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Annex 4 

RECOMMENDATIONS ARISING OUT OF THE TECHNICAL DISCUSSIONS 
ON CONTROL AND PREVENTION OF LEPROSY IN THE CONTEXT 

OF PRIMARY HEALTH CARE* 

1. Introduction 

Under the chairmanship of Dr I.D. Bajaj of India one full day 
(16 September 1982) was devoted to the technical discussions on "Control 
and Prevention of Leprosy in the Context of Primary Health Care". Dr U Tin 
Myint of Burma and Dr R.B. Adiga of Nepal were nominated as rapporteurs. 
The subject was discussed under items given in the agenda (documents 
SEA/RC35/5 and Add.1) taking into consideration the information provided in 
the working paper for the technical discussions in document SEA/RC35/14. 

2. Situation Analysis of Leprosy in Countries 
of the Region 

Leprosy is prevalent in endemic form in 9 of the 11 Member States in 
this region; the Democratic People's Republic of Korea and Mongolia have 
not reported this disease amongst the population. The latest number of 
patients estimated is 5 349 000, out of whom 3 192 000 are registered 
cases. Because of the social stigma associated with this disease, the 
percentage of casedetection varies from 23.0% in Bangladesh, followed by 
Nepal (33.1%), Burma (39.3%) and Indonesia (49.6%), to 50.0% in Bhutan. A 
higher percentage of casedetection has been registered, with Maldives 
leading at 83.84, followed by Thailand (82.6%), Sri Lanka (80.5%) and India 
(65.6%). The percentage of cases registered and undergoing treatment also 
varies from 30 to 90. Owing to irregularity in receiving treatment, drug 
resistance to dapsone is being reported with increasing frequency from six 
out of nine countries; multi-centred studies on such drug resistance 
undertaken in India, where this monotherapy has been under trial for the 
past 20 years, indicates dapsone resistance varying from 20 to 90 per 1 000 
cases. Further, some operational constraints noticed in the successful 
implementation of the current strategy for control of leprosy are poor 
programme coverage, low case-detection rate,. inadequate case-holding and 
irregularity in treatment schedule. 

3. Technical Policy and Present Approach 
to Leprosy Control 

During the past 50 years, measures for leprosy control have passed 
through various phases related to the extent of knowledge pertaining to the 
epidemiology of the disease and the progress of chemotherapy. Prior to 
1943, when therapeutic agents were virtually unknown, preventive measures 
were carried out by isolating patients in sanatoria, often for life, and 
preventing the disease in child contacts by placing them in preventoria. 
The introduction of sulfones in the therapy of leprosy in the early fifties 
heralded a new era in the control of the disease. Out-patient clinics then 
acquired the primary role in leprosy control. Since primary prevention was 

*Originally issued as document SEA/RC35/25, on 17 September 1982. 
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still not a reality, the thrust of the strategy for control continued to be 
on early detection of patients and in continuous and regular ambulatory 
treatment with dapsone monotherapy, to interrupt the chain of transmission 
of the disease in the community. The objectives of this approach were: 

- To reduce the infectivity of multibacillary patients as rapidly 
as possible; 

- To prevent indeterminate patients from becoming infectious 
cases, and 

- To prevent deformities in tuberculoid patients. 

4. Constraints in Implementing National Leprosy 
Control Programmes 

Apart from the operational constraints in the successful implemen- 
tation of existing national strategies for leprosy control mentioned 
earlier, the major technical conscraints include the emergence, on a wide 
scale, of dapsone-resistance strains of Mycobacterium leprae and microbial 
persistence. An important technical requirement for successful implemen- 
tation of the programe is the prescription of adequate regimens with 
effective chemotherapy drugs. An axiomatic operational prerequisite is the 
regularity of drug intake. 

Based on operational research studies, the strategy for the control 
of leprosy should be under constant review to identify major constraints in 
the delivery of this programe as an integral part of primary health care. 
The approaches should be modified to attain the objectives with community 
involvement. 

Major constraints experienced, as highlighted during the discussion, 
were: 

4.1 Early Case-detection 

For want of education and information on the prevention and cure of 
leprosy, available services are not being utilized by the cormnunity. 
Functionaries in the different sectors of socio-economic development as 
well as peripheral health workers are neither educated nor motivated to 
assist in the health education and early detection of leprosy cases. 
Paucity of educational material, guidelines and manuals for leprosy control 
and prevention activities at the peripheral level are real constraints in 
mobilizing community participation. 

4.2 Diagnostic Laboratory Services 

Peripheral and intermediate-level health laboratories are not 
equipped with supplies, instruments and trained personnel to undertake 
microbiological confirmation of diagnostic material obtained from patients 
suspected of and suffering from the disease. 
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4.3 Treatment Services 

The services for leprosy control were initiated as unipurpose 
vertical programmes and their integration in primary health care requires 
operational reorientation with adequate logistic support for training in 
the delivery of services, discovery of drug resistance and active follow- 
up. Paucity of motivated community workers, trained health manpower and 
material support for treatment are other major constraints. 

4.3.1 Drug resistance 

In addition to the problem of persistence of the bacilli in the 
deeper tissues, widespread emergence of dapsone-resistance strains of 
M.Leprae is a major cause for anxiety in the successful management of 
leprosy control programmes. Limitations of milnotherapy and secondary 
dapsone resistance are being reported with increasing frequency from Burma, 
India, Indonesia, Nepal and Thailand. Further, primary dapsone resistance 
is also being reported with increasing frequency from India and countries 
from other regions, e.g., Malaysia and the USA. In a high proportion of 
tuberculoid patients not responding to conventional monotherapy with 
dapsone, drug resistance should perhaps be considered as the constraint to 
successful treatment. 

Bacterial persistence is of special pathogenic and therapeutic 
importance in leprosy control. Behavioural problems of patients such as 
reluctance to be regular in taking the drug and continuing the regimen over 
a longer period militate against successful treatment. 

4.3.2 Referral services 

Apart from limited coverage of the rural population and a 
restrictive vertical approach, the referral advisory services system at the 
intermediate level of the health care infrastructure is not adequately 
organized. Expertise is lacking at this level for the proper management of 
such referred cases requiring detailed investigation and management with 
recent advanced therapeutic procedures. National and regional centres for 
such training, investigation and experimentation are lacking. 

Lack of health education among patients and their families, the 
protracted course of treatment under conditions of unsupervised self- 
administered dapsone monotherapy, and restricted treatment delivery points 
have resulted in high defaulter rates and poor compliance in leprosy 
control. The currently available follow-up system is inadequate to rectify 
the irregularity in therapy administration and prevent premature cessation 
of chemotherapy. 

4.3.4 Shortage of drugs and logistics 

There are shortages of drugs and logistics in almost all Member 
States of the Region. With the introduction of multi-drug therapy, the cost 
of treatment for a short period would go up. 
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4.4 Research 

Development of operational, applied (clinical), epidemiological and 
basic research for leprosy prevention and control is yet to receive 
priority attention. Health services research to integrate leprosy control 
activities into primary health care needs immediate attention. The 
development of a potent vaccine for primary prevention should be the 
ultimate goal to be achieved as expeditiously as possible. In addition, 
pharmacological and therapeuti~ studies on an improved regimen or discovery 
of new chemotherapeutic agents for overcoming bacterial resistance are 
possible only if the existing shortage of research workers is overcome 
through specialized training programmes and provision of adequate 
facilities. National and regional collaborative, goal-oriented and time- 
targeted activities should be promoted based on a sound plan of action. A 
comprehensive research plan aimed at the prevention and control of leprosy 
is yet to be formulated. 

4.5 Planning, Management and Supervision 

Planning, management and supervision of leprosy control as an 
integral part of primary health care with decentralized performance at the 
periphery is in a rudimentary stage. Comunity involvement in planning 
prevention and control activities and its participation in implementation 
is lacking. 

4.6 Evaluation 

The process of evaluation with feedback is hampered for want of an 
information system developed as part of the primary health care 
surveillance and monitoring process. 

4.7 Manpower 

There is a shortage of motivated manpower for the education and 
training of the community, volunteers and health workers in the prevention 
and control of leprosy. 

5. Strategy for Control and Prevention as 
an Integral Part of Primary Health Care 

5.1 Planning 

Within the overall national socio-economic development policy and 
health policy, specific mention should be made emphasizing integration of 
the prevention and control of leprosy in primary health care. The national 
health policy should ensure that planning, programing and implementation 
serve the main objective, that is, control of this disease so that it 
ceases to pose a public health problem by the year 2000. When health 
policies are being periodically reviewed and updated, the broad goals and 
targets to be considered are: 

- Geographical coverage with leprosy prevention and control 
activities as an integral part of primary health care; 



REPORT OF THE REGIONAL COMMITTEE 51 

- A system of providing adequate resources in terms of manpower, 
material (drugs) and funds, ensuring that all strata of society 
have easy access to and opportunity of utilizing leprosy 
prevention and control programmes; 

- Coverage of particular population groups, especially in remote 
rural areas and slums; 

- Preferential attention directed towards areas of high 
endemicity; 

- Improvement of the human environment, including housing; 

- Development of human and financial resources for socio-economic 
progress; 

- Community mobilization and participation in planning and imple- 
mentation, including collective responsibility for individual, 
family and community health protection against leprosy, and 

- Research and development of appropriate technology. 

5.2 Management 

The mans:-?.lent process for a national leprosy prevention and control 
programme should pay special attention to: 

(a) Incorporating the objectives, goals, priorities and main 
approaches in the national health policies; 

(b) Formulating specific programmes with definlte ubjectives for 
the prevention and control of leprosy to be achieved in the 
context of primary health care; 

(c) Preparing programme and budget estimates; 

(dl Developing a master plan indicating the approaches/strategies 
to be followed involving different development sectors and 
disciplines; 

(e) Converting the strategies into detailed plans of action with 
defined objectives, targets, technology, manpower, infrastruc- 
ture, financial resources and time required for implementation; 

(£1  Implementing the activities on a day-to-day management basis at 
the community and institutional level, including follow up to 
ensure that the programme is proceeding towards stated objec- 
tives; 

(g) Evaluating and providing feedback to improve effectiveness and 
impact on the health of the community; 
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(h) Reprogramming, as necessary, for improving the plan of action 
or some of its components, and 

(i) Supporting, with sensitive information, all the components of 
the plan of action at all stages. 

5.3 Training 

In implementing a leprosy prevention and control programe through 
the primary health care approach, it should be realized that the people are 
the most important resource available to any developing country. To 
mobilize this human potential for the success of this programme it is 
essential to: 

(a) Train individuals and families to accept greater responsibility 
for early detection, follow regularly the treatment prescribed 
and report periodically as advised; 

(b) Educate the people to take active interest and participate in 
the prevention and control programme; 

(c) Function as partners or full members of the health team; 

(d) Identify highly motivated community volunteers and provide 
specialized training for local supervision and managerial 
function; 

(e) Organize courses of training and retraining for community 
volunteers and health workers of different categories; 

(f) Train traditional medical practitioners and prepare them for an 
active role in implementing the leprosy prevention and control 
programme as an integral part of primary health care, and 

(g)  Train scientists in leprosy research. 

5.4 Services 

Delivery of services as an integral part of primary health care 
should ensure that the population at risk and those who suffer from the 
disease become aware of the fact that this is a preventable and curable 
condition. In the organization of services, the family members should be 
educated and trained to be the main providers of health care. Since mothers 
can play an important role, organizations should be encouraged to discuss 
questions of prevention, early suspicion, need for diagnostic confirmation, 
regularity in drug administration, identifying adverse drug reaction, 
regular follow-up and rehabilitation. Parent-teacher associations could be 
an excellent forum for the dissemination of such education and information. 
In addition, the following aspects should receive special consideration: 

(a) Family members of patients should be given adequate training to 
guarantee regularity in chemotherapy and patient management; 
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(b) Community volunteers should be specially trained to assist in 
the implementation of the plan of action for leprosy control as 
an integral part of primary health care; 

(c) Referral services at successive levels should be organized, and 
adequately provided with highly trained manpower capable of 
dealing with complicated case management requiring more 
sophisticated treatment procedures; 

(d) The functions, staffing, planning, design, equipment, 
organization and management of peripheral health centres and 
district hospitals should be reviewed in order to prepare them 
for their referral responsibilities in support of leprosy 
control as an integral part of primary health care; 

(e) These referral centres should be geared to provide continuing 
training, guidance and supervision of leprosy prevention and 
control services as well as education of the community in all 
related matters; 

( f )  These referral service centres should provide logistic support 
in supplying drugs and medical equipment; 

(g) In addition to these activities, the centres should assume 
responsibility for liaison and thus promote coordination with 
other sectors involved in socio-economic development. This 
extramural involvement is essential for improving the dynamics 
of a referral services system without overloading; 

(h) The transportation of patients to and from referral service 
centres should be properly organized; 

(i) Since referral is a two-way process, the retention of patients 
in such a centre should be as brief as possible. As soon as 
their recovery could be maintained by simpler means at the 
peripheral level or in the family, the patient should be 
returned to the community with clear information or clinical 
findings and treatment provided, as well as guidance concerning 
the further care required, and 

(j) Follow-up services for monitoring progress should be provided 
either by field visits or through communication with the 
patient, the family or community volunteers. 

It should be mentioned that the success of leprosy control services 
depends on active cormnunity participation, the quality of medical care and 
the standard of public health intervention measures. 

5.5 Research 

In addition to epidemiological, applied, clinical and basic research 
on immunology and chemotherapy, many questions that might arise in the 
implementation of leprosy prevention and control activities as an integral 
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part of primary health care should be investigated. Hence priority atten- 
tion should be given to health services research to solve the following 
problems: 

(a) Organization of leprosy control and prevention as an integral 
part of primary health care with community participation 
involving all socio-economic development sectors; 

(b) Ways and means of maximizing community suport and participation; 

(c) Best ways of applying available technology and development of 
new and appropriate technology; 

(d) Planning for and training community workers, their supervision, 
their remuneration and their career structure; 

(e) Cost-benefit studies, and 

(£1 Optimization of resource mobilization and utilization. 

6. Recommendations 

At the conclusion of the technical discussions, the following 
recommendations were offered: 

(1) In view of the limited value of monotherapy in the control of 
leprosy, it is recommended that multi-drug therapy should be 
introduced in the Region in a phased manner. 

( 2 )  Member States should give priority to multi-drug therapy. 

( 3 )  In order to start the programme, certain rescheduling and 
reprogramming will be necessary, keeping in view the need for 
community education. 

( 4 )  Training and retraining of the personnel involved at all 
levels, including primary health care workers, should be 
undertaken. 

( 5 )  An adequate supply of drugs must be ensured for the programme 
by mobilizing resources within the country and internationally. 

(6)  Health .services research in support of the control programme 
should be undertaken. 

( 7 )  Recognizing the role of voluntary organizations, their 
activities at the country and regional levels should be 
coordinated. 




