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LEPROSY 

Progress report by the Director-General 

This report is submitted in compliance with resolution 
WHA40.35, whereby the World Health Assembly in May 1987 requested 
the Director-General to keep the Executive Board and the Health 
Assembly informed of the progress made in leprosy cqntrol. 
Significant progress has been made in control effort^ throughout 
the world since the introduction of multidrug therapy in the 
early 1980s. Political commitment has increased in seyeral 
countries, as has support from international nongoverrunerit̂ l 母nd 
other organizations. This has resulted in a global coverage by 
multidrug therapy of over 55% and a reduction in registered cases 
by about one-third in the past five years. However广 prpgress has 
been rather uneven and several countries do not have, sufficient 
coverage. In addition, there is a need to improve case-finding 
so that leprosy is detected early and consequences such as 
physical disability are prevented. Training programmes must be 
strengthened, particularly to facilitate integration of leprosy 
control within general health services. An earlier version of 
this report was submitted to the eighty-seventh session of the 
Executive Board which, in its resolution EB87.R5, recommended 
for adoption by the Forty-fourth World Health Assembly a 
resolution declaring WHO's commitment to the continuation of 
measures intensifying leprosy control activities in order to 
eliminate the disease as a public health problem (i.e., reducing 
prevalence to a level below one case per 10 000 papulation) by 
the year 2000. . 卜 
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INTRODUCTION 

1. This report is submitted in compliance with resolution WHA40.35, whereby the World 
Health Assembly in May 1987 requested the Director-General to keep the Executive Board 
and the Health Assembly informed of the progress made in leprosy control. 

2. Considerable progress has been made during the past five years, resulting in a 
substantial reduction in the number of leprosy cases. If this rate of progress is 
maintained, it is conceivable that the global leprosy prevalence over the next 10 years 
could be reduced to only one-fifth to one-tenth of the level in the mid-1980s. 

ESTABLISHMENT OF THE PROGRAMME 

3. By resolution WHA40.35, the Fortieth World Health Assembly in May 1987, noting the 
increasing commitment of several Member States to eliminate leprosy as a public health 
problem, the progress made in the treatment of leprosy through multidrug therapy, the 
advances being made in leprosy research and the increasing role of nongovernmental 
organizations in leprosy control, urged Member States to allocate adequate priority to 
and resources for leprosy control within primary health care, to strengthen health 
education and community participation, to improve the training of health workers, to 
support research as well as rehabilitation and to recognize outstanding contributions 
through awards, and requested the Director-General to continue technical cooperation with 
Member States, to support their multidrug therapy programmes for leprosy control, to 
mobilize additional resources for implementing multidrug therapy, rehabilitation and 
training, to support leprosy research in social sciences, to intensify the search for 
improved drugs and vaccines, and to promote a partnership approach between 
nongovernmental organizations, Member States and WHO in order to achieve leprosy control 
and rehabilitation. 

4. Earlier the introduction of multidrug therapy, as recommended by a WHO Study Group 
on Chemotherapy of Leprosy for Control Programmes in 1981, had led to a renewed 
interest in leprosy by governments, international, multilateral, bilateral and 
nongovernmental organizations, and to significant progress in attempts to control the 
disease. 

5. In 1982 the Regional Committee for South-East Asia at its thirty-fifth session, 
recognizing the high efficacy of multidrug regimens in the treatment of leprosy patients 
and considering the limited value of monotherapy in the control of leprosy, had urged 
Member States with endemic leprosy to give priority to such regimens and to introduce 
them in their national leprosy programmes in a phased manner. 

6. The Regional Committee for the Western Pacific at its thirty-fourth session in 1984 
had urged Member States where leprosy was a public health problem to take the necessary 
action, within the framework of primary health care, to implement the new multidrug 
regimens, using a systematic approach based on a carefully prepared operational plan. 

7. The Regional Committee for Africa at its thirty-eighth session in 1988 requested 
Member States to prepare plans of action for leprosy control, including a health 
education component and provision for multisectoral collaboration, to gradually replace 
antileprosy monotreatment for leprosy with multidrug therapy and integrate it into the 
primary health care system, and to ensure community-based prevention and rehabilitation 
of disabled leprosy patients within the community itself. 

8. The Regional Committee for the Eastern Mediterranean at its thirty-seventh session 
in 1990 urged Member States to give priority multidrug therapy in their national control 
programmes, to strengthen national capabilities for leprosy control, to strengthen health 
education and training, and to secure effective coordination among the various agencies 
participating in leprosy control. 

1 WHO Technical Report Series, No. 675, 1982. 



9. At the XXIII Pan American Sanitary Conference in 1990, leprosy was one of several 
diseases considered for possible eradication/elimination from the Region of the Americas 
by the year 2000, in the event that such a target is shown to be feasible. 

10. In 1987 the current methods of and approaches to leprosy control were evaluated by 
the WHO Expert Committee on Leprosy, which endorsed the earlier recommendation on the 
introduction of multidrug therapy and stressed the importance of prevention and 
management of disabilities in leprosy. 

11. The objective of the programme is to reduce the prevalence and incidence of leprosy 
progressively, thereby reducing the appearance of physical and social disabilities 
related to the disease. 

SITUATION ANALYSIS 

12. As shown in Table 1, there was a steady increase in the number of registered cases 
during the 20-year period from 1966 to 1985: 2.8 million in 1966, 3.6 million in 1976 
and 5.4 million in 1985. The prevalence rates of registered cases increased 
correspondingly from 0.84 per 1000 population in 1966 to 0.88 in 1976 and 1.2 in 1985. 
There are strong indications that the steady increase in the number of registered cases 
has resulted from an intensification of case-finding activities in several countries 
during the period 1966-1985. 

13. Following the introduction of multidrug therapy for leprosy control in endemic 
countries, there has, for the first time, been a reduction in the number of registered 
cases from 5.4 million in 1985 to 3.7 million in 1990, representing a decrease of 31.5% 
within a five-year period. 

TABLE 1. REPORTED REGISTERED LEPROSY CASES BY WHO REGIONS 
FOR THE YEARS 1966, 1976 AND 1985 

Registered cases and reporting countries (in brackets) 
wnu region 

1966 1976 1985 

Africa 1 685 526 (38) 1 398 220 (38) 987 607 (43) 
Americas 177 813 (47) 241 248 (40) 305 999 (41) 
South-East Asia 790 851 (6) 1 748 468 (8) 3 737 157 (9) 
Europe 19 589 (20) 20 452 (20) 16 794 (10) 
Eastern Mediterranean 40 963 (10) 63 236 (20) 74 892 (21) 
Western Pacific 117 003 (30) 128 325 (22) 245 753 (27) 

Total 2 831 745 (151) 3 599 949 (148) 5 368 202 (151) 

14. Table 2 shows the distribution and proportion of registered leprosy cases by WHO 
regions at October 1990 and annual numbers of new cases detected for 1989-1990. The 
largest proportion of registered cases, as well as new cases, are from the South-East 
Asia Region of WHO. 

1 WHO Technical Report Series, No. 768, 1988. 



TABLE 2. REGISTERED LEPROSY CASES (1990) AND NEW CASES 
DETECTED (1989-1990) BY WHO REGIONS 

WHO region 
Registered cases New cases detected 

WHO region 
Number Rate per 

10 000* 
Percentage 
of total Number Rate per 

10 000* 

Africa 
Americas 
South-East Asia 
Europe 
Eastern Mediterranean 
Western Pacific 

482 669 
301 704 

2 693 104 
7 246 
99 913 
152 739 

9.20 
4.20 
20.50 
0.10 
2.60 
1.00 

12.91 
8.08 
72.06 
0.19 
2.67 
4.09 

37 335 
30 543 

488 285 
87 

6 008 
14 103 

0.71 
0.42 
3.72 
0.00 
0.15 
0.09 

Total 3 737 375 7.10 100.00 576 361 1.09 

Calculated using the 1990 mid-year population data from World 
population prospects 1988. New York, United Nations, 1989 (Population Studies, 
No. 106) . “ ~ 

15. It should be pointed out that although the figures for registered cases provide 
reasonable information on the magnitude of the problem in most countries, sizable numbers 
of cases remain undetected and unregistered, the proportion varying from country to 
country. It is therefore difficult to estimate the total number of cases in the world 
although, on the basis of relatively limited information, WHO in the early 1980s put the 
figure at between 10 and 12 million. However, with the significant reductions in 
registered cases over the past five years, a lower figure can now be expected. An 
exercise to update the information on estimated cases at country, regional and global 
levels is currently under way. 

ACTIVITIES 

Implementation of multidrug therapy 

16. Over the past few years the coverage of leprosy patients by multidrug therapy has 
steadily increased, to reach 55.7% of all registered cases by September 1990. The 
increasing acceptability of the therapy for leprosy control by national health services 
and leprosy patients alike is due mainly to the fixed and relatively short duration of 
treatment； the low level of toxicity and treatment-related side-effects; the very low 
relapse rates following completion of treatment； the high level of acceptance of 
clofazimine, one of the drugs used for the treatment, in spite of it producing temporary 
skin discoloration; and a significant reduction in the frequency and severity of type II 
reactions (erythema nodosum leprosum). One advantage of introducing the WHO-recommended 
regimens is that the proportion of cases self-reporting at an early stage of the disease 
has increased considerably, leading to a reduction in the number and degree of 
deformities in new cases and greater acceptance of and compliance with treatment by 
patients. 

17. Although the global coverage of multidrug therapy is currently about 56%, its 
distribution in the WHO regions and countries varies widely. Tables 3 and 4 and 
Figures 1 and 2 give a clearer idea of the implementation of the therapy at the global 
and regional levels for the years 1986 to 1990, and the current situation as at 
September 1990. 

18. The major operational and administrative problems that slow down the implementation 
and coverage of multidrug therapy in many countries are : the inability to give higher 
priority to leprosy in some cases owing to other pressing health needs； poor health 
infrastructure to administer the therapy； inadequate resources, particularly for drugs； 



absence of a proper plan of action to implement the therapy； inadequate•training of 
health workers； lack of facilities for laboratory examinations； and poor referral 
facilities to deal with complications. 

TABLE 3. COVERAGE OF MULTIDRUG THERAPY, 1986-1990 

October 
1986 

October 
1987 

October 
1988 

October 
1989 

October 
1990 

Registered cases 5 341 000 5 813 000 4 908 000 3 866 000 3 737 000 

Cases under treatment 468 222 699 589 1 604 927 1 751 903 2 080 998 

X of total cases treated 8.77 14.54 32.70 4f 5.32 55.70 

Cases having completed 
treatment (cumulative 
total) 93 216 510 593 627 919 853 706 1 204 821 

FIGURE 1. GLOBAL LEPROSY PREVALENCE AND COVERAGE 
OF MULTIDRUG THERAPY, 1986-1990 
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TABLE 4. COVERAGE OF MULTIDRUG THERAPY IN 93 LEPROSY ENDEMIC COUNTRIES1 
BY WHO REGIONS,2 1990 

Coverage Countries applying the treatment 
of treatment AFR AMR SEAR EUR EMR WPR Total 

>76% 8 12 4 0 3 12 39 
51-75% 7 2 3 0 1 3 16 
26-50% 4 4 2 0 0 2 12 
11-25% 8 1 0 0 3 1 13 
1-10% 10 0 0 0 1 11 

No information 1 0 0 0 1 2 

Total 38 19 9 0 9 18 93 

FIGURE 2. LEPROSY PREVALENCE AND COVERAGE OF MULTIDRUG THERAPY 
BY WHO REGIONS,2 1990 
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Programme development 

19. At the country level WHO continues to promote the development of national 
capabilities for the planning, management, implementation and evaluation of integrated 
control of leprosy, incorporating early diagnosis and effective treatment of all forms of 
the disease. High priority is given to implementation through the existing health system 
infrastructure. Other activities include promotion of technical policy for leprosy 
control at all levels, evaluation of the epidemiological situation and monitoring of 
progress in the implementation of multidrug therapy. 

20. WHO continues to support countries in the training of all categories of health 
personnel to deal effectively with leprosy, with emphasis on strengthening referral 
services for clinical and laboratory diagnosis, treatment of complications and 
rehabilitation of patients through the community-based approach. Support is given to 
national courses for mid-level managers in order to improve planning and evaluation. 

21. Detailed planning and evaluation of national leprosy programmes by Member States is 
supported through preparation of plans of action for leprosy control within existing 
health systems； provision of resource personnel for independent evaluation of the 
programmes； and development of standardized systems for the collection of information on 
the leprosy problem and on control activities. 

22. At the regional level WHO continues to ensure technical cooperation in implementing 
and evaluating leprosy control programmes, identifying priorities for resource 
allocation, organizing intercountry consultations to exchange information and to promote 
cost-effective strategies for effective control, and developing appropriate curricula for 
different levels of health workers. 

23. At the global level WHO continues to promote and update policies for integrated 
leprosy control, as well as periodically updating the technical guidelines for the 
control of the disease. Under the umbrella of the Special Programme for Research and 
Training in Tropical Diseases, continued support is provided to research aimed at 
improving methods for the diagnosis, treatment and prevention of leprosy, including the 
development of a vaccine. In addition, WHO promotes and supports operational studies on 
the most pertinent and cost-effective methods for the control of leprosy; promotes 
collaboration and coordination in the generation and utilization of technical and 
material resources among international, bilateral and nongovernmental organizations； and 
promotes the exchange of information on both technical and managerial issues through 
consultations and other meetings. 

24. Other global activities include coordination for policy-setting and technical 
collaboration with international, bilateral and nongovernmental organizations. 

Research 

25. Research on the chemotherapy and immunology of leprosy is carried out mainly through 
the relevant components (THELEP and IMMLEP) of the Special Programme for Research and 
Training in Tropical Diseases. 

26. Activities concerned with the immunology of leprosy comprise field-testing of 
vaccine based on killed Mycobacterium leprae； development of second generation 
antileprosy vaccines； field-testing of immunodiagnostic tools； and further development 
and testing of tools for overcoming immune deficiency in lepromatous leprosy. 

27. In the area of chemotherapy of leprosy, the following four major activities are in 
progress: field-testing of cost-effective multidrug regimens； development of new 
antileprosy drugs； epidemiological studies of the impact of chemotherapy in reducing 
transmission; and development of better tools for monitoring the effect of chemotherapy. 

28. Health systems research is promoted in collaboration with the WHO programme for 
health systems research and the social and economic research component of the Special 



Programme for Research and Training in Tropical Diseases in order to determine the 
approaches to leprosy control that are the most cost-effective. It includes studies on 
the integration of leprosy control within general health services and with other disease 
control activities； studies on the integration of activities for rehabilitation in 
leprosy within overall rehabilitation programmes, using the community-based 
rehabilitation approach； specific studies to improve case-detection and case-management 
activities； and social and economic research to promote community involvement and to 
develop appropriate health education technology for improving leprosy control. 

MANAGEMENT AND FINANCING 

29. The annual programme review and the preparation of plans of operation at the global 
and regional levels have been important tools for the management of the programme. 
However, in view of the steady progress made by the programme during the last five years, 
there is now a need for more detailed monitoring and evaluation of the implementation of 
multidrug therapy and a strengthening of the managerial capabilities for leprosy control 
programmes. As from 1991 a working group on leprosy control, consisting of disease 
control experts, will meet periodically to : 

(a) advise on ways to strengthen the growing interest by leprosy endemic countries 
in participating in control activities； 

(b) advise on ways to seek additional support from the various agencies working or 
interested in leprosy control, and to improve coordination among them; 

(c) advise on ways to improve or refine the strategies and to set priorities for 
meeting the changing needs of disease control； 

(d) evaluate the progress of leprosy control in the world and advise on ways to 
accelerate the pace towards the ultimate goal of eliminating leprosy as a public 
health problem; 

(e) evaluate scientific developments in leprosy in general and consider their 
future application to disease control. 

30. WHO receives substantial voluntary financial contributions for the leprosy control 
programme, particularly through the Japan Shipbuilding Industry Foundation, enabling it 
to undertake several activities at the country level. Planning, monitoring and 
evaluation of the utilization of extrabudgetary funds for leprosy control are undertaken 
on a continuous basis. Collaboration is maintained with nongovernmental organizations, 
such as the International Leprosy Association, the International Federation of 
Anti-Leprosy Associations and others. Collaboration with the latter organization has 
made it possible to increase direct support to countries, particularly for the 
implementation of multidrug therapy. 

31. The funds made available to WHO for the programme during 1988-1989 and 1990-1991 
were as follows : 

1988-1989 1990-1991 

Regular budget 2 447 600 2 588 100 

Other sources 6 073 600 6 345 700 

Total 8 521 200 8 933 800 

In addition, extrabudgetary resources were made available for the chemotherapy and 
immunology of leprosy components (THELEP and IMMLEP) of the Special Programme for 
Research and Training in Tropical Diseases as follows : 



1988-1989 1990-1991 

IMMLEP & THELEP 5 224 ООО 6 200 ООО 

FUTURE PROJECTIONS AND PRIORITIES 

32. The global leprosy situation is undergoing major changes and there has been a 
significant fall in prevalence over the past five years. With the continued application 
of multidrug therapy, a major global reduction of up to 90% in terms of total registered 
cases within the next 10 years can and should be achieved. This reduction in registered 
cases will drastically reduce prevalence rates to levels below one per 10 000 
population. When these levels are reached, the disease can be considered to be at a 
stage of elimination as a public health problem. However, it should be recognized that, 
even then, very small numbers of new cases will continue to occur among older individuals 
for many more years, as a result of infections acquired in their younger life. 

33. Apart from an effective technology (multidrug therapy), the programme will continue 
to require additional resources to ensure increased coverage by the therapy and by 
related activities. International nongovernmental organizations need to be encouraged to 
mobilize additional resources. It is important that the funds raised by these 
organizations are utilized in coordination with those raised by governments and other 
agencies. 

34. Regardless of the availability of technology and resources, several countries face 
operational and administrative problems in implementing multidrug therapy. Despite the 
increasing global coverage of the therapy, the situation needs to be substantially 
improved in more than one-third of the endemic countries, as nearly 44% of all registered 
cases are still not benefiting from the therapy. 

35. Political commitment by the government and coordination of national and 
international nongovernmental organization activities are essential if major reductions 
in leprosy prevalence are to be achieved during the next decade. 

36. Now that the number of registered patients has been reduced, particularly in 
countries/areas where the implementation of multidrug therapy is well advanced (a 
reduction in case-load of up to 85% in five years has been observed in some situations), 
there is an urgent need to accelerate the integration of leprosy control into the general 
health services in those countries where it is still organized through a specialized 
programme. 

37. With increasing coverage of already registered patients by multidrug therapy, it 
will be necessary to strengthen the detection of new cases so that they too can be 
brought under treatment. Improved methods of passive case-finding, using intensified 
health education and community participation should be applied more widely. 

38. In line with the above, there is a clear need to provide training in leprosy and its 
control to general health service staff at the different echelons of the health system. 
Such training is particularly necessary to strengthen managerial capabilities at the 
national and intermediate levels. 

39. The improved coverage by multidrug therapy, while helping to reduce the proportion 
of disabled among new leprosy patients, is not likely to have an impact on the already 
disabled and largely cured old patients, probably numbering between 750 000 and 
one million persons. In addition, patients may develop other disabilities as a result of 
inadequate care of insensitive limbs. It is therefore important to continue to promote 
community-based programmes for rehabilitation and prevention of disabilities among 
leprosy patients. 

40. Epidemiological monitoring of the leprosy situation at the country level will have 
to be strengthened further in order to make reliable estimates of the numbers of existing 
cases, and to make projections for the future. 


