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1. INTRODUCTION 

The development of multidrug therapy (MDT) during the early 1980s offered a long
awaited solution to the problem of leprosy. The widespread implementation of MDT for 
treatment of leprosy patients is the cornerstone of the WHO leprosy elimination strategy. 
Multidrug therapy not only cures patients but also reduces the reservoir of infection and 
thereby interrupts leprosy transmission. 

In May 1991 the Forty-fourth World Health Assembly adopted resolution WHA44.9, 
which committed Member States to promote the use of all control measures, including MDT, 
in order to attain the global elimination of leprosy as a public health problem by the year 
2000. Elimination of leprosy as a public health problem is defined as reducing the prevalence 
of leprosy to a level below I case per 10 000 population. 

The Member States of the Eastern Mediterranean Region have strengthened their 
commitment to leprosy control following the adoption of resolution EMlRC371R. 7 on the 
leprosy situation by the Regional Committee in 1990. The adopted strategies included target
oriented deployment of MDT, provision of training for medical personnel, health education at 
individual, family and community levels and strengthening of cooperation between the 
national programmes, WHO and nongovernmental organizations in planning, implementation, 
monitoring and evaluation of control activities. 

The results achieved by the national programmes have been impressive: the total 
number of leprosy cases registered for treatment decreased from almost 100 000 cases in 1989 
to 23000 cases in 1994. The prevalence of leprosy in the Eastern Mediterranean Region 
decreased from 2.6 per 10000 population in 1989 to 0.55 per 10000 population in 1994. 

The tremendous success in leprosy control and the commitment of Member States to 
implementing World Health Assembly resolution WHA44.9 were realized in the adoption of 
resolution EMlRC421R.8 on the elimination of leprosy at the Forty-second Session of the 
Regional Committee in 1995. The resolution endorsed the regional strategy for the 
elimination of leprosy as a public health problem by the year 2000. It urged Member States 
where leprosy was endemic and still a public health problem to continue their commitment 
towards elimination of leprosy as a public health problem by the year 2000. The resolution 
also urged Member States to give priority to leprosy control measures in national health plans, 
with emphasis on early case-detection, treatment with MDT and disability prevention, and to 
coordinate activities with interested governmental bodies as well as international and 
nongovernmental organizations to achieve the goal of elimination of leprosy. Member States 
that had reduced prevalence rates at the national level were urged to strive to reach the 
elimination goal at subnationallevels also, particularly in pockets of endemicity. 

Resolution EMlRC421R.8 also requested the Regional Director to continue to support 
capacity-building of national leprosy control programmes and to inform the Regional 
Committee of progress achieved in attaining the elimination goal in the Region. 
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This progress report on leprosy elimination IS prepared in response to resolution 
EMlRC421R.8. 

2. ACTIVITIES UNDERTAKEN FOR THE ELIMINATION OF LEPROSY 

2.1 General 

Member States and the Regional Office have made significant efforts towards the 
implementation of the resolution. All endemic countries in the Region prepared national plans 
for the elimination of leprosy as a public health problem at the national level by the year 
2000. Progress in the elimination of leprosy was reviewed in four regional meetings of the 
national managers of leprosy elimination programmes organized by the Regional Office from 
1995 to 1999. A subregional workshop on elimination of leprosy was also conducted for 
member states of the Gulf Cooperation Council in November 1997 in Muscat, Oman and an 
intercountry border meeting on leprosy for Afghanistan, the Islamic Republic of Iran and 
Pakistan took place in Karachi, Pakistan in September 1997. 

2.2 Case detection 

Significant efforts have been undertaken by countries and the Regional Office in order 
to improve self-reporting for the purpose of early detection and treatment of leprosy patients. 
Main activities were focused on the reduction of stigma attached to leprosy through raising 
public awareness about the availability of free and effective treatment of leprosy. The methods 
of health education and communication included individual discussions with patients and 
family members, radio broadcasting of messages, preparation of television spots, publication 
of messages in mass media, organization of local festivals, celebration of Leprosy Day, 
holding of information meetings with local community leaders, involvement of youth 
organizations in leprosy elimination activities and promotion of health education in schools, 
youth and women's organizations. 

Active surveillance of leprosy cases has been organized by some national programmes 
among specific population groups such as contacts of identified cases, immigrants from 
endemic countries, schoolchildren in endemic areas and refugees. 

Special Action Projects for Elimination of Leprosy (SAPEL) were introduced with the 
objective of reaching patients living in difficult-to-access areas or among neglected 
population groups. These projects played an important role in the improvement of case
fmding and treatment of leprosy patients in several areas of Sudan and the Republic of 
Yemen. 

Leprosy Elimination Campaigns (LEC) were introduced with the purpose of raising 
community awareness and building up capacity of local health services in order to detect and 
treat patients who have not been diagnosed, and thus accelerate the elimination process. These 
campaigns were successful in promoting community awareness, reducing stigma, improving 
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accessibility of multidrug therapy and improving the skills of general health workers for the 
diagnosis and treatment ofleprosy patients in Sudan. 

2.3 Registration, reporting and information system 

All countries of the Region require leprosy cases to be reported. In the past several years 
the majority of national leprosy programmes reviewed and updated their registration, 
reporting and information systems. Information generated by the national information systems 
was used for monitoring of drug intake and identification of defaulters, registration of 
relapses, assessment in implementation of elimination activities and evaluation of progress 
towards elimination. 

The Regional Office supported several countries in the preparation and production of 
national manuals on leprosy for health care personnel that described steps in registration and 
information flow. Support was provided for printing and distribution of registration forms and 
for computerization of the flow of information in leprosy-endemic countries. 

The national programmes were encouraged to annually review the existing registers in 
order to remove all treated cases or defaulters. Separate reporting was conducted for leprosy 
cases among citizens and expatriate workers in countries with-large numbers of immigrants. 

2.4 Treatment 

All countries of the Region have adopted MDT for the treatment of leprosy cases. 
Coverage with MDT has increased considerably and all new leprosy cases receive MDT 
treatment. 

In 1995, after a generous donation from the Nippon Foundation (Japan), WHO became 
the world's leading supplier of free MDT drugs. In addition to the major endemic countries 
that receive regular shipments of MDT every year (Afghanistan, Egypt, Sudan and Republic 
of Yemen), several less endemic countries requested supplies of MDT drugs from WHO to 
cover procurement delays or shortfalls in the supply of drugs provided by international NGOs. 
The availability of MDT drugs in all existing health facilities within leprosy-endemic areas 
has facilitated the reduction of irregular treatment among patients and reduced the number of 
defaulters. 

The distribution of free MDT drugs in blister packs has made it easier for patients to 
follow the correct regiment of treatment. Supervision of drug intake by medical staff has 
improved; however, a significant number of defaulters was still observed, particularly among 
multibacillary patients. One of the reasons for noncompliance with MDT treatment by 
multibacillary patients has been the long (24 months) course of treatment. The decision of the 
Seventh meeting of WHO Expert Committee on Leprosy in 1997 to shorten the duration of 
treatment for multibacillary patients from 24 months to 12 months has improved the 
compliance of patients to MDT treatment. 
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The majority of national programmes follow WHO-recommended regimens of MDT 
treatment. However, nongovernmental organizations in some countries have continued to use 
different treatment regimens from those recommended by WHO for drug dosages and 
duration of treatment. Such deviations from the standard WHO regimens prolong the duration 
of treatment and impose additional tasks for health personnel. All national programmes have 
been encouraged to follow WHO standard MDT regimens. 

2.5 Capacity-building 

Capacity-building in the field of management of leprosy control and elimination has 
been identified as one of the important activities in the regional strategy for the elimination of 
leprosy. The Regional Office organized several training courses on management of leprosy in 
endemic countries of the Region, including Egypt, Islamic Republic of Iran, Pakistan and 
Sudan. Participants from the Republic of Yemen were trained in courses on management 
organized in Egypt and Sudan. The WHO training modules on management of leprosy were 
found to be a useful tool for the training of participants during the management courses. 

A workshop on elimination of leprosy was conducted for national managers from 
Libyan Arab Jamahiriya, Morocco, Oman, Syrian Arab Republic and Tunisia in November 
1996 in Damascus, Syrian Arab Republic. The national managers from member states of the 
Gulf Cooperation Council were trained during a subregional workshop on elimination of 
leprosy in Muscat, Oman, in November 1997. Updated strategies and tools for leprosy 
elimination were presented and discussed with the national managers at all regional meetings 
on elimination of leprosy. 

National training courses on diagnosis, treatment and disability prevention among 
leprosy patients were organized for doctors and nurses at provincial and district levels in the 
main endemic countries. National workshops on leprosy elimination were conducted in 
Afghanistan, Oman and Morocco. Training courses for laboratory technicians on leprosy 
diagnoses were held in Sudan and several other countries. Fellows from Afghanistan, Sudan 
and the Republic of Yemen completed overseas training in leprosy elimination. 

Several WHO documents and publications on leprosy elimination were distributed to 
national programme managers in order to assist them in organizing and implementing leprosy 
control activities. Some of these documents were translated into Arabic and other local 
languages. 

2.6 Disability prevention 

Leprosy continued to be of major concern in endemic countries because of the 
occurrence of deformities in some patients and the development of impairments and 
permanent disabilities. The risk of disabilities was significantly reduced following the 
introduction of MDT and improvements in early case detection and management of cases. 
The number of persons with severe disabilities (grade 2 disabilities) declined significantly 
among new leprosy cases identified by the national leprosy control programmes. 
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The Regional Office supported training activities of medical personnel in the prevention 
of disabilities. The training included assessing risks of the development of disabilities in 
leprosy patients, training leprosy patients in the prevention of impairments and treating certain 
conditions. In addition, WHO documents and publications on disability prevention were 
distributed, including Prevention of disabilities in patients with leprosy: a practical guide 
(1993) and Essential surgery in leprosy: techniques for district hospitals (1996). Some of 
those documents were translated into Arabic. 

2.7 Rehabilitation 

Rehabilitation of leprosy patients with disabilities means restoration of their normal 
roles and functions in society through the combined efforts of the disabled people themselves, 
their families and communities. National programmes promoted the rehabilitation process 
through community health education activities directed against existing stigma associated 
with leprosy. Some national programmes provided vocational and social services to disabled 
persons in cooperation with local and international nongoverrnnental organizations (NGOs). 
NGOs were also involved in socioeconomic rehabilitation of leprosy patients with the aim of 
making them economically self-reliant and socially acceptable in the community. This was 
done through financing of income-generating projects, supply of protective footwear to 
disabled people, provision of financial aid to certain categories of patients and support of 
family members. 

2.8 Monitoring and evaluation 

Countries used several indicators developed by WHO for monitoring and evaluation of 
leprosy elimination activities. The indicators are standardized and have been in use for several 
years in most countries. All the required data were collected from existing patient records, 
leprosy registers, reporting forms and cards. The main essential indicators were: 

• point prevalence rate, defined as the number of cases registered for chemotherapy at the 
end of tbe year per 10 000 population. This indicator reflects the magnitude of the 
problem and helps in planning and evaluation of control measures. 

• detection rate, defined as the number of new cases detected during a year per 100 000 
population. This indicator reflects case-finding activities. 

• proportion of patients with grade 2 disabilities, defined as tbe proportion of newly 
detected cases with grade 2 disabilities among the total number of newly detected cases 
during tbe year. This indicator reflects the effectiveness of the programme in early case
detection. 

• MDT coverage, defined as the proportion of cases receiving MDT during the year 
among the total number of cases appearing on the register during the year. This 
indicator reflects programme performance in achieving full MDT coverage. 
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Data regarding essential indicators have been provided annually by countries to WHO 
for monitoring leprosy elimination at the regional and global levels. The principal objective of 
evaluation at the national level is to assess the extent and quality of case-fmding activities and 
MDT services at the national, regional, district and subdistrict levels and to identify potential 
problems. National programme managers in the leprosy-endemic countries monitored and 
evaluated elimination activities through the available information network, reports, 
supervisory visits and organization of staff meetings. 

2.9 Integration of activities with other programmes 

With the reduction of the burden of leprosy, the process of integrating specialized 
leprosy programmes with other programmes and general health services was intensified. A 
number of countries have started to combine their leprosy control activities with tuberculosis 
control, prevention of blindness or dermatology services. However, in the majority of 
countries case-finding activities and treatment of cases with MDT is the responsibility of the 
primary health care services. 

The integration of leprosy programmes with other health programmes has secured 
continuation of leprosy control activities through the involvement of the available health 
systems. It offers the staff of leprosy clinics the opportunity to provide reference services and 
to be involved in other activities. Moreover, integration of activities within primary health 
care has reduced the prejudice against leprosy among medical personnel and provided better 
access for leprosy patients to medical care. In addition, the integration of MDT services 
within existing health care systems has promoted case-finding and case-holding activities and 
helped increase awareness about the disease in the community 

Referral services for leprosy continued to exist in all endemic countries. Leprosy centres 
and specialized hospitals were involved in the training of medical staff in leprosy diagnosis 
and treatment. 

2.10 Social mobilization and community involvement 

The involvement of the community in leprosy control activities is key to achieving the 
elimination goal. Endemic countries promoted the involvement of different sectors of the 
community such as community leaders, teachers, religious leaders and women's and youth 
associations in the implementation of leprosy elimination activities. Training of village 
volunteers in case-finding and case-holding was particularly important. 

The methods adopted for social mobilization and community involvement in leprosy 
elimination were based on historical background and traditions of the population. 
Traditionally strong family links existing among many populations in the Region facilitated 
the social and economic integration of leprosy patients into the community. Although the 
social stigma associated with leprosy still persists, social attitudes towards leprosy patients 
and the acceptance of these patients in the community are slowly changing. 
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2.11 Cooperation with the private sector and nongovernmental organizations 

The key to successful leprosy control programmes in many countries has been the 
strength of cooperation between all relevant partners involved in leprosy elimination 
activities. The national programmes in endemic countries established close cooperation with 
private dermatologists, surgeons, ophthalmologists and other specialists in order to ensure 
complete registration of cases and treatment with MDT. In the majority of countries, leprosy 
patients were referred by private physicians to leprosy clinics and centres for confIrmation of 
the diagnosis and treatment. 

Many programmes in the endemic countries continued to receive substantial technical 
and financial assistance from different local and international N GOs. Many activities of the 
national programmes related to surveillance, training, health education, chemotherapy, case 
holding, prevention of disabilities, rehabilitation and social welfare were supported by 
NGOs. NGOs were also active in the provision of certain aspects of services for leprosy 
patients often not available within the framework of activities of the national programmes. 
For example, some NGOs operated specialized physiotherapy units, workshops for the 
production of prostheses and educational centres for handicapped patients. They were also 
active in the development of small-scale income-generating rehabilitation projects for leprosy 
patients and in the promotion of community-based rehabilitation activities. 

2.12 Special initiatives 

National leprosy control programmes in Sudan and the Republic of Yemen implemented 
several SAPEL and LEC projects supported by WHO. The implementation of special 
initiatives strengthened routine activities in the field, initiated integration of MDT services, 
improved access to leprosy patients in remote and difficult-to-reach areas, raised community 
awareness on leprosy, activated defaulter tracing, improved logistics and strengthened 
cooperation with NGOs. 

Seven SAPEL and six LEC projects in Sudan were completed during 1995-1998. The 
total population covered by the projects was more than 2 million. As a result of 
implementation of the projects 2704 leprosy cases were identifIed and treated with MDT. In 
the Republic of Yemen, one LEC and four SAPEL projects were supported by WHO during 
1995-1999. In total, 251 new cases of leprosy were discovered. There were 261 health 
workers trained in the diagnosis and treatment of leprosy during the implementation of the 
projects. 

Some national LEC projects were implemented in collaboration with local and 
international NGOs, who supported the implementation of the projects in terms of providing 
human resources and funds. In addition to detecting cases, the projects were active in the 
establishment of new leprosy clinics in order to improve access for leprosy patients to MDT 
treatment. These new clinics were integrated within existing primary health care centres. The 
projects attracted the attention of various local community organizations and helped to 
promote awareness about the disease. 
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3.1 Registered cases and prevalence 

The number of registered leprosy cases significantly decreased during the past several 
years. In 1995 Member States reported 14 209 cases, and by the end of 1999 the total number 
of registered cases of leprosy had dropped to 10 210 cases. Accordingly, the prevalence of 
leprosy per 10 000 population at the regional level decreased from 0.33 in 1995 to 0.22 in 
1999 (Table 1). 

Table 1. Registered cases and prevalence ofleprosy in the Eastern Mediterranean Region 

Country Registered cases Prevalence per 10 000 
1995 1996 1997 1998 1999 1995 1996 1997 1998 1999 

Afghanistan 658 294 230 230 172 0.3 0.15 0.12 0.1 0.08 

Egypt 3404 2999 3263 3218 3020 0.56 0.47 0.5 0.52 0.48 

Iran, Islamic 723 747 754 488 728 0.12 0.1 0.1 0.07 0.11 
Republic of 

Morocco 851 902 1125 1074 1079 0.31 0.33 0.4 0.38 0.38 

Pakistan 2629 2489 2149 2049 1905 0.21 0.2 0.2 0.147 0.13 

Sudan 4676 3471 2614 2911 2332 1.6 1.4 0.91 0.96 0.76 

Yemen, 664 765 647 709 607 0.43 0.45 0.37 0.43 0.32 
Republic of 

Other 604 203 485 261 367 0.06 0.02 0.05 0.02 0.03 
countries 

Total 14 209 11 870 11 267 10 940 10 210 0.33 0.27 0.25 0.24 0.22 

At the global level, the number of leprosy cases registered in the countries of the WHO 
Eastern Mediterranean Region by the end of 1998 was less than in the African Region (68 457 
cases), Region of the Americas (86029 cases), South-East Asia Region (635 719 cases), and 
the Western Pacific Region (19 487). The prevalence per 10 000 population was less than in 
the African Region (Ll), Region of the Americas (Ll) the South-East Asia Region (4.3) and 
the global level (1.4). 

None of the countries of the Region are included in the list of top endemic countries in 
the world, which are specified as countries with leprosy prevalence of more than 1 per 10 000 
population and registered cases numbering more than 5000. Afghanistan, Egypt, Islamic 
Republic of Iran, Morocco, Pakistan, Sudan and Republic of Yemen continued to be the main 
endemic countries of the Region with more than 100 annually registered cases. 

Improvements in early diagnosis, treatment and registration of leprosy cases were the 
main reasons for the reduction in the number of cases reported by major endemic countries. 
All of them reached the elimination target of prevalence less than I per 10 000 population at 
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the national level. However, the prevalence at local levels in some countries continued to be 
more than I per 10000 population. For example, prevalence of more than I per 10000 
population was registered by the end of 1999 in 14 out of 26 states in Sudan and in 41 out of 
191 districts in Egypt. 

Some countries could not provide complete data owing to several reasons, including 
security situations in endemic areas and weakness in surveillance systems. In particular, the 
situations in Afghanistan, Somalia and in some parts of southern Sudan require more 
thorough evaluation. However, from the available information provided by international 
NGOs operating in those areas it appears that leprosy is not a public health problem in 
Afghanistan and Somalia. 

The majority of leprosy cases in Member States of the Gulf Cooperation Council 
continued to occur among expatriate workers. The prevalence rate of leprosy in these 
countries was less than 0.2 per 10000 by the end of 1999 (Table 2). 

Table 2. Status ofleprosy in the Eastern Mediterranean Region by the end of 1999 

Country Registered Prevalence per Number of new Detection rate 
.... es 10000 .... es I!er 100 000 

Afghanistan 172 0.08 55 0.26 
Bahrain 0 0 6 0.09 
Cyprus 0 0 0 0 
Djibouti 12 0.17 4 0.59 
Egypt 3020 0.48 1472 2.38 
Iran, Islamic Republic of 728 0.11 81 0.13 
Iraq 0 0 0 0 
Jordan 0 0 0 0 
Kuwait 0 0 12 0.06 
Lebanon 0 0 0 0 
Libyan Arab Jamahiriya 9 0.01 9 0.1 
Morocco 1079 0.38 90 0.31 
Oman 17 0.07 9 0.39 
Pakistan 1905 0.\3 927 0.66 
Palestine 0 0 0 0 
Qatar 0 0 0 0 
Saudi Arabia 36 0.02 86 0.4 
Somalia 286 0.4 37 0.56 
Sudan 2332 0.76 2426 8.0 
Syrian Arab Republic 7 0.004 7 0.04 
Tunisia 0 0 0 0 
United Arab Emirates 0 0 0 0 
Yemen, Republic of 607 0.32 561 3.4 
Total 10210 0.22 5782 1.27 
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3.2 New cases and case detection rate 

The number of annually registered new leprosy cases and detection rate per 100 000 
population was stabilized in the majority of Member States with low prevalence of leprosy. 
However, the number of newly detected cases increased in recent years in the main endemic 
countries, Afghanistan, Egypt, Morocco, Sudan and Republic of Yemen, as a result of 
intensified surveillance activities. This indicates that the backlog of cases in those countries is 
still significant and that surveillance of cases requires strengthening. The detection rate of 
new cases in Pakistan is decreasing. 

In general, the number of new leprosy cases detected annually during the past five years 
increased at the regional level (Table 3). 

Table 3. Number of new cases and detection rate in the Eastern Mediterranean Region 

Country Detected cases Detection rate per 10 000 
1995 1996 1997 1998 1999 1995 1996 1997 1998 1999 

Mghanistan 19 48 48 48 55 0.08 0.2 0.2 0.2 0.26 

Egypt 1222 1332 1665 1716 1472 2.0 2.1 2.5 2.77 2.38 

Iran, Islamic 82 54 69 74 81 0.13 0.1 0.1 0.12 0.13 
Republic of 

Morocco 97 79 83 100 90 0.36 0.3 0.3 0.36 0.31 

Pakistan 1297 1076 979 972 927 1.0 0.9 0.7 0.69 0.66 

Sudan 2175 2126 2633 2077 2426 8.0 7.8 8.7 6.84 8.0 

Yemen, 384 456 517 734 561 2.49 2.7 2.9 4.4 3.4 
Republic of 

Other 243 174 224 176 170 0.25 0.15 0.23 0.20 0.17 
countries 

Total 5519 5345 6218 5897 5782 1.27 1.22 1.39 1.29 1.27 

There were 5519 new cases recorded in 1995, and 5782 cases were detected in 1999. Of 
the new leprosy cases detected in 1999, 97% were reported from Egypt, Pakistan, Sudan and 
Republic of Yemen. The majority of new cases were classified as multibacillary. 

The detection rate in the Region during 1995-1999 changed only slightly. The absence 
of changes in the regional detection rate can be explained by a combination of factors that are 
mainly related to the intensity of control activities and to the expansion of coverage of leprosy 
services. 

3.3 Proportion of patients with grade 2 disabilities 

The risk of disability was significantly reduced following the implementation of MDT, 
early case detection and improved management of cases. However, tlJe number of patients 
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with disabilities among newly detected cases continued to be in the range of 18.3% to 22.8% 
in the main endemic countries (Table 4). 

Table 4. Proportion (%) of new cases with disabilities grade 2 in main endemic countries 

Country 1995 1996 1997 1998 1999 

Afghanistan 40.0 21.0 27.0 24.0 27.2 

Egypt 5.8 3.9 3.20 5.5 5.43 

Iran, Islamic Republic of 11.0 14.8 24.6 28.3 30.8 

Morocco 20.0 23.0 14.4 15.0 12.2 

Pakistan 24.8 25.3 27.0 24.2 18.5 

Sudan 35.3 26.8 20.5 19.0 17.0 

Yemen, Republic of 22.6 15.8 14.9 15.9 17.3 

Average among endemic countries 22.8 18.6 18.8 18.8 18.3 

3.4 Coverage with MDT 

Almost all leprosy patients registered for treatment were treated with MDT, even in 
countries facing difficult practical problems in the organization of surveillance and treatment 
of leprosy patients. In total, 99.2% of registered cases in the Region were under MDT 
treatment in 1999, compared to 93.7% MDT coverage in 1995 (Table 5). 

A total of more than 64 000 leprosy patients completed MDT treatment between 1993 
and the end of 1999. The number of defaulters decreased in all endemic countries due to the 
availability of free MDT drugs and better organization of defaulter tracing activities. Still, the 
problem of defaulters remains serious in some counties. For example, the cumulative number 
of defaulters in Egypt and Sudan by the end of 1998 were 13% and 16.5%, respectively. 

Only a few cases of relapses have been reported by endemic countries. No cases of 
mUltiple drug resistance has been reported so far with standard WHO MDT regimens. Some 
national progranunes continued to provide monotherapy with dapsone to some patients with a 
long history of the disease who were settled in difficult -to-reach areas. 
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Table 5. MDT coverage (%) in the Eastern Mediterranean Region 

Country 1995 1996 1997 1998 1999 

Afghanistan 27.7 72.0 68.6 80.0 93.0 

Egypt 100.0 100.0 100.0 100.0 100.0 

Iran, Islamic Republic of 100.0 100.0 100.0 100.0 100.0 

Morocco 100.0 100.0 100.0 100.0 100.0 

Pakistan 87.3 95.1 98.2 98.0 98.5 

Sudan 100.0 100.0 100.0 100.0 100.0 

Yemen, Republic of 91.0 92.0 97.0 94.0 92.0 

Other countries 96.4 97.0 100.0 100.0 100.0 

Total 93.7 96.7 98.0 98.5 99.2 

4. CONSTRAINTS 

The progress in elimination of leprosy in the Region could be more significant without 
the constraints and difficulties still experienced by some programmes. Some of the main 
difficulties are: 

• insufficient human and national resources for the implementation of elimination 
activities at the district level; 

• inadequate expertise in programme management and disease surveillance; 

• slow integration of leprosy elimination activities within the existing public health 
systems; 

• presence of social stigma related to leprosy; 

• lack of community awareness; 

• difficulties in access to MDT drugs by specific groups of population; and 

• insecurity in some endemic areas, hampering the implementation of the surveillance and 
elimination activities. 
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5. INTENSllnEDSTRATEGY 

Activities to accelerate leprosy elimination were identified by the WHO Leprosy 
Elimination Advisory Group (LEAG) in April 1999 for an intensified strategy. The core 
activities of the proposed intensified strategy include: 

• increased efforts to bring MDT services, including diagnosis, treatment and 
uninterrupted supply of high quality MDT drugs, as close as possillie to the patients; 

• strengthened surveillance and monitoring at the local level; 

• increased efforts to enhance political commitment as well as community participation; 

• exploration of all channels of social mobilization, advocacy and communication to raise 
awareness of the population about leprosy elimination; 

• introduction of innovative actions to reach and cure all cases; 

• active promotion of the integration of MDT services within general health services; 

• active promotion of prevention of disabilities and rehabilitation; 

• capacity development; and 

• sustaining of MDT services in all countries where leprosy still exists even after 
elimination levels are reached. 

The key principles in implementation of the proposed strategy will be evidence-based 
elimination of leprosy at the district level, broader partnership for execution/implementation 
of the activities, sustainability of activities in all endemic and former endemic countries and 
increased community participation. 

Specific actions that are called for under the intensified strategy include preparation of 
plans of action at country and district levels; defining main activities, targets and time 
schedules; establishing resource needs and mobilization; seeking partnerships for 
implementation at the national and district levels; and undertaking advocacy campaigns in 
support of leprosy elimination. 

The national progranunes in endemic countries should undertake in-depth analysis of 
the leprosy situation in collaboration with WHO and other partners in order to estimate the 
additional time required to reach elimination at subnationallevels. Programmes should decide 
on additional interventions to be introduced or ongoing activities to be repeated or intensified 
with the aim of reaching the elimination stage at the subnational level. 
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The countries of the WHO Eastern Mediterranean Region have made significant 
progress in the elimination of leprosy by reaching the target of elimination of leprosy in all 
countries at the national level. A continuous decline in the registered prevalence was observed 
in all countries as a result of the concerted efforts of the national programmes and their 
partners. It is expected that this declining trend will continue; however, further efforts are 
needed to simplity and improve the surveillance system in some countries with an uneven 
distribution of leprosy. There is a need to reach the elimination target at subnational levels as 
early as possible through intensified and focused implementation of already available 
technology. In order to achieve this, special attention is needed from decision-makers, 
national health authorities, social organizations and donor agencies. 

7. RECOMMENDATIONS 

1. Member States with local transmission of leprosy should identity pockets of endemicity 
within the country and intensity elimination activities in order to attain the elimination 
goal at subnationallevels. 

2. In countries and areas at subnationallevel where the elimination target has been reached 
all efforts should be made to sustain the current activities for the next 5 years and to 
closely monitor the trend. 

3. There is a need to ensure continued political support and fmancial resources to keep 
leprosy on the health agenda in order to reach elimination at subnational levels in all 
countries. 

4. Member States should maintain national expertise in leprosy in order to support the 
general health services in diagnosis and management of leprosy cases. 

5. Capacity-building among medical, paramedical staff and laboratory technicians in 
diagnosis and treatment of leprosy should be continued in all endemic countries. 

6. Prevention of impairments and disabilities should be improved through early 
recognition of leprosy cases, proper management of complications and health education 
of patients and their contacts. 

7. All possible measures should be taken to change positively the image of leprosy among 
communities and medical personnel. Communities should be motivated and encouraged 
to become active partners in leprosy elimination activities. 

8. WHO and its partners should continue to provide essential technical and logistical 
support (i.e. MDT drugs and guidelines) to Member States. 


