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SuMMARY 

lbis Status report on leprosy in the WHO Western Pacific Region 
2003 is based on the information collected from the 37 countries and 
areas of the Region and other sources. A total of 33 countries and 

areas submitted their annual leprosy data for 2003. French Polynesia, 

Guam, Nauru and the Pitcairn Islands did not send their annual leprosy 

data for 2003. 1;\owever, these four countries, with a combined 
population of 0.4 rlilllion, reported only 15 new cases and 23 prevalent 

cases in 2001 and 2002. 

The estimated population of the Region for the year 2003 was 1.73 

billion. Of t~e 35 countries that had eliminated leprosy as a public 
health problem (prevalence ofless than 1 case per 10 000 population) 
by the end of 2001, all had sustained the status at the end of 2003. 
Although Kiribati and Papua New Guinea lost their elimination status 
at the end of 2002 due to an increase in prevalence rate, they regained 

elimination levels by the end of 2003. Leprosy has continued to be a 
public health problem in the Federated States of Micronesia and the 
Marshall Islands. Seven countries have reported zero prevalence 
and no new case detection . 

The number of registered cases at the end of 2003 was 10 554, with 

a prevalence rate of 0.06/10 000. The prevalence rate continued to 
decline, by 7.7%:eompared with that of2002 and by 86.7% compared 
with that of 1991. There were fewer than 10 registered cases in 22 
countries. Only three countries had more than 1000 registered cases. 

A total of 6173 new cases were reported in 2003, with a new case 

detection rate of 0.36 per 100 000 .population according to the latest 
available data. The new case detection rate has declined for the 
sixth consecutive year since 1998. The case detection rate declined 
by 14.3% compared with 2002 and by 56.6% compared with 1997. 

lbis declining trend may be attributed to the good coverage and 
effectiveness of multidrug treatment regimens on transmission of 
disease. The prevaJence/det() tion ratio, at 1.7, showed a marginal 

increase in 2003 . Tbi is attributable to administration to patients of 
multi drug treatment regimens for longer than necessary in countries 
like China, Malaysia, Republic of Korea at:~:d Singapore. 

With the advent of 

multidrug therapy 

(MDT) for treatment 

of leprosy, by the end 

of 2000, most of the 

countries and areas 

of the Region had 

eliminated leprosy as 

a public health 

problem with the 

prevalence of less 

than one case per 

10 000 population at 

the national levels 

covering more than 

99.9% of the total 

regional population. 

The status have 

sustain~([ with a 

ji1rther reduction in 

disease burden and 

trans mission. 
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During 2003, one health education campaign and one rapid survey of 
endemic pockets were completed in Cambodia and screening of 

selected populations was conducted in Kiribati, the Marshall Islands 

and the Federated States of Micronesia. All these special activities 
in 2003 resulted in detection of 75 new cases. A total of 84 special 

projects were implemented in the Region between 1996 and 2003, 
covering about 40 million people and detecting 5129 new cases. A 

national leprosy awareness campaign in the Federated States of 

Micronesia and a leprosy awareness week in Cambodia were also 
conducted in 2003. 

An evaluation of the implementation of the post-elimination 

surveillance system pilot project in Cambodia was carried out in 2003. 
After evaluation, it was recommended that the surveillance system 

should be extended to all the provinces in Cambodia as soon as 
possible. The surveillance system pilot project in VietNam has been 

extended to 10 more provinces. Measures to develop a comprehensive 
post-elimination strategy for the Region were initiated by organizing 

an informal consultative meeting during 2003. 

The regional prevalence rate, which reached the elimination level in 

1991 has declined continuously since that time. The first subnational 

elimination status has been achieved in big countries like Cambodia, 
China, the Lao People's Democratic Republic, the Philippines and 

Viet Nam. The new case detection rate, which fluctuated soon after 

elimination, started to decline in 1998. However, the rate of decline 
of both prevalence and case detection rates are now slowing down. 

A similar picture is emerging in some of the large countries like 
Cambodia, the Lao People's Democratic Republic, the Philippines 

and Viet Nam, since they reached elimination. In China and the 
Republic of Korea, elimination was accomplished prior to 1991. In 

these two countries, with an initial fall after elimination, both 
prevalence and case detection rates have stagnated since 1997. 

Future activities will be focused in the two countries, the Marshall 
Islands and the Federated States of Micronesia, which have so far 

defied efforts to reach elimination. Efforts will also be made to achieve 

elimination at subnationallevel in large countries that have already 
reached elimination at the_ national level. Development and 

implementation of comprehen~e post -elimination strategies, covering 

surveillance, independent evaluation of programme achievements, 
gradual and complete integration of leprosy control activities into 

general health services, and other residual problems like rehabilitation, 
will be the major concern during the post-elimination phase in the 

Region. 

r ... 
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TABU Latest notification of leprosy cases and monitoring indicators by country/area, 2003 

American Samoa 

Australia 

Population 
X 1000 

64 

19 729 

No. 
Ratex 
10 000 

Brunei Darussalam 34 7 

8 

0 

2 

1.25 

0 

0.06 

0.29 

0.03 

0.0 

0.02 

Cambodia 14 113 409 

3 261 

0 

2 

China 1 303 4 73 

Cook Islands 

Fiji 

French Polynesia 
(2002) 

Guam (2001) 

Hong Kong (China) 

Japan 

Kiribati 
Lao People's 
Democratic Republic 

Macao (China) 

Malaysia 

Marshall Islands 

Micronesia, The 
Federated States of 

Mongolia 

Nauru (2002) 

New Caledonia 

New Zealand 

Niue 

Northern Mariana 
Islands 

Palau 
••. J 

Papua New Guinea 

Philippines 

Pitcairn Islands 
(2002) 

Re(Jublic of Korea 

Samoa 

Singapore 

Tonga 

Tuvalu 

Vanuatu 

VietNam 

20 

854 

240 

158 

7124 

127 710 

94 

5 659 

456 

23 430 

55 

126 

2 617 

12 

223 

3 865 

2 

74 

21 

17 

1 

38 

5 

8 

144 

972 

50 

70 

0.71 

0.06 

0.05 

0.0004 

0.85 

0.25 

0.02 

0.41 

9.09 

5.56 

0 0.0 

5 4.17 

0 0.0 

0 0.0 

0 0.0 

8 1.08 

9 4.29 

5 528 337 0.61 

80 089 3 334 0.42 

0.047 0 0.0 

47 701 518 0.11 

179 13 0.73 

4 260 23 0.05 

454 

2 

101 

10 

207 

81 286 

15 

5 

0 

0 0.0 

0 0.0 

11 0.53 

1 203 0.15 

0 0.0 Wallis and Futuna 

Summary 1 730 299.047 10 454 0.06 

* Proportion of MB cases. 
•• Proportion of cases with grade 2 disability among new cases. 

***Proportion of children younger than 15 among new cases. 

No. 
Rate x MB* 

100 000 % 

Cases 
Dis** Child*** cured 

% % 
2 

4 

2 

3.13 

0.02 

0.58 

3.61 

0.11 

0.0 

50.0 

50.0 

0.0 

25.0 

0.0 0.0 

68.\,. 14.5 

86.si 21.2 

0.0 

509 

1 404 

0 

2 0.23 50.0 

0.0 

0.0 

11 4.58 90.9 

0.63 100 

7 

8 

21 

0.10 42.9 

0.006 

22.34 

75 

38.1 

156 2.76 75.0 

0.22 100.0 

219 0.93 66.2 

76 138.2 48.7 

89 70.6 47.2 

0 0.0 

3 25 

4 1.79 

4 0.10 

0 0.0 

4 5.41 

7 33.3 

0.0 

66.7 

0.0 

50.0 

0.0 

42.9 

0.0 

0.0 

16.0 

100.0 

4.57 

0.0 

0.0 

0.0 

0.0 

263 

2 397 

4.76 

2.99 

51.7 5.32 

0 

17 

11 

5 

5 

0 

0 

0 

7 

949 

0 

6188 

0.0 

0.04 

6.15 

0.12 

1.1 

0.0 

0.0 

0.0 

3.38 

1.17 

0.0 

0.36 

91.03 3.67 

0.0 0.0 

94.1 17.6 

90.9 72.7 

80.0 0.0 

60.0 

0.0 

0.0 

0.0 

42.9 

62.2 

0.0 

79.0 

0.0 

0.0 

0.0 

0.0 

0.0 

18.9 

0.0 

11.3 

50.0 

0.0 

0.0 

9.2 695 

3.1 1 630 

0.0 

50.0 

0.0 

100 

0.0 

0.0 

11.9 

26.3 

41.6 

0.0 

33.3 

25.0 

25.0 

0.0 

0.0 

14.3 

2 

5 

8 

173 

62 

105 

4.0 

0.0 

1.0 

0.8 

2.3 

0.0 

1.0 

5.4 

0.6 

0.4 

0.9 

1.0 

4.4 

0.7 

0.8 

0.0 

1.7 

0.0 

0.0 

0.0 

2.0 

19.0 1.28 

5.26 2 314 1.39 

0.0 0 

0.0 30.5 

9.09 1.18 

0.00 4.6 

20.0 

0.0 

0.0 

0.0 

28.6 

5.47 

0.0 

7.0 4 995 

1.0 

0.0 

0.0 

0.0 

1.57 

1.3 

0.0 

1.7 

****Ratio between prevalent cases at the end of the year and the number of new cases detected during the year. 
Figures in ( ) mean year of latest data. 
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fNmODUCTION 

The WHO Western Pacific Region comprises 37 countries and areas with 

an estimated population of 1730 million in 2003. The Region contains very 

large countries such as China, representing 7.5% of the total regional 

population, and very small countries, of which 22 contribute only 0.5 % of 

the total population. 

Eight countries have populations of more than 10 million and 6 have a 

population of between 1 and 10 million. Of the remaining 23 countries with 

a population ofless than 1 million, 7 have a population of more than 200 000 

and 16 have a population of less than 200 000, of which 7 have 20 000 or 

less. Countries are scattered in the north, west, central and south Pacific. 

The development of multidrug therapy (MDT) for the treatment of leprosy 

in the early 1980s was an important milestone in combating the disease. 

MDT implementation started in control programmes in 1982-1985 and was 

being used worldwide by 1990. The reduction in prevalence achieved during 

this first phase was so impressive that elimination of leprosy as a public 

health problem - considered to be a prevalence rate of less than 1 case 

per 10 000 population - became an attainable target. Based on this, the 

Forty-fourth World Health Assembly, held in 1991, adopted a resolution 

aiming for global elimination of the disease by the year 2000. Although the 

elimination goal was achieved at global level by the end of 2000, a few 

countries have not yet reached the goal at their national level. In 1999, the 

target date for reaching elimination was extended to 2005. 
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In the Western 

Pacific Region, 

MDT 

implementation 

began in 1985. By 

the end of 2000, 35 

countries of the 

Region had already 

reached elimination. 

Only two small 

countries in the 

Region have not yet 

reached the 

elimination target. 
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In the Western Pacific Region, MDT 

implementation began in 1985. It 

reached 10% coverage in 1988 and 

almost 100% by 1994, coinciding with 

a decrease in the prevalence rate 

(Figure 2). Elimination was achieved 

at the regional level and in 15 of the 

countries at the national level in 1991. 

By the end of 2000, 35 countries of 

the Region had already reac~d 
elimination. Two of the countries that 

had failed to sustain elimination at the 

end of 2002, accomplished it by the 

end of 2003. Only two small 

countries in the Region have not yet 

reached the elimination target. 

• Prevalence rate 

-a- MDT coverage 

FIGURE 2 Multidrug therapy coverage 
and prevalence rate 
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HIGHLIGHTS OF 2.003 

. 
• Further decline in prevalence (by 7. 7%) and new c .:. e 

detection (by 14.3%) rates at regional level. 

• Elimination status was sustained in 35 countries in the 

Region. 

The post-elimination surveillance system pilot project in 

Cambodia was evaluated and extension to the whole 

country was recommended. 

• National leprosy awareness campaigns launched in the 

Federated States of Micronesia and the Marshall Islands 

were followed up. 

W Special projects like a health education campaign and a 

rapid survey were implemented in endemic pockets of 

Cambodia. 

~ Geographic information system (GIS) was developed to 

VietNam. 

An informal consultative meeting was organized as a 
•· · 1prelude to the development of a comprehensive post

elimination strategy for the Region. 

Au informal 

consultative meeting 

was organized as a 

prelude to the 

del'l:'fopmellf o{ a 

""" i 1 •; r' ;· ' i 41.. ' , i ; 1 ~ -- r ' ·. 

elimillftlioll strategy 

for the Regio!l. 
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EPIDEMIOLOGICAL SITUATION 

Table 1 summarizes the latest available data on leprosy by country, as of 

the end of 2003. Out of 37 countries and areas, 33 sent data using the 

annual statistics form of the WHO Western Pacific Regional Office and/ 

or the format communicated by WHO Headquarters. Only French 

Polynesia, Guam, Nauru and Pitcairn Islands, with a combined population 

of 0.4 million, did not send data. 

IF 

The elimination of leprosy as a public health problem is considered achieved 

when the prevalence rate is less than 1 per 10 000 at national level. 

The prevalence decreased from 67 593 in 1991 to 10 454 in 2003 and the 

prevalence rate dropped continuously from 0.45 to 0.06 in the same period, 

representing a decrease of 87%. Cambodia, Papua New Guinea and 

VietNam contributed most to this latest reduction in the prevalence rate. 

Only three countries in the Region have more than 1000 registered cases. 

The Philippines, with 3334, has the largest number of registered cases, 
followed by China (3261) and VietNam (1203) (Table 2). 

When comparing rates, however, it is evident that some small countries 

(The Federated States of Micronesia, the Marshall Islands and Nauru) 

also have a serious leprosy problem (Figure 3), although by absolute numbers 

their contribution to the regional problem is negligible (1.2% ). 

Cambodia 

China 

Nauru 

Marshall Islands 

Federated States of Micronesia 

Papua New Guinea 

Philippines 

VietNam 

Registered cases 
(OOOs) 

Prevalence rate 
per 1 0 000 population 

The regional 

prevalence decreased 

from 67 593 in 1991 

to 10 ~~5..f iJ, 2003 

und the prevalence 

rat.: J; ". IJ.li!O: 

t ~,,,,,' rnu · h . r,.•n; 

I I f t(j'' (If V 7C; 

TIH 't dn. till \ 

omw 1/wr lw 

IIWr 1/rm I I 0 

I 

( ,. ' . ,. 

Distribution of the 
number of registered 
cases and the 
prevalence rates 
per 10 000 for eight 
countries in the 
Western Pacific 
Region , 2003 
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Number Rate per 10 000 Number 
Rate per 
100 000 

1991 1 515 579 67 593 (0.45) 14 674 (0.97) 
1992 1 537 199 42254 (0.28) 13 594 (0.89) 
1993 1 560 521 35145 (0.23) 11 034 (0.71) 
1994 1 580 357 38 733 (0.24) 12 643 (0.81) 
1995 1 610 291 30 556 (0.19) 11 907 (0.74) 
1996 1 628 600 26 275 (0.16) 13 070 (0.80) 
1997 1 634 465 23 370 (0.15) 13 583 (0.83) 
1998 1 652 781 19 076 (0.12) 10 600 (0.64) 
1999 1 672 418 14195 (0.09) 9494 (0.57) 
2000 1 706 434 12 731 (0.07) 8360 (0.49) 
2001 1 694 691 11 764 (0.069) 7409 (0.44) 
2002 1 706 168 11 035 (0.065) 7187 (0.42) 
2003 1 730 299 10 454 (0.06) 6173 (0.36) 

Prevalence and new case detection trends, Western Pacific Region, 1991-2003 

With the introduction of single-dose treatment for single lesions and the 

one-year regimen for multi bacillary (MB) cases, the duration of the disease 

has been reduced to between one day and 12 months. As a result, prevalence 

is converging with detection. 

• Elimim tim t·•tu 

Elimination at regional level was achieved in 1991, but with only 15 countries 

reaching elimination at their national levels. The number of countries to 

reach elimination at national level rose to 35 by the end of 2000. Two 

countries, the Federated States of Micronesia and the Marshall Islands 

were yet to achieve elimination by the end of2003 (Table 3). Two countries, 

Kiribati and Papua New Guinea, which failed to sustain elimination at the 

end of 2002, had accomplished it once again at the end of 2003 by improving 

treatment compliance, updating records and ensuring close monitoring and 

supervision. Four countries with small populations and fewer than 10 
registered cases are considered to have achieved elimination. To date, 

99.99% of the regional population lives in countries that have eliminated 

the disease. 

American Samoa*, Australia, Brunei Darussalam, Cambodia, China, 
Cook lsla'olls, Fiji, French Pqlynesia, Guam, Hong Kong (China), 
Japan, Kiribati, Republic of Ko~. Lao People's Democratic Republic, 
Malaysia, Macao (China), Mongolia, Nauru*, New Caledonia, 
New Zealand, Niue, Northern Mariana Islands*, Palau*, 
Papua New Guinea, Philippines, Pitcairn Islands, Samoa, Singapore, 
Solomon Islands, Tokelau, Tonga, Tuvalu, Vanuatu, Viet Nam, 
and Wallis and Futuna 

*Fewer than 10 cases 

r . .• 

TWo countries that 
have not yet 

achieved elimination 

the Federated States 
of Micronesia and 
the Marshall Islands 

Elimination status at national level among Member States of the Western Pacific Region 
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DTE 

There were 6173 new cases detected in 2003, corresponding to 

a new case detection rate of 0.36 per 100 000 population, 

compared with 14 67 4 new cases detected in 1991, with a rate of 

0.97 (Table 2). Four countries contributed to 86% of all new cases 

detected. The highest proportion of all new cases ( 40% )was detected 

in the Philippines (Figure 4). 

The new case detection rate varied from zero to 138.2 per 100 000 in 

2003. Five countries reported case detection rates of more than 101100 000, 

with highest rate reported in the Marshall Islands. Another 11 countries 

reported case detection rates of between 1 and 10/100 000. Of the remaining 

21 countries, 10 countries reported case detection rate between 0.006 and 

0.991100 000, 7 countries reported that no new cases were detected, and 

4 countries did not submit reports (Figure 5). 

Marshall Islands 

Federated States of Micronesia 

Palau 3 .3 

Nauru {2002) 
I 

25 

Kiribati 22.34 

Samoa 6.15 

Northern Mariana Islands 5.41 

Papua New Guinea 4.76 

French Polynesia {2002) 4.58 

Cambodia ; 3.61 

Vanuatu 3.38 
I 

American Samoa 3.13 
I 

Philippines 2.96 
I 

Lao People's Democratic Republic 2.76 
I 

New Caledonia 1.79 
I 

VietNam 1,17 
I 

Solomon Islands 1.1 
I 

Malaysia 0.93 

Guam {2001) 0.63 

Brunei Darussalam 0.58 

Western Pacific Region average 0.36 

Fiji 0.23 

Macao 0.22 

Singapore 0.12 

China 0,11 

New Zealand 0.1 

Hong Kong (China) 0.1 

Republic of Korea 0,04 

Australia 0.02 

Japan 0.006 

0 20 40 

New case detection rate in 2003 

138.2 

70 

60 80 100 120 140 160 

Rate/1 00000 
Nole: No cases were 
detected in Cook Islands, 
Mongolia, Niue, Tokelau, 
Tonga, Tuvalu and Wallis 
and Futuna. 

LcPf. Epidemiological Review 2003 

Philippines 

• China 

VietNam 

• Cambodia 

Papua New Guinea 

• Other countries 

Distibution of new cases 
of leprosy detected 
in 2003 

r ..• 
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The 2003 new case detection rate is the lowest reported during the last 13 

years and with a decline of 56.6% since 1997. (Figure 6; Table 2). The 

latest decline was mostly due to decreases in numbers of new cases in 
Papua New Guinea (352), China (242), Cambodia (231) and VietNam 
(189). 

The new case detection rate has varied from 0.97 in 1991 to 0.36 per 

100000 in 2003. The rate generally remained stable up to 1997, with only 

small variations between years. A marked reduction of 23% occurred in 
1998 and the rate declined continuously thereafter (Figure 6). 

0 
0 
0 
0 
0 .... ... 
Gl 
Q. 

~ 

-o- Detec. rate 

Year 

Leprosy new case detection rate 
per 100 000 (1991 - 2003) 

New case detection includes patients that showed the onset of the disease 

during 2003 (incident cases), as well as in previous years (backlog cases 
that remained undetected). The exact proportion of backlog cases among 

the new cases is not known. Case detection is also influenced by the 
intensity of programme activities, service coverage and reporting system, 

as well as the sensitivity and specificity of the diagnosis. Therefore, the 

detection rate may not represent the true incidence and the degree of 
transmission of infection in the community. However, analysis of data from 
1991 to 2003 revealed a significant declining trend in new case detection 

rate that might lead to interruption of transmission and freedom from leprosy 
in the long run. 

IO 
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POST-ELIMINATION PREVALENCE AND NEW 
CASE DETECTION RATE TRENDS IN SOME 
COUNTRIES 

The prevalence and new cases detection trends in countries with large 

population, indicate a consistent and continuous decline (Figures 7 and 8). 

0 .... 
'- I 
ell 
c.. 
~ 
~ • • 

Year 

Year 

However, there were wide fluctuations in countries with small populations, 

sometime even crossing over the elimination level especially in countries 

with populations of less than 500 000 (Figure 9). These trends will be 

closely monitored and appropriate action will be initiated where necessary . 
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FIGURE 7 

Prevalence rate trend after 
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New case detection rate 
trend after elimination in some 
large countries 

........... ~uam' 
0 
0 
0 
0 ..... ... 
CD 
Q. 
CD 

~ 

Year 

,jj, ,fllfif!i!!rn Nl.ariana Islands 

FIGURE 9 

Prevalence rate trend after 
elimination in some small 
countries 
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OTHER Il'-JFORJ\'lfll ION A1\JD INDICA TORS 

A total of 4995 cases completed treatment in 2003. Countries such as 

Malaysia, Papua New Guinea and VietNam, with large case burdens, 

have not reported on treatment completion. 

• Prevalence/Detection ratio 

On average, the ratio between prevalence and detection was 1. 7, with a 

marginal increase compared with 2002. One-year fixed duration multidrug 

therapy for MB cases was introduced in 1997-1998, so the ratio should not 

exceed 1.5 for the countries that introduced the one-year policy. 

The ratio was very high in the Republic of Korea (30.5), Hong Kong 

(China) (5.4), Singapore (4.6), Malaysia (4.4), and American Samoa (4.0) 

(Table 1). This indicates that, in these countries, patients are being treated 

longer than necessary, registers are not being updated or patients are 

irregular in taking their treatment, or a combination of these factors. 

B c ild und di : bill . gr d 2 prn1 ortio 1 

Among new cases in 2003, the proportions of MB, disability grade 2 and 

those involving children younger than 15 years showed only marginal 

changes from 2002. The proportion of MB cases among new cases has 

averaged 72%, reaching a peak of 80% in 1994. Visible disability, expressed 

as grade 2, has represented an average of 13%, with a range of 11% to 

15%, between 1994 and 2003. The percentage of new cases involving 

children younger than 15 years was 8%, on average, ranging from 3% to 

9% between 1994 and 2003 (Table 4). This perhaps indicates that recent 

transmission of infection was at very low level. 

No. 
1994 10697 
1995 11906 
1996 13070 
1997 13583 
1998 10587 
1999 9482 
2000 8360 
2001 7409 
2002 7187 
2003 6173 

98454 

% 
80 
67 
66 
69 
68 
71 
75 
77 
77 
79 

72 

1232 
1822 
1637 
2064 
1518 
1172 
1036 
890 
867 
701 

12939 

r .• 

% 
12 372 
15 582 
13 1132 
15 1076 
14 887 
12 882 
12 647 
12 519 
12 505 
11 430 

13 7032 

Proportion of multibacillary, disability grade 2 and children below 15 years among new cases, 1994-2003 

*The numbers are those reported by countries in the year considered. Countries that did not report are not included. 
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PROGRAMME AcTIVITIES 

STRENGTHENING NATIONAL PROGRAMMES 

Ten countries (Cambodia, China, Kiribati, the Lao People's Democratic 

Republic, the Marshall Islands, Federated States of Micronesia, Papua 

New Guinea, the Philippines, Samoa and VietNam) were provided with 

technical assistance to strengthen programme capability in planning and 

implementing special projects, among others activities, between 1996 and 

2003. These were the countries that benefited most from special projects, 

especially Cambodia and the Philippines, which achieved the elimination 

during 1998. 

SPECIAL PROJECTS 

• Leprosy elimination campaigns (LEC) and special action 
projects for elimination of leprosy (SAPEL) 

In 2003, the WHO Regional Office for the Western Pacific focused its 

efforts on assisting the four countries that did not achieve/sustain elimination 

the previous year and some of the countries that had reached elimination 

prior to 2002. These countries with the assistance of WHO and 

nongovernmental organizations (NGOs), and through their own resources, 

developed and implemented LECs and SAPELs. 

During 2003, two LEC-like special projects (rapid survey of highly endemic 

pockets and health education campaigns) were implemented in Cambodia. 

The projects covered a population of about 2 million and detected 64 new 

cases. 

The first such projects were implemented in 1996. By 2003, 84 projects 

had been completed, covering 40 million people and detecting 5129 new 

cases. The figures represented 7.3% of the cumulative new cases detected 

in the Region during these eigh(;,fears. The countries that benefited most 

from these projects were Cambodia and the Philippines, covering 97% 

and 26%, respectively, of their total populations. 

In 2003, the WHO 

Regional Office for 

the Western Pacific 

focused its efforts on 

assisting the four 

countries that did 

not achieve/sustain 

elimination the 

previous year. 

Sustaining leprosy 

services among the 

Member States that 

achieved elimination 

was another priority. 
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The Federated States of Micronesia, Kiribati and the Marshall Islands, 

which had high prevalence rates, implemented special projects to accelerate 
and achieve elimination by the year 2003. 

The Federated States of Micronesia 

A two-year project that started in 1996 was implemented to screen the 
whole population twice to detect cases and treat those detected. Preventive 

therapy, consisting of a rifampicin-ofloxacin-minocycline combination for 
adults and rifampicin alone for children younger than 15, was also 

administered twice to all healthy people during screening. Preventive therapy 
coverage of the population was 87% with one dose and 54% with two 

doses. As a result of the project, 288 new cases were detected in 1996, 
123 in 1997 and 39 in 1998, representing more than 85% reduction in new 

cases from 1996 to 1998. 

A national leprosy awareness campaign that was launched in October 
2002 was followed through in 2003, boosting the efforts to reach elimination 
in time. 

Screening of 6222 children in 31 schools, 356 family contacts of cases and 
1112 people in 19 highly endemic villages resulted in detection of 11 new 

cases in 2003. The number of new cases detected increased continuously 
from 1999 to 2002. However, there was a marked fall in 2003 to 89, 
compared with 108 cases in 2002, despite intensification of case detection 

activities. There was also a marginal fall in the prevalence rate in 2003 
compared with 2002. 

Kiribati 

The country has implemented a project similar to that of the Federated 
States of Micronesia, with mass screening and administration of preventive 

therapy to selected populations. Mass screening was started in 1996. So 
far, the project has detected 150 new cases, of which 135 were found in 

the first round. Mass screening ~d administration of preventive therapy 
continued as a second round in 1999, and 24 new cases were detected. As 

a result, the country was able to achieve elimination by the end of 2000. 
Although elimination status was lost in 2002 due to an increase in the 

number of new cases detected, and hence an increase in the prevalence 

rate, the status was regained in 2003 through close monitoring and 
supervision and improved treatment compliance. 
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The Marshall Islands 

The project to screen the whole population and administer preventive 

therapy to the contacts of past and present leprosy cases, which was 

started in 1998, was completed by April2000. A total of 222 new cases of 

leprosy were detected and treated during the survey. A nationallevelleprosy 

orientation training workshop was held in May 2002 and was followed up 

by the launch of the national leprosy awareness campaign in 2003. As a 

result, there was an increase in prevalence and new case detection rates 

at the end of 2003, to 9.07110 000 and 138.2/100 000 respectively, from 

8.57 and 92.86 in 2002. 

o t-elimmalio• ur ·ilium 

Guidelines were developed by the WHO Western Pacific Regional Office 

in 1999 for a post-elimination surveillance system based on the establishment 

of referral centres for case diagnosis and management, referral of suspected 

cases from the periphery, notification of individual cases to the central 

level, mapping of notified cases, integration of leprosy information into the 

general health information system, sustaining of leprosy awareness in the 

community and general health staff and evaluation. Based on the guidelines, 

a post-elimination surveillance system pilot project was started in selected 

provinces of Cambodia in 2000. 

An interim evaluation of the pilot project in Cambodia in 2002 was followed 

up with a further evaluation in 2003. Besides other recommendations, it 

was recommended that the surveillance system should be extended to all 

provinces as early as possible. The geographic information system (GIS) 

is being utilized to identify endemic pockets at the peripheral level. The 

surveillance system was extended to five more provinces in 2003. 

The pilot project that was started in selected provinces of VietNam in 

2001 has been extended to more.provinces, bringing the total to 20 by the 
end of 2003. . "· 
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INFORMAL CONSULTATIVE MEETING 

An informal consultative meeting was held in the WHO Western Pacific 

Regional Office in November 2003, with the participation of national 

programme managers and international leprosy experts, to review the 

progress of leprosy elimination and lay plans for a comprehensive post

elimination strategy for the Region. The meeting resulted in an outline for 

the strategy, with identification of objectives and key elements. 

COLLABORATION WITH OTHER PARTNERS 

Continuous collaboration has been maintained with the Sasakawa Memorial 

Health Foundation (SMHF), which funded the special activities developed 

in Cambodia, the Federated States of Micronesia and Papua New Guinea 

besides activities in other countries. A partnership programme with the 

Pacific Leprosy Foundation has assisted South Pacific countries, especially 

Kiribati, Samoa, Solomon Islands, Tonga, and Vanuatu. Coordination 

meetings with governments and Nongovernmental Organizations (NGOs) 

for leprosy elimination were held in Cambodia, the Lao People's Democratic 

Republic, the Philippines and VietNam. 
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FUTURE PRIORITIES AND AcTIVITIES 

In some countries, accessibility is restricted because of poor 
communications and vast distances (between small islands countries, for 

instance). In others (such as Papua New Guinea and the Philippines) some 
places are not accessible because of security concerns. Therefore, patients 

living in difficult-to-reach areas now represent an important proportion of 
the total caseload and it will be harder to detect such patients. 

A few countries (Hong Kong [China], Malaysia the Republic of Korea 
and Singapore) still have a prevalence and detection ratio higher than 2, 

indicating that patients are being treated for longer than necessary and 
that they are inflating the prevalence. Moreover, the implementation of the 

12-month regimen for MB is progressing slowly in certain areas. 

Some countries like Cambodia and the Lao People's Democratic Republic, 

which reached elimination in 1998, are still dependent to a large extent on 
external resources in running their programmes to sustain elimination. 

A large number of patients who have been declared cured still require 
care and treatment of complications like reactions and plantar ulcers. 

Similarly, a large number of cured cases need to be rehabilitated physically 
and socioeconomically, because of their disabilities developed due to the 

disease. 

The epidemiology of the disease itself is still a problem because, to date, 

there is no effective way to measure the level of infection and the incidence 
of the disease in the community. This is complicated by the very long 

incubation period of the disease and the process of self-healing of many 
single lesions, as well as the tendency for patients to hide the disease 

because of the social stigma attached to leprosy. 

~ Micvehesi'a 
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FIGURE 10 Prevalence rate trend in countries 
that are yet to reach elimination 
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LEPROSY: 

COUNTRIES THAT HA VB ACHIEVED 
ELIMINATION AT NATIONAL LEVEL 

• Subnational elimination 

LECs targeting pockets of high prevalence within large countries to detect 

"hidden" cases and/or SAPELs targeting difficult -to-reach areas/populations 

will be carried out in order to achieve subnational elimination (Cambodia, 

China, the Lao People's Democratic Republic, Papua New Guinea, the 

Philippines and VietNam). 

Post-elimination surveillance system 

The ongoing post-elimination surveillance system pilot projects in selected 

provinces of Cambodia, the Lao People's Democratic Republic and 

VietNam will be supported according to the recommendations of the 

evaluation reports. 

• Integration of leprosy control activities into general health 
services 

To sustain elimination and progress towards freedom from leprosy cost 

effectively, the present leprosy control activities need to integrated into 

general health services at all levels and aspects, including health personnel, 

utilization of health facilities, information system and drug distribution. 

Assuming that complete integration means there will be no staff or health 

facility exclusively working for leprosy, the present country programmes 

will be analysed and encouraged to integrate leprosy activities into general 

health services in a phased manner. 

• Validation of leprosy elimination 

At present, a country is consider~p to have achieved elimination based on 

the statistical information provi~~d by the national government, without 

further validation. 

The completeness and correctness of statistical information in most 

countries is in general not satisfactory because of the inherent weaknesses 

in the operation of health information systems. There are also no specific 
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and sensitive laboratory tools to measure the levels of leprosy infection in 

the community in order to understand the dynamics of transmission and to 

correlate with prevalence. Cross-sectional surveys could measure 

prevalence, but the sample sizes required for estimated prevalence of less 

than 1 per 10 000 population, with clustering of cases, would be huge and 

impracticable. 

Although, exercises like independent leprosy elimination monitoring (LEM) 

might help to evaluate programme performance, it could not definitely 

confmn the prevalence in the community to be as reported. Efforts will be 

made to review the LEM document for its adaptation to suit low and very 

low prevalence situations and apply the same to validate programme 

achievements. 

• Comprehensive post-elimination strategy 

Action initiated in 2003 for development of a comprehensive post-elimination 

strategy will be pursued vigorously in collaboration with other WHO regions 

and WHO Headquarters. 

RESOURCE REQUIREMENTS 

To carry out the leprosy strategic plan, US$ 500 000 are required annually 

for the next few years. Furthermore, the assistance provided by the 

Nongovernmental Organizations (NGOs) to national governments should 

be kept at current levels until a comprehensive post-elimination strategy, 

including a cost -effective surveillance system, is established, with integration 

of leprosy control activities into general health services and the high pockets 

of leprosy eliminated. 

LEPROSY. 
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