustration of the benefit of contact examination carried out 
in high-endemic governorates. He also discussed the comparative advantage of doing 
contact examination during home visits compared to inviting contacts to health centres 
for examination. The programme intends to continue investing in other interventions for 
improving early case detection including training of general doctors and dermatologists, 
nurses and social workers. 

6.3 Thailand (Dr Ruch Wongtrungkapun) 

Dr Ruch presented a detailed review of progress with leprosy elimination in Thailand 
from 1984 to 2010. The prevalence rate decreased from about 9 per 10 000 in 1984 to 
0.1 per 10 000m in 2010, while during the same period, the new case detection 
decreased from 7 per 100 000 to 0.6 per 100 000. About 400 new cases were notified in 
2010. About 78% of new cases were self-reporting and about 7% were detected from 
examination of house-hold contacts. On the profile of new cases, Dr Ruch said that 
although the proportion of grade-2 disabilities among new cases has remained almost 
constant at about 15% for many years, the rate of grade-2 disabilities among new cases 
has been decreasing, which was about 0.9 per million in 2010. 

On the issue of challenges, Dr Ruch explained that after elimination the priority and 
political commitment has been low for leprosy. In addition, lack of awareness and skills 
among the medical officers and health staff is causing delays in diagnosis and misdiagnosis 
of leprosy cases. This has also resulted in persistence of stigma and inefficient services for 
prevention of disabilities.  

The programme has adapted the Enhanced Global Strategy and its target of reducing 
the rate of new cases with grade-2 disabilities per 100 000 population by at least 35% by 
the end of 2015, compared to the baseline at the end of 2010. The programme has 
identified high-risk areas for improving case finding. The criteria for high-risk areas include 
areas where: 

 A new case reported among children any of previous five years 

 new cases reported in every year of previous five years 

 cumulative 10 or more new case reported in the last five years. 
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Other initiatives to support intensifying case detection will include involving persons 
affected by leprosy in case detection in their own community, using disability surveys and 
using local volunteers for case finding activities. 

6.4 Cambodia (Dr Lai Ky) 

The national programme manager from Cambodia, Dr Lai Ky explained the leprosy 
situation in the country. The programme is trying to detect new cases early as this will 
prevent transmission and reduce the risk of disabilities/impairments.  

During 2010, 262 new cases were detected. Of these about 10% were reported 
with grade-2 disabilities, only about 20% were females and 8% were children. The 
programme follows both active and passive case finding strategies. Passive case finding is 
mainly through the use of local radio, health education posters and training health staff 
and the community about early clinical signs of leprosy. The active case finding method 
uses several special activities, such as factory surveys, contact examinations and rapid 
surveys in selected districts. Dr Lai Ky said that although leprosy is not a priority disease in 
Cambodia, the leprosy control programme is likely to continue and will be strengthened 
in high-endemic areas. 

7. Session 4: Case management and strengthening of the 
referral systems 

7.1 Madagascar (Dr. Adriamira Randrianantoandro) 

Dr Andriamira, the National Leprosy Programme Coordinator of Madagascar presented 
the leprosy situation in the country. Madagascar has been reporting between 1500 and 
1600 new leprosy cases annually during the last five years. During the first half of 2011, 
already 768 new cases were notified. During 2010, a total of 1521 new cases were 
reported, of these, about 11% were children while 22% presented with grade-2 
disabilities at the time of detection. The proportion presenting with disabilities is highest 
in the last five-year period.  

Dr Andriamira presented the current status of leprosy case management as a SWOT 
analysis; among others he presented the intended integration of leprosy into other health 
programmes as a strength, but also saw it as a threat, because when it happens, some 
partners have threatened that they might withdraw their support. He described referral 
systems and the roles of personnel at different levels (municipality, district and regional 
level). He also presented an outline of the current problems relating to the 
implementation of the referral system including difficulties experienced with transporting 
referred patients because of poor access, lack of funds and sometimes insecurity. It is also 
difficult to meet the costs of maintaining patients during their stay in the referral facilities 
for management of complications. In summarizing the future plans Dr Andriamira 
emphasized the need to maintain and strengthen the existing partnerships in order to 
successfully implement the plans. 
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7.2 Brazil (Dr Rosa Castalia Franca Riberio) 

Dr Rosa, the national programme manager, said that in Brazil, leprosy is more prevalent 
in the municipalities bordering the Brazilian Amazon. In 2010, 34 894 new leprosy cases 
were registered of whom 7% were children. The programme has experienced a 36% drop 
in new case detection over the last 10 years at the rate of about 4% per year. Treatment 
completion rate/cure rates are generally better for PB than MB cohorts but are on the 
average 82% in 2010. Grade 2 disability among new cases is about 7%; however, only 
89% of new cases have a disability assessment at the beginning.  

Dr Rosa described the structure of the health system and the three tiers of health 
service delivery (primary, secondary and tertiary) and their relevance to the leprosy 
control programme. The primary or basic care level is responsible for diagnosis, simplifies 
neurological assessment and disability assessment, examination and support to contacts, 
starting treatment with MDT and providing simple tools and self-care support for 
prevention of disabilities. At the secondary and tertiary levels, more attention is paid to 
management of lepra reactions, laboratory investigations, making and fitting special 
footwear, rehabilitation and correction of physical disabilities including surgical services, 
hospitalization for complications etc. Dr Rosa described existing partnerships and the 
roles of the different partners in the health system. The partners include organizations of 
leprosy affected persons. Dr Rosa presented a flow chart to illustrate the leprosy case-
management and the referral system. 

7.3 Sudan (Dr Mohamed Salah El Tahir El Samani) 

The National Leprosy Coordinator, Dr Salah described the current leprosy situation in the 
country. The programme detected 829 new cases during 2010 of whom 741 (90%) were 
classified as MB and 125 (15%) reported with grade-2 disabilities at the time of diagnosis. 
Most basic health centre staff only suspect and refer cases to master clinics for 
confirmation of diagnosis and treatment. These referral clinics have facilities to confirm 
the diagnosis, to manage reactions and do skin smears. Dr Salah said that the programme 
operations often need to be modified during the rainy season when parts of the country 
become inaccessible. There are “master-of-master clinics” that are established at the state 
level. They provide tertiary-level services, including surgical services. 

In conclusion, Dr Salah identified the following priority areas for improved case 
management and referral services: 

 Keeping expertise 

 System for validation of cases and data 

 Sustaining political commitment 

 Sustaining motivation of staff 

 Maintaining partnerships (e.g. with GLRA and WHO). 
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7.4 India (Dr C.M. Agrawal) 

Dr Agrawal, the Deputy Director-General (Leprosy) summarized the general leprosy 
situation in India. India achieved elimination of leprosy as a public health problem in 
December 2005 at the national level. At the sub-national level, by the end of 2010, 
32 out of 35 states had also reached this level. The new case detection rate is 
continuously declining; however, the decline is much slower in the last five-year period 
than in the previous years. On the other hand, the proportion of grade-2 disabilities 
among newly detected cases has shown a steady increase in the last five years.  

Dr Agrawal outlined the referral system and the reasons for referral including: 
confirmation of diagnosis, management of complications and surgery. The country has 
established a wide network of primary health centres, district hospitals, specialized 
institutions and regional centres for management of leprosy and its complications. This 
infrastructure provides services on all days and free-of-cost for leprosy patients. In 
addition, the programme with NGO support has established quality control units at 
district levels. The treatment completion/cure rates are more than 90% for both PB and 
MB patients. However, the completion or cure rates are much lower in urban areas 
compared to rural areas. 

In enumerating the remaining challenges, Dr Agrawal stated that there is a need to 
improve early detection of cases, reduce defaulting in urban areas and monitor quality of 
services. There is also poor linkage between secondary and tertiary services, including 
lack of specialists at referral levels. He listed a number of challenges including default 
especially in urban settings and the lack of dedicated staff following integration. In 
summarizing plans for the programme, Dr Agrawal stated that this will include systematic 
training of health staff, strengthening POD services and further strengthening and revising 
the role of many training institutions in the country. 

7.5 Viet Nam (Dr Nguyen Thi Hai Van) 

Dr Van, Secretary, National Leprosy Control Programme, described the national leprosy 
situation. Leprosy is categorized as one of the eight social diseases supported by the 
government since 1995. The elimination target was reached in 2000 at the national level; 
however, there are 19 provinces (out of 63) with a prevalence rate more than one case 
per 10 000 population. In addition, there are difficult-to-reach areas and populations in 
some high plateau and Southern provinces. During 2010, the programme reported 317 
new cases, of whom about 4% were children and 19% had grade-2 disabilities at the time 
of detection.  

Leprosy control is supported by a network of practitioners in dermatology and 
venereology from peripheral to national levels. The particular challenges relating to case 
management are:  

 Wrong diagnosis and missed opportunities for case finding 

 Ensuring regular availability of MDT and ensuring equitable distribution 

 High staff turnover 



Meeting of Global leprosy programme managers 

20 

In conclusion, Dr Van said that the programme is trying to improve the quality of 
MDT services and making it easily accessible and affordable to the affected people. There 
is a five-year plan in place to provide disability care and rehabilitation services to all 
leprosy affected persons, integrate them into their communities and to ensure that they 
have proper housing for their families. The programme is also using GIS for mapping of 
new cases in order to prioritize case finding activities. 

8. Session 5: Improving quality of care 
8.1 Research- Final results from >20 year leprosy skin test trial in Nepal 

and other research developments. Is a diagnostic skin test feasible? 
(Prof Patrick J. Brenan) 

Professor Brennan from the Department of Microbiology, Immunology and Pathology, 
Colorado State University, USA reviewed the history of research initiatives for developing 
leprosy skin tests and origins of the present skin test antigens starting with Dharmendra 
and Fernandez lepromin derived from human leprous nodules in 1919 and later to 
purified antigens from armadillo tissue.  

The objectives of the study were based on (i) safety (measured by primary safety end 
points) and (ii) efficacy (measured by primary immunogenicity end points). Although, safe 
skin test antigens have been identified these will need large-scale testing. The 
unexplained anergy among BL/LL patients poses new challenges. Professor Brennan said 
that it also remains difficult to interpret the induration from skin tests as a measure of 
infection or simply immunological response. Similarly, it is difficult to differentiate 
between TB and leprosy as the underlying problem.  

On the issue of other developments, Professor Brennan mentioned that that four 
M. leprae genome sequences (TN, Br4923, NHDP63 and Thai53) are now available. All 
these show remarkable similarities with 99.995% sequence identification. The M. leprae 
DNA can be grouped into four major Single Nucleaotide Polymorphism (SNP) types. The 
progenitor strain (SNP type-2) probably originated in East Africa, this gave rise to SNP 
type-1 which spread eastwards with human migration into Asia, SNP type-2 also gave rise 
to SNP type-3 which disseminated westward into the Middle East and Europe (through 
trade routes), this, in turn, gave rise to SNP type-4 found in West Africa and countries 
linked to West Africa by slave trade (e.g. Americas). 

Leprosy is endemic in some parts of the USA (Texas Gulf coast and Southern 
Louisiana) affecting between 100-150 new cases per year. At least 25% of new cases 
occur in US born citizens. The Texas Gulf coast and Southern Louisiana are also home for 
armadillos. On the question of whether armadillos transmit leprosy to humans, Professor 
Brennan said that a unique M. leprae genotype (3I-2-v1) was found in 28 of the 33 wild 
armadillos and 25 of the 39 US patients who resided in areas where exposure to 
armadillo-borne M. leprae was possible. This genotype has not been reported elsewhere 
in the world. Wild armadillos and many patients with leprosy in the southern United 
States are infected with the same strain of M. leprae. Armadillos are a large natural 
reservoir for M. leprae, and leprosy may be a zoonosis in the Region. 
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8.2 Prevention of disabilities: good practices (Dr Hugh Cross) 

Dr Hugh Cross, Consultant, American Leprosy Mission, USA, said that a number of 
countries are implementing POD programmes. Presence of a prevention of disability 
component in the programme adds quality to leprosy control services. The main 
characteristics of countries that have optimal POD programmes are that they have: 

 a person or group with responsibility for POD 

 specific action plans for leprosy POD 

 undertaken an assessment of the extent of leprosy-related disability 

 specific plans for POD-related operational research. 

As Myanmar satisfied most of the criteria and was presented as a case study and 
model, Dr Cross summarized the lessons learnt from the Myanmar experience and 
identified factors contributing to the success of the POD programme: 

 Commitment of midwives 

 There are specialist leprosy staff 

 Strong political commitment  

 Supported by ILEP partners in enabling implementers to meet patient’s 
requirements, sent staff for further education and for experiences in other 
countries with good programmes 

 Clear division of duties between Basic Health Staff and specialist staff. 

 Implemented and used outcomes of Health Systems Research 

 Involved family members; services were centered on the home 

 Have a good recording and reporting system 

 Have facilities for ulcer care at the local health centre. 

In conclusion, it was emphasized that sustainability of such initiatives should be 
ensured through local and national efforts.  

9. Session 6: Improving activities for prevention of 
disabilities 

9.1 Argentina (Dr Silvia Noemi Paredes) 

Dr Silvia, Chief, Leprosy Control Programme, presented the country profile of Argentina. 
In 2010 the country had reported 354 new cases, 80% of whom were MB, about 8% with 
grade-2 disabilities and less than 1% new cases were children. However, the registered 
prevalence reported is 632, which shows high P:D ratio.  
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Dr Silvia also described the present POD practices, the recording documents used 
and  the related challenges. Among the challenges, she listed mainly the lack of national 
standards and inadequate referral system for POD. The future plans include advocating 
for prioritization of POD in the national policy. 

9.2 Morocco (Dr Abdellatif Idrissi Azzouzi) 

Dr Azzouzi, Head, National Leprosy Elimination Programme, said that Morocco is a low- 
endemic country for leprosy. Therefore, it has low priority in the Ministry of Health. The 
programme is entirely institution based and all new cases are detected through passive 
methods and limited contact examinations. During 2010, only 40 new cases were 
reported with one child case and no new case with grade-2 disability was reported at the 
time of diagnosis. However, during the previous years, cases with grade-2 disabilities have 
been reported. The programme tries to investigate each disabled case to identify causes 
for delayed presentation and implement preventive and corrective measures. 

9.3 Indonesia (Dr Christina Widaningrum) 

Dr Christina, national leprosy programme manager said that Indonesia has declared 2011 
as Prevention of Disability Year. The programme reported more than 17 000 new cases 
during 2010, of which more than 80% were classified as MB, about 12% were children 
and 11% presented with grade-2 disabilities at the time of diagnosis.  

Dr Christina suggested that for the prevention of disability programme, the following 
components are necessary:  

 Early detection and treatment (IEC activities, availability of MDT at health 
centres) 

 Nerve function assessment and action for preservation of nerve function 
(training on nerve function assessment, POD leaflets for patients) 

 Management of reactions (referral systems, stocking of prednisolone and loose 
clofazimine); 

 Self-care: working with many self-care groups, and  

 Provide medical and surgical rehabilitative services. 

9.4 China (Professor Zhang Guocheng) 

Professor Zhang Guocheng, Deputy Director, Institute of Dermatology and National 
Centre for Leprosy Control said that China has been consistently reporting the proportion 
of disabilities grade-2 among new cases as above 20% for more than 10 years. Dr Zhang 
described the reasons for developing disabilities and attributed this to the delay in 
detection and low quality of case management. lf reaction and neuritis are detected very 
late, it can result in the development of disabilities or the existing disabilities may become 
more severe. He suggested that low quality of POD and rehabilitation programme also 
may play a very important role in preventing and worsening of disabilities. 
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The presentation was also based on the basic elements of POD as follows: 

 Prevention of primary impairments through early case detection, training of 
general health workers and use of LECs 

 Treatment with free-of-charge MDT 

 Routine nerve function assessment and treatment of early neuritis with 
prednisolone as required  

  Provide nerve decompression surgery in deserving cases 

 Have a footwear-making and distribution programme 

 Provide ulcer prevention/care kit  

 Community-based rehabilitation programme 

 Manufacture and repair prostheses 

In conclusion, Professor Zhang stated that the best way to prevent disabilities is to 
detect leprosy and neuritis early and treat it effectively. 

10. Conclusions and recommendations 

The main conclusion and recommendations agreed by the participants are summarized 
below: 

(1) Endorsed the plan of action for the implementation of the Enhanced Global 
Strategy and its goal of reducing the occurrence of grade-2 disabilities among 
new cases. 

(2) Concluded that renewed efforts will be needed to improve the quality of 
services for early case detection, prevention and limitation of disabilities 
including improved management of leprosy reactions, strengthening of the 
integrated referral systems, collection of data for monitoring and socio-
economic rehabilitation of people affected by leprosy. 

(3) Recommended that countries carry out situational analysis to identify high-
burden areas for purposes of developing and implementing intensive and 
innovative approaches for controlling leprosy in those areas. 

(4) Considered that more specific efforts should be made to eliminate stigma and 
discrimination against people affected by leprosy by, among others, involving 
persons affected by leprosy in planning, advocacy and monitoring leprosy 
services.  

(5) Agreed that more innovative approaches will be needed to further reduce the 
disease burden due to leprosy and recommended that particular attention be 
paid to identify leprosy among high-risk groups, such as contacts.  
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(6) Appealed for further investigation of operational conditions required for 
successful implementation of the available tools for diagnosis, 
immunoprophylaxis and chemoprophylaxis of leprosy and  

(7) Called for renewed efforts to improve the quality of the information collected 
and used for calculating the essential monitoring indicators. 
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in the fight for promoting human rights for person affected by 
leprosy (Mr Yohei Sasakawa) 

Session: 1 - Reducing stigma and discrimination 

10:30-11:00 hours Leprosy related stigma and discrimination: current situation and 
new tools to address stigma (Dr Wim van Brakel) 

 Discussion 

11:00-11:30 hours Social and economic aspects of leprosy: approaches to address 
this issue (Dr P.K. Gopal) 

 Discussion 

11:30-12:00 hours Counselling: its role in reducing stigma and discrimination 
(Mr Sophea Leng) 

 Discussion 

Session: 2 - Reducing the disease burden 

12:00-12:30 hours Global leprosy situation and remaining challenges 
(Dr Myo Thet Htoon) 

 Discussion 
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14:00-14:30 hours From strategy to implementation: Enhanced Global Strategy for 
further reducing the disease burden due to leprosy 2011-2015 
(Dr V. Pannikar) 

 Discussion 

14:30-15:00 hours  Approaches to achieve reduction in grade-2 disabilities among 
new cases (Professor WCS Smith) 

 Discussion 

Session 3: Country presentations: Intensifying case-finding activities 

15:00-17:00 hours Intensifying case-finding activities (10 minutes each) 

 Democratic Republic of Congo 

 Dominican Republic 

 Egypt 

 Thailand 

 Cambodia 

 Discussion 

 

Thursday, 29 September 2011 

Session 4: Case management and strengthening of the referral systems  

09:00-10:00 hours Country presentations (10 minutes each) 

 Madagascar 

 Brazil 

 Sudan 

10:30-11:30 hours Case management and strengthening of the referral systems 
(Continued) 

 India 

 Viet Nam 

 Discussion 
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Session: 5 - Improving quality of care 

11:30-12:00 hours Research: Final Results from a >20 Year Leprosy Skin test Trial in 
Nepal, and Other Research Developments; Is a Diagnostic 
Leprosy Skin Test Feasible? (Professor Patrick Brennan) 

 Discussion 

12:00-12:30 hours Prevention of disabilities: good practices (Dr Hugh Cross) 

 Discussion 

Session 6: Country presentations: Improving activities for prevention of disabilities 

14:00-15:30 hours Improving activities for prevention of disabilities (10 minutes each)  

 United Republic of Tanzania 

 Argentina 

 Morocco 

 Indonesia 

 China  

 Discussion 

16:00-16:30 hours Conclusions and Recommendations 

16:30 hours  Closing ceremony 
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List of participants 
National Programme Managers 

African Region (AFR) 

Dr (Mrs) Maria da Conceicao De Palma Caldas1  
Medical Specialist in Public Health 
Director, National Program for Control of Tuberculosis 
and Leprosy 
Ministry of Health, CP 3243, Luanda 
Angola 
E-mail: mariapalma58@yahoo.com.br 

Dr Kafando Christophe 
Ministere de la Sante 
03 BP 7009 Ouagadougou 
Burkina Faso 
E-mail: kafchris2004@yahoo.fr 

Dr Earnest Njih Tabah 
The Permanent Secretary to the National Leprosy, 
Yaws, Leishmaniasis and Buruli UIcer Control 
Programme 
Ministry of Public of Health 
Cameroon 
E-mail: enjih2000@gmail.com 

Dr Moussa Djibrine Mihimit* 

Coordonnateur du programme national de lutte contre 
la lepre N’djamena 
Chad 

Dr Abderemane Abdou-Salam 
Coordonnateur National De PNL TL 
CHN El-Maarouf Service Phtsiologie 
Moroni 
Comores 
E-mail : doc_abderemane@yahoo.fr 

Dr J.N. Mputu Luengu 
C/o Ministere De La Sante 
Democratic Republic of Congo 
E-mail: mputulb@yahoo.fr 

Mr Kejaw Saidykhan 
Senior Officer 
National Leprosy/TB Programme  
Ministry of Health and Social Welfare 
Gambia 

Dr Ekow Otabir 
Programme Manager for Leprosy Control 
Programme 
Accra 
Ghana 
E-mail: ekowamankrahotabir@yahoo.fr 
                                                           
1 Invited but could not attend 
 

Dr Fatoumata Sakho 
Coordonnatrice du Programme National 
 de lutte contre la Lepre 
Ministere De La Sante et de L’Hygiene Publique 
Republic of Guinea 
E-mail:kagoro2001@yahoo.fr 

Dr Andriamira Randrianantoandro 
Head of Department for the Fight against Leprosy/ 
Leprosy Coordinator National Department of Fight 
against Leprosy 
Emergency Management and the Fight against 
Neglected Diseases 
BP: 460, Analakely 
Antananarivo 
Madagascar 
E-mail: andriamirandriana@yahoo.fr 

Mr Leonard Mawaya 
National Programme Manager for Leprosy/Skin 
Ministry of Health 
P.O. Box 30377 
Lilongwe 3 
Malawi 
Email: mawayaleonard@yahoo.co.uk 

Dr Alcino Ndeve 
Leprosy Programme Manager/MISAU 
Mozambique 
E-mail: alcinondeve@gmail.com 

Dr Agbochenu Sunday Aboje 
Leprosy and Buruli Ulcer Focal Person 
National TB and Leprosy Control Programme 
(NTBLCP) 
Dept of Public Health 
Federal Ministry of Health 
Nigeria 
E-mail: saboje@yahoo.com 

Mr Zawadi Bishovu Jean Paul 
In-charge of Leprosy in the TB Division 
IHDPC/RBC 
Rwanda 
E-mail: zawadijeanpaul@yahoo.fr 

Dr Saidi M. Egwaga2 
National Programme Manager 
Ministry of Health and Social Welfare  
Ministry of Health  
P. O. Box 9083  
Dar es Salaam 
United Republic of Tanzania 
E-mail: egwagas@yahoo.co.uk 

                                                           
2 Invited but could not attend 



Meeting of Global leprosy programme managers 

29 

Mr Moffat Malukutu 
National TB/Leprosy Programme Officer 
Ministry of Health 
Zambia 
E-mail: moffat_malukutu@yahoo.com 

Region of the Americas 

Dr Silvia Noemi Paredes 
Chief of Leprosy Control Programme 
Santa Fe 
Avenida Freyre 1752 
dpto 1, CP 3000 Santa Fe 
Argentina 
E-mail: drasilviaparedes@yahoo.com.ar 

Dr Rosa Castalia Franca Riberio* 
Coordinator - National Programme of Leprosy 
 & Other Elimination Diseases 
Setor Comercial Sul Quadra  
|04 Edificio Principal Sala 301, Anexo III 
Ministerio Da Saude, Brasilia 
Brazil  
E-mail: rosa.castalia@saude.gov.br 

Dr Ernesto Moreno Naranjo 
Chief of TB and Leprosy Programme 
Ministry of Health Colombia  
Bogota, D.C., Carrera 49 A No. 132-46 
Colombia  
E-mail: morenonaranjoe@yahoo.com, 
emoreno@minproteccionsocial.gov.co; 

Dr Raisa Caridad Rumbaut Castillo 
Gerente Programa de Lepra Cuba 
MINSAP 
Direccion Nacional de Epidemiologia 
Calle 23 esq. 
N. Vedado, La Habana 
Cuba 
E-mail: higssv@infomed.sld.cu 

Dr Juan Periche Fernandez* 
Director 
Programa Control de Lepra 
Instituto Dermatologico y Cirugia de Piel 
Dr Huberto Bogart Diaz 
Santo Dominigo 
Dominican Republic 
E-mail: jperiche@hvtudr.org 

Dr Martin Joya Castellanos* 
National Director of Leprosy Programme 
Ministry of Health 
Benjamin Franklin 132, 2 Piso 
Colonia Escandon 
Deleg. Miguel Hidalgo, C.P. 11800 
Mexico D.F. 
Mexico 
E-mail: martinjoya@50gmail.com 

Dr Maria Victoria Alvarenga Cabanas 
Doctor in Medicine 
Post Doctorate in Dermatology, Leprosy and 
Mycology, Director, National Leprosy Control 
Programme in Paraguay 
Casilla de Correo No. 3054 o bien  
Dra Victoria Alvarenga 25 de mayo 1344 entre Pa’I, 
Perez y Curupayty, Asuncion  
Paraguay 
E-mail: mvalvarenga@hotmail.com 

Dr Nacarid Aranzazu Hernandez 
Director of Leprosy Programme 
Instituto De Biomedicina 
Providencia a San Nicolas, Edif 
Instituto de Biomedicina, Piso 1 
Caracas 
Venezuela 
E-mail: nacarida2@yahoo.es 

Eastern Mediterranean Region (EMR) 

Dr Salah Mohamed Abdel Nabi 
Director General 
Leprosy Control Department 
Ministry of Health 
Egypt 
E-Mail: salahmoh55@yahoo.com 

Dr (Ms) Mahshid Nasehi 
National Leprosy Programme Manager 
Corss Hafez and Jomhori 
Building of Ministry of Health & Medical Education 
Tehran 
Islamic Republic of Iran 
E-mail : mnasehi@yahoo.com 

Dr Abdellatif Idrissi Azzouzi 
Chef de service des maladies dermatologiques 
Direction de l’epidemiologie et de lutte contre les 
maladies 
71, avenue lbn Sina, Agdal 
Rabat 
Morocco 
E-mail: aidrissiazzouzi@yahoo.fr 

Dr Mohamed Salah EL Tahir EL Samani 
Head, National Leprosy Control Programme 
Federal Ministry of Health, P.O. Box 10616 
Republic of Sudan 
Khartoum 
Sudan 
Email: sallebn@gmail.com 
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Dr Abdul Rahim Al-Samie3 
Director 
National Leprosy Elimination Programme 
Skin & Venereal Diseases Hospital 
Taiz 
Yemen  
E-mail: arahim10@hotmail.com 

South-East Asia Region (SEAR) 

Mr Tashi Dendup 
Assistant Programme Officer 
Department of Public Health 
Ministry of Health 
Thimphu 
Bhutan  
E-mail : tashidendup@health.gov.bt 

Dr C.M. Agrawal 
Deputy Director-General (Leprosy) 
Directorate of Health Services  
Ministry of Health and Family Welfare  
Nirman Bhawan, New Delhi 110011 
India  
E-mail: ddgl@nb.nic.in 

Dr Christina Widaningrum 
National Leprosy Programme Manager 
Ministry of Health 
Jakarta 
Indonesia 
E-mail: ning.inolep@gmail.com 

Ms Neesha Nasir 
Assistant Public Health Programme Officer 
Ministry of Health and Family 
Male 
Maldives 
E-mail: neesha@health.gov.mv 

Dr Tin Maung Aye 
Deputy Director (Leprosy) 
Department of Health 
Ministry of Health, Naypyitaw 
Myanmar  
E-mail: myanmar.lcp@gmail.com 

Dr Garib Das Thakur 
Chief, Leprosy Control Division 
Department of Health Services 
Ministry of Health and Population 
Kathmandu 
Nepal 
E-mail: thakurgd@gmail.com 

                                                           
3Invited but could not attend 

Dr Kumara Wickramasinghe 
Director 
Leprosy Control Programme 
National Hospital, Colombo 10 
Sri Lanka 
E-mail: wickyk@hotmail.com  

Dr Ruch Wongtrungkapun 
Director 
Raj Pracha Samasai Institute 
Department of Disease Control 
Ministry of Public Health 
Tiwanond Rd. Nonthaburi 11000  
Ministry of Public Health, Bangkok  
Thailand 
E-mail: ruch_wongtrungkapun@yahoo.com 

Mr Jose Liu Fernandes 
National Leprosy Programme Manager 
Ministry of Health 
Timor Leste 

Western Pacific Region (WPR)  

Dr Lai Ky 
Officer In-charge 
National Leprosy Elimination Programme 
Cambodia 
E-mail: NLEP.CENAT@online.com.kh 

Professor Zhang Guocheng 
Deputy Director 
Institute of Dermatology and National Center for 
Leprosy Control 
12 Jiangwangmiao Street, Nanjing  
Jiangsu Province 
China 
E-mail: zhanggc@ncstdlc.org 

Dr Bounpheng Sodouangdenh 
Director 
National Dermatology Center 
Ministry of Health 
Simoueng Road 
Sisathanac District, Vientiane Capital 
Lao People’s Democratic Republic  
E-mail: bounpheng_s@yahoo.com 

Dr Rafidah Baharudin 
Principal Assistant Director 
Disease Control Division 
Ministry of Health Malaysia  
Aras 3, E10, complex E 
Federal Government Administrative Centre 
62590, Putrajaya 
Malaysia 
E-mail: rafidahb@moh.gov.my 
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Dr Mayleen Jack Ekiek 
TB/HD/STD Programme Manager 
Communicable Disease Physician 
FSM Dept. of Health and Social Affairs 
Palikir, Sokehs 
Pohnpei, FSM  96941 
Federated States of Micronesia 
E-mail: mekiek@fsmhealth.fm 

Ms Miriam Pahun 
Leprosy Elimination Programme Manager 
Department of Health 
Disease Control Public Health 
P.O. Box 807, Waigani, NCD 
Papua New Guinea 
E-mail: miriam_pahun@health.gov.pg 

Dr Francesca C. Gajete4 
Medical Specialist IV 
National Center for Disease Prevention & Control 
Department of Health 
Building 3, San Lazaro Compound 
Rizal Avenue, Sta. Cruz 1003, Manila 
Philippines 
E-mail: francesca_gajete@yahoo.com 

Dr (Ms) Nguyen Thi Hai Van 
Secretary 
National Leprosy Control Programme 
National Institute of Dermatology & Venereology 
Ministry of Health 
Viet Nam 
E-mail: haivan1263@yahoo.com 

Members of the WHO Technical Advisory Group on 
Leprosy Control  

Dr (Ms) Jeanne Bertolli 
Associate Chief for Science, Behavioural and Clinical 
Surveillance Branch 
Division of HIV/AIDS Prevention 
Center for Disease Control and Prevention 
Atlanta 
United States of America 
E-mail: jub7@cdc.gov  

Dr (Mrs) Maria da Conceicao De Palma Caldas5  
Medical Specialist in Public Health 
Director, National Program for Control of Tuberculosis 
and Leprosy 
Ministry of Health, CP 3243, Luanda 
Angola 
E-mail: mariapalma58@yahoo.com.br 

                                                           
4Invited but could not attend 
5 Invited but could not attend 

Professor Paul E.M. Fine 
Communicable Disease Epidemiology 
Infectious and Tropical Disease Dept. 
London School of Hygiene and Trop. Medicine  
Keppel Street, London WC1E 7HT 
England  
E-mail: Paul.Fine@lshtm.ac.uk 

Dr Herman Joseph S. Kawuma 
Medical Advisor, German Leprosy Relief Association 
(GLRA) 
P.O. Box 3017 
Kampala 
Uganda 
E-mail: Kawuma@infocom.co.ug 

Dr Padebattu Krishnamurthy 
Secretary, Damien Foundation India Trust 
27 Venugopal Avenue 
Spur Tank Road 
Chetpet, Chennai 600 031 
India 
E-mail: damienin@airtelmail.in 

Dr Masanori Matsuoka  
Retired Chief Researcher 
Department of Bio-regulation Leprosy Research Center 
National Institute of Infectious Diseases 
4-2-1, Aobacho, Higashimurayama  
Tokyo 189-0002 
Japan 
E-mail: matsuoka@nih.go.jp 

Dr (Ms) Maria Leide W. Oliveira 
Medical Professor 
Rio de Janeiro Federal University 
c/o Ladeira dos Tabajaras 
126/Apto 1008-Copacabana 
CEP: 22.031.112 Rio de Janeiro 
Brazil 
E-mail: mleide@hucff.ufrj.br & mleide@uol.com.br  

Dr (Mrs) Christine Schmotzer* 
Medical Director  
Rawalpindi Leprosy Hospital 
Zafar Ulhaq Road, Po Box 135 
Rawalpindi 46000 
Pakistan 
Email: info.alp@alp.net.pk 

Professor William C.S Smith 
Head, Department of Public Health 
Medical School, Polwarth Building 
University of Aberdeen AB9 2ZD 
Aberdeen, Scotland 
England 
Email: w.c.s.smith@abdn.ac.uk 
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Representatives from Associations of Persons 
Affected by Leprosy 

Dr P.K. Gopal 
President, National Forum of India and President, 
International Association for Integration, Dignity and 
Economic Advancement (IDEA)  India  
113 Selvam Nagar, P.B. No. 192  
Collectorate Post Office  
Erode, Tamil Nadu 638 011 
India 
E-mail: ideaind@sancharnet.in 

Mr Menberu Adane 
Managing Director 
Ethiopian National Association of Persons Affected by 
Leprosy (ENAPAL)  
P.O. Box 70811 
Addis Ababa 
Ethiopia 
E-mail: enapahd@ethionet.et; 
menberuadane@yahoo.com 

Mr Sophea LENG 
C/o Embassy of the Sovereign Order of Malta 
No.10, Street 370, P.O. Box 1258 
Phnom Penh 
Cambodia 
E-mail: bousophal@yahoo.com; gruneck@yahoo.com 

Selected Experts 

Dr Vijaykumar Pannikar 
(Retired Team Leader, WHO Global Leprosy 
Programme) 
No. 204, S. S. Paradise, Thimma Reddy Layout 
Doda Banaswadi, Outer Ring Road 
Bangalore, Karnataka State 560 043 
India 
E-mail: pannikarv@gmail.com 

Dr (Mrs) Kiran Katoch 
Deputy Director 
Central JALMA Institute for Leprosy and Other 
Mycobacterial Diseases 
Dr M. Miyazaki Marg, Taj Ganj 
Agra-282 001 
India 
E-mail: kirankatoch@rediffmail.com 

Dr Yu Meiwen 
National Center for Leprosy Control 
China CDC (NCLC) 
12, Jiang WangMiao Street, Nanjing (210042) 
Jiangsu Province 
China 
E-mail: yumeiwen@gmail.com 

Dr Hugh Cross 
Consultant, Regional Prevention of Disability (Asia) 
American Leprosy Mission 
Mail and More, Box 002, 2nd Level, Paseo Marina, 
Ayala Center, Cebu Business Park 
Cebu City, 6000 Cebu 
Philippines 
E-mail: hacross@pldtdsl.net  

Professor Patrick J. Brennan 
Department of Microbiology, Immunology and  
Pathology 
C321 Microbiology Building 
Colorado State University 
Fort Collins, Colorado 80523-1682 
United States of America 
E-mail: patrick.brennan@colostate.edu 

Representatives from Partner Organizations 

The Nippon Foundation 

Mr Masato Seko 
Chief Programme Officer 
International Programme Department 
The Nippon Foundation 
1-2-2 Akasaka Minato Ku 
Tokyo 107-0052 
Japan 
E-mail: k_motoyama@ps.nippon-foundation.or.jp 

Ms Chikako Awazu 
Senior Project coordinator 
International Programme Department 
The Nippon Foundation 
1-2-2 Akasaka Minato Ku 
Tokyo 107-0052 
Japan 
E-mail: c_awazu@ps.nippon-foundation.or.jp  

Mr Katsuhiro Motoyama 
Programme Officer 
International Programme Department 
The Nippon Foundation 
1-2-2 Akasaka Minato Ku 
Tokyo 107-0052 
Japan 
E-mail: m_seko@ps.nippon-foundation.or.jp 

International Federation of Anti-Leprosy 
Associations (ILEP) 

Ms K. Yamaguchi 
Trustee 
Sasakawa Memorial Health Foundation 
The Nippon Foundation Building 
5F, 1-2-2, Akasaka, Minato-ku 
Tokyo 107-0052 
Japan 
E-mail: smhf_ky@tnfb.jp 
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Ms Yumi Miyamae 
Programme Officer 
International Programme Division 
Sasakawa Memorial Health Foundation 
The Nippon Foundation Building 
5F, 1-2-2, Akasaka, Minato-ku 
Tokyo 107-0052 
Japan 
E-mail: smhf_ym@tnfb.jp  

Ms Hiroe Soyagimi 
Director 
International Programme Division 
Sasakawa Memorial Health Foundation 
The Nippon Foundation Building 
5F, 1-2-2, Akasaka, Minato-ku 
Tokyo 107-0052 
Japan 
E-mail: smhf_hs@tnfb.jp 

Mr. Jonathan Lloyd-Owen 
International Programme Division 
Sasakawa Memorial Health Foundation 
The Nippon Foundation Building 
5F, 1-2-2, Akasaka, Minato-ku 
Tokyo 107-0052 
Japan 
Email: smhf_jl@tnfb.jp  

Mr Douglas Soutar 
General Secretary 
International Federation of Anti-Leprosy Associations 
(ILEP) 
234 Blythe Road, London, W14 0HJ 
England 
E-mail: DSoutar@ILEP.ORG.UK 

Dr Piet Both 
Country Development Director 
The Leprosy Mission International 
Klokkengietershoeve 125 
7326 SE Apeldoorn 
The Netherlands 
E-mail: pietb@tlmint.org  

Mr Geoff Warne 
General Director 
The Leprosy Mission International 
80 Windmill Road, Brentford 
Middlesex TW8 0QH 
England 
E-mail: geoffw@tlmint.org  

Mr Jan van Berkel 
Netherlands Leprosy Relief (NLR) 
Postbus/P.O. Box 95005 
1090 HA Amsterdam 
Netherlands 
E-mail: j.v.berkel@leprastichting.nl  

Dr Wim van Brakel 
Netherlands leprosy Relief (NLR) 
Postbus/P.O. Box 95005 
1090 HA Amsterdam 
The Netherlands 
E-mail: w.v.brakel@kit.nl  

Novartis Foundation for Sustainable Development 

Dr York Lunau 
Corporate Responsibility Adviser 
Novartis Foundation for Sustainable Development 
Novartis Campus 
WSJ-210.10.30, Postfach, CH-4002 Basel 
Switzerland 
E-mail: york.lunau@novartis.com 

Dr Atul Shah 
Director 
Novartis Comprehensive Leprosy Care Association 
Remi Bizcourt, Gr Floor 01 
Veera Desai Road, Andheri (West) 
Mumbai – 400 058 
India 
E-mail:nclca@mtnl.net.in & atulshah@novarties.com 

Dr (Mrs) Neela Shah 
Managing Director 
Novartis Comprehensive Leprosy Care Association 
Remi Bizcourt, Gr Floor 01 
Veera Desai Road, Andheri (West) 
Mumbai – 400 058 
India 
E-mail: neela.shah@novartis.com & 
neela@bom3.vsnl.net.in 

Dr Christine Liwanag 
Novartis 
Philippines 
Email: Christine.liwanag@novartis.com  

Pacific Leprosy Foundation 

Mrs Jill Tomlinson6 
General Manager 
Pacific Leprosy Foundation 
Private Bag 4730, 115, Sherborne Street 
Christchurch 8140 
New Zealand 

                                                           
6 Invited but could not attend 
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International Federation of Anti-Leprosy 
Associations from India 

Dr M.A. Arif 
Country Representative 
International Federation of Anti-Leprosy Association 
(ILEP) 
B-38, First Floor, Panchsheel Enclave 
New Delhi- 110 017 
India 
E-mail: nlrindia@airtelmail.in  

Mr Jose Manikkathan Varghese 
Representative – India & Bangladesh 
Amici di Raoul Follereau  
No. 58, 4th Cross, Kavery Layout  
Thavarekere Main Road 
Dharmaram College Post 
Bangalore – 560029 
India 
Email:aifo@aifoindia.org; joseaifo@yahoo.com 

Dr Shivakumar 
Chief Medical Advisor 
Damien Foundation India Trust 
27 Venugopal Avenue 
Spur Tank Road 
Chetpet, Chennai – 600 031 
India 
E-mail: damienin@airtelmail.in 

Dr P.V. Ranganadha Rao 
Chief Executive, LEPRA India 
Blue Peter Public Health & Research Center (BPHRC) 
Near TEC Building, Cherlapally 
Hyderabad – 501 301 
Andhra Pradesh 
India 
E-mail: ranganadh@leprahealthinaction.in 

Dr Sunil Anand 
Director 
The Leprosy Mission Trust India 
CNI Bhavan 
16 Pandit Pant Marg 
New Delhi-110 001 
India 
E-mail: sunil.anand@tlmindia.org  

Dr G Srinivas MD 
National Medical Advisor 
The German Leprosy and TB Relief Association-India 
(GLRA) 
4 Gajapathy Street 
Shenoy Nagar, Chennai-600030 
India 
E-mail: srinivas@glraindia.org 

Dr Rajbir Singh 
Regional Medical Coordinator  
The German Leprosy and TB Relief Association-India 
(GLRA) 
B 2 / 17, First Floor, Opp. Mira Model School 
Janakpuri, New Delhi – 110 058 
India 
Email: rajbir@glraindia.org 

Dr Akshay Kumar Mishra 
Swiss Emmaus Leprosy Relief India 
J-17, First Floor 
South city-1 
Gurgaon – 122007 
Haryana 
India 
Email: akshay@swissemmausindia.org 

Dr John George 
Swiss Emmaus Leprosy Relief India 
J-17, First Floor, South city-1 
Gurgaon – 122007 
Haryana 
India 
Email: john@swissemmausindia.org 

Special Invitees  

Dr Samlee Plianbangchang 
Regional Director 
WHO-SEARO, New Delhi 
India 
E-mail: samleep@searo.who.int 

Dr Poonam Khetrapal Singh 
Deputy Regional Director 
WHO-SEARO, New Delhi 
India 
E-mail: Singhpoonam@searo.who.int 

Mr Yohei Sasakawa 
WHO Goodwill Ambassador for Leprosy 
Chairman, The Nippon Foundation 
1-2-2 Akasaka Minato Ku 
Tokyo 107-8404 
Japan 
E-mail:  

WHO Secretariat 

AFRO 

Dr Landry Bidé 
Regional Adviser, Leprosy, 
E-mail: bidel@afro.who.int 

PAHO 

Dr Ximena Illarramendi 
Coordinator 
E-mail: illarramendix@bra.ops-oms.org 
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SEARO 

Dr Sangay Thinley 
Director 
Department of Communicable Diseases and 
Surveillance 
E-mail: thinleys@searo.who.int 

Dr N. Kumara Rai 
Adviser to Regional Director 
E-mail: raink@searo.who.int 

Dr Myo Thet Htoon 
Team Leader 
Global Leprosy Programme 
E-mail: htoonm@searo.who.int 

Dr Sumana Barua 
Regional Adviser – Leprosy 
E-mail: baruas@searo.who.int 

Dr Suvajee Good 
Programme Coordinator – Health Promotion 
E-mail: goods@searo.who.int 

Dr Boosaba Sanguanprasit 
TIP – Primary Health Care 
E-mail: sanguanprasitb@searo.who.int 

Mr K.R. Vishwanathan 
Administrative Assistant 
WHO-SEARO 
E-mail: viswanathank@searo.who.int 

EMRO 

Dr Hany Ziady 
Regional Advisor, CTD & Focal Point for Leprosy 
E-mail: ziadyh@emro.who.int 

WPRO 

Dr Catharina van Weezenbeek 
Team Leader, Stop TB & Leprosy Elimination 
E-mail: vanweezenbeekc@wpro.who.int 

Dr Katsunori Osuga 
Medical Officer 
Focal Person for Leprosy Programme 
E-mail: osugak@wpro.who.int 

Dr Nino Dayanghirang 
WHO Fellow 
E-mail: ninodal@gmail.com 
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