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Case of leprosy Person with clinical signs of leprosy who requires 
chemotherapy (MDT)

Defaulter An individual who fails to complete treatment within the 
prescribed time frame

Disability Grade 0: no disability
 Grade 1: loss of sensation
 Grade 2: visible damage/deformity or disability

Elimination  Registered prevalence rate of less than 1 case 
of leprosy as a  per 10 000 population.
public health problem

Monthly dose MDT blister packs provide treatment for 28 days, which is 
referred to as the “monthly dose”

Multibacillary  A leprosy patient with six or more skin patches 
leprosy affected. Treatment for 12 months within a period of  

18 months

New case A case of leprosy who has never been previously treated 
with anti-leprosy chemotherapy

Case detection rate Number of new cases per 100 000 population

Paucibacillary leprosy A leprosy patient with up to five skin patches affected. 
Treatment for six months within a period of nine months

Registered prevalence Registered cases under treatment at the beginning of the 
year

Reaction The sudden appearance of symptoms and signs of 
inflammation in the skin of a person with leprosy

Relapse The reoccurrence of the disease at any time after the 
completion of a full course of treatment

Definitions
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Brief Description of Leprosy1

Leprosy is a chronic infectious disease caused by Mycobacterium leprae.  It 

usually affects the skin and peripheral nerves but has a wide range of clinical 

manifestations. The disease is classified as paucibacillary or multibacillary, 

depending on the bacillary load.  Paucibacillary leprosy is a milder disease 

characterized by few (up to five) hypopigmented, anaesthetic skin lesions 

(pale or reddish).  Multibacillary leprosy is associated with multiple (more 

than five) skin lesions, nodules, plaques, thickened dermis or skin infiltration 

and, in some instances, involvement of the nasal mucosa, resulting in nasal 

congestion and epistaxis.  Involvement of certain peripheral nerves also may 

be noted, sometimes resulting in the characteristic patterns of disabilities.  

In most cases of both paucibacillary and multibacillary disease, the diagnosis 

is straightforward.  But in a small proportion of cases, suspects without 

anaesthetic patches require examination by a specialist to look for other 

cardinal signs of the disease, including nerve involvement and a positive 

laboratory test (the slit skin smear). Among communicable diseases, leprosy 

is a leading cause of permanent physical disabilities. 

Timely diagnosis and treatment of cases, before nerve damage has 

occurred, is the most effective way of preventing disabilities due to leprosy. 

Effective management of leprosy complications, including reactions and 

neuritis, can prevent or minimize the onset of further disabilities.  The 

disease and its associated deformities are responsible for social stigma 

and discrimination against patients and their families in many societies. 

The mode of transmission of the leprosy bacillus remains uncertain, but 

most investigators believe that M. leprae is spread from person to person, 

primarily as a nasal droplet infection.  The incubation period of five to 

seven years is unusually long for a bacterial disease.  The peak age of onset 

is young adulthood, usually 20–30 years old; the disease rarely is seen 

in under-5 children.  While humans are considered to be the major host 

and reservoir of M. leprae, other animal sources, including the armadillo, 

have been incriminated as reservoirs of infection.  The epidemiological 

significance of these findings is unknown but is likely to be very limited, 

except perhaps in North America.  Unlike tuberculosis, there is no evidence 

to suggest an association between HIV infection and leprosy.  Bacillus 

Calmette-Guerin (BCG) vaccination is known to have some protective effect 

against the disease.
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Summary2

The Epidemiological Review of Leprosy 2009 in the Western Pacific Region of 

WHO is based on the information collected from 37 countries and areas of 

the Region and other sources.  A total of 36 countries and territories have 

sent annual leprosy data for 2009 and 35 countries for 2010. 

The goal of eliminating leprosy as a public health problem at the national 

level, defined as a prevalence rate below one case per 10 000 population, 

was achieved in 34 of the 37 countries and areas. These 34 countries and 

areas cover 99.9% of the total population of the Western Pacific Region.  

In 2010, a total of 8386 cases were registered with a prevalence rate of 

0.05 per ten thousand population and 34 countries have eliminated leprosy 

as a public health problem. Five countries (China, Malaysia, Papua New 

Guinea, the Philippines and Viet Nam) contributed to 86% of the total 

prevalence. The Federated States of Micronesia and the Marshall Islands 

never reached leprosy elimination, while Kiribati failed to maintain the 

elimination threshold. The prevalence rate increased from 2008 to 2009 but 

decreased again in 2010. Compared with 1991, when the Region achieved 

the overall elimination goal, the prevalence decreased by 88%.  

A total of 5055 new cases were reported in 2010 with a new case detection 

rate of 0.3 per hundred thousand population.  The new case detection 

rate has decreased by 5.8% compared with 2009 and decreased by 66% 

compared with 1991, showing a continuing decline in the total number 

of new cases detected in the Region.  Five countries (Cambodia, China, 

Papua New Guinea, the Philippines and Viet Nam) contributed to 84% of 

the newly detected cases in the Region.  The proportion of multibacillary 

cases increased by 2% while that of children decreased by 7% and that of 

grade 2 disability by 14% compared with 2009.  In 2010, nine countries 

reported no new leprosy cases while 12 countries reported less than 10 new 

cases.  Five countries reported between 10 and 99 cases. Seven countries 

reported between 100 and 1000 new cases (Cambodia, Kiribati, Malaysia, 

the Marshall Islands, the Federated States of Micronesia, Papua New Guinea 

and Viet Nam) while two countries (China and the Philippines) reported 

more than 1000 new cases.

The WHO Regional Office for the Western Pacific will pursue the 

implementation of the main principles of leprosy control in the Region, 

with a special focus in the three remaining Pacific island countries 

and areas. These are based on a timely detection of new cases, contact 

investigation and multiple drug therapy (MDT) treatment while ensuring 
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good treatment compliance, prevention of disabilities and rehabilitation. 

Emphasis will remain on sustaining the provisions for equitably-distributed 

quality patient care which is affordable and easily accessible.  

Currently, there are no new technological breakthroughs or developments 

that warrant any drastic changes to the current strategy for leprosy 

control.  However, there is an urgent need to secure support and political 

commitment from Member States to hasten elimination efforts and activities 

in the three countries (the Federated States of Micronesia, the Marshall 

Islands and Kiribati) that still have to attain the elimination goal. This 

also applies to previously endemic countries and areas where new cases are 

reported continually.  The implementation of the New Global Operational 

Guidelines need to be strengthened, leprosy activities sustained and the 

leprosy burden further reduced by focusing on integration, early case 

detection and MDT treatment.

The priorities and future directions of the Western Pacific Regional Office 

will require support, commitment and endorsement from governments, all 

stakeholders and partners. Quality leprosy services need to be sustained 

and the burden of physical, social and economic consequences due to 

leprosy further reduced. Only through our combined efforts will the vision 

of a “world without leprosy” be achieved.
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The goal of elimination of leprosy as a public health problem was set in 1991 

by the World Health Assembly (WHA).  Attaining a level of prevalence of less 

than one case per 10 000 population was reached at the regional level in 

1991. Therefore, the challenge in the Western Pacific Region over the years 

has been how to sustain the gains of elimination and to ensure that leprosy 

services will be available and accessible for all people affected by leprosy at 

their nearest health facility.  This is of utmost importance to attain leprosy 

elimination in those previously hyperendemic countries and for the remaining 

three countries—the Federated States of Micronesia, the Marshall Islands and 

Kiribati—that have not yet reached the elimination threshold.

This includes continued support in community education to promote voluntary 

reporting of cases and training of peripheral health staff to increase the 

capability to detect leprosy. The Global Strategy for Further Reducing Leprosy 

Burden and Sustaining Leprosy Control Activities is being implemented in most 

countries in the Region and is based on the principles of timely detection of 

new cases and their cure with MDT.  This ensures programme sustainability by 

promoting integration within the general health system.  It also emphasizes 

the need for quality leprosy services to reach underserved communities and for 

building and sustaining effective partnerships to reduce further the disease 

burden due to leprosy.

   

3.1  The Western Pacific Region

The Western Pacific Region comprises 37 countries and areas with an estimated 

population of 1.8 billion in 2010.  The Region contains major countries such as 

China and Japan representing 75% and 7%, respectively, of the total population 

and 22 very small countries with <500 000 population, representing 0.5% of 

the total population. 

Eight countries have a population of more than 10 million and six have 

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

with <1  million population, seven have more and 16 have less than 200 000 

population, of which seven have 20 000 population or less.

The introduction of MDT for the treatment of leprosy in the 1980s and the 

adoption of a resolution by the WHA in 1991 for the elimination of leprosy as 

a public health problem were important landmarks in combating the disease.  

Although the elimination goal was achieved at the global level by the end of 

2000, some countries have not reached the elimination target at their national 

Introduction3
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Figure 2  Countries and Areas of the Western Pacific Region 

level.  In 1999, the target date for reaching elimination was extended to 2005, 

but six countries still failed to attain the elimination goal.  At the beginning 

of 2009, leprosy was not eliminated as a public health problem only in Brazil, 

Nepal and Timor Leste, with populations of more than 1 million. In the Western 

Pacific Region, the Marshall Islands, the Federated States of Micronesia and 

Kiribati, with populations of less than 200 000, did not yet achieve elimination. 

MDT implementation began in 1985 in the Western Pacific Region.  It reached 

10% coverage in 1988 and had attained the regional elimination target by 

1991.  By 1994, almost 100% MDT coverage was reached, coinciding with a 

continuous decline in the prevalence rate.  
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The burden of leprosy can be measured in terms of new cases reported, the 

number of cases registered for treatment and the number of cases with 

disabilities.  While both globally and in the Western Pacific Region, the number 

of cases registered for treatment (registered prevalence) and the reported new 

cases have shown a considerable decline since 1991, the decline has not been 

as pronounced in the past years.

To determine the leprosy situation in the Region and the progress of activities 

to further reduce the burden of leprosy, the WHO Regional Office for the Western 

Pacific has been collecting data regularly on a number of indicators from all 37 

countries and areas.  These include the absolute numbers of cases registered for 

treatment at the end of the year, of new cases detected during the year and the 

proportions of new cases with grade 2 disabilities, sex distribution, children 

under 15 years old and those classified as multibacillary and paucibacillary.

In addition, data are being collected on treatment completion rates on cohorts 

of paucibacillary and multibacillary cases and on the absolute number of relapses 

reported during the year as a proxy indicator to monitor the effectiveness 

of MDT.  These indicators depend on many factors, including the influence 

of operational factors and the validity and quality of the collected data and 

information in the country.

Reliable and comparable information about the leprosy burden and its changes 

over time in populations of the country and in the Region are critical for 

highlighting the need for prioritization of leprosy activities among diverse 

health priorities and interests.  In addition, such information is required 

to monitor and review the priorities and directions within leprosy services, 

following leprosy elimination as a public health problem. Special focus should 

be on funding support and continued commitment in implementing the new 

Global Operational Guidelines on Sustaining Leprosy Activities and Further 

Reducing Leprosy Burden.

Background4
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 n The prevalence rate at the regional level increased sharply from 2008 to 

2009 because of an increased number of reported prevalent cases from the 

Philippines. It decreased again in 2010 to the levels of 2007.

 

 n Elimination status was sustained in 34 countries. While the Federated States 

of Micronesia and the Marshall Islands did not achieve the elimination 

target at the end of 2010, Kiribati failed to sustain the elimination. In 

addition, Nauru and Palau with <10 cases annually have been reporting a 

prevalence above the elimination threshold.

 

 n Several missions provided technical support to the Pacific island countries 

of Kiribati, the Marshall Islands, the Federated States of Micronesia, Samoa 

and Fiji between 2008 and April 2011. Some missions were conducted 

jointly with the Pacific Leprosy Foundation (PLF), the Centers for Disease 

Control and Prevention (CDC) in the United States of America, the National 

Hansen’s Disease Program in the United States of America, the American 

Leprosy Mission (ALM) and the Leprosy Mission International (TLMI). Those 

missions provided technical support and focused on leprosy programme 

reviews; clinical and programme management training; and strategic 

planning and identification of future directions. In 2010 and 2011, a plan 

of action for leprosy elimination activities was prepared for the Pacific 

island countries that have yet to eliminate leprosy.

 

 n Technical and funding support was provided to Cambodia, China and Papua 

New Guinea between 2008 and 2011 to provide leprosy training and to 

strengthen surveillance as well as case and programme management.

 

 n In June 2010, the WHO Regional Office for the Western Pacific hosted in 

Manila the global leprosy “meeting to develop guidelines to strengthen 

participation of persons affected by leprosy in leprosy services”. 

 

 n In May 2010, the WHO Regional Office for the Western Pacific organized 

the second Workshop on Sustaining Leprosy Services in the Pacific island 

countries in Nadi, Fiji. This meeting brought together 25 participants 

from 12 Pacific island countries, technical experts, technical agencies and 

partners such as the Pacific Leprosy Foundation and the Leprosy Mission 

International New Zealand. The participants reviewed the current leprosy 

situation in the Pacific island countries and the achievements and progress 

made to sustain leprosy services following the elimination of leprosy as a 

public health problem in most countries. 

Achievements5
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 n In January and February 2010, an external review of the Philippine National 

Leprosy Control Program assessed the performance of the programme for 

the previous five years and provided detailed recommendations about 

how to improve the implementation of the "Enhanced Global Strategy for 

Further Reducing the Disease Burden due to Leprosy 2011–2015". 

 

 n Training was conducted in Shanghai, China, in June 2009 of national 

leprosy programme managers on the Global Operational Guidelines and 

programme management from high burden countries (Cambodia, China, 

the Lao People’s Democratic Republic, Malaysia, Papua New Guinea, the 

Philippines and Viet Nam) and the Pacific island countries (Kiribati, the 

Marshall Islands, the Federated States of Micronesia, Vanuatu, Samoa and 

Solomon Islands).

 

 n In December 2008, a mission reviewed the leprosy situation in provinces 

with a high prevalence of leprosy in China and made recommendations 

with regard to sustaining leprosy services in accordance with the New 

Global Operational Strategy.  

 

 n WHO, jointly with the ALM, conducted training on case and programme 

management and orientation, on the Global Strategy Operational Guidelines 

2006–2010 and on the Prevention of Disability and Rehabilitation, which 

was held in March 2008 for the northern Pacific island countries. It included 

11 participants from Guam, the Commonwealth of the Northern Mariana 

Islands, Palau, the Federated States of Micronesia and the Marshall Islands.
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 n  

6.1  Global Leprosy Status

There has been an enormous reduction in the number of patients registered 

for treatment globally and also in the Western Pacific Region. However, new 

leprosy cases continue to appear and leprosy services need to be sustained to 

provide quality services at all levels.

The present global framework for leprosy control is characterized by the 

integrated delivery of basic leprosy services, which are provided at the 

peripheral level. These are supported by specialized units with leprosy expertise 

at intermediate levels that provide the necessary technical guidance. A central 

unit is responsible for the formulation of policies, monitoring and evaluation. 

The key approach is the integration of all essential components of leprosy 

control activities into the primary health care system. Integrated referral 

facilities need to be available and strengthened to deal with leprosy-related 

acute (e.g. reactions) and chronic (e.g. tropic ulcers) complications .

To facilitate early case-detection and to reduce the disease burden further in all 

endemic countries, it is of paramount importance to encourage the involvement 

of the general health care services in sustaining quality leprosy control.  The 

leprosy programme encourages voluntary or self-reporting and aims to increase 

the capabilities of the peripheral general health care staff to suspect, detect 

and refer cases through training.  In addition, efforts to promote community 

awareness about leprosy, to reduce stigma and discrimination and to sustain 

the interest of policy-makers need strengthening.  

Based on Global Leprosy Programme (GLP) data reported by the different 

WHO regions (Tables 1 and 2), there were 211 903 registered leprosy cases 

worldwide at the end of 2009, a decrease of 0.5% compared with 2008 (n=213 

036 prevalent cases).  A total of 244 796 new cases were detected worldwide 

in 2009, a decrease of 1.7% compared with 2008 (n=249 007) (Table 2).  The 

Western Pacific Region reported 8635 prevalent cases in 2009, representing 

4.1% of the global prevalence (2008: n=9754).  In 2009, 5243 new cases were 

reported, representing 2.1% of all reported cases worldwide (2008: n=5859).  

These data from the Western Pacific Region have been revised and the updated 

figures can be found in the Region-specific figures and tables. There has been 

a continuing decline in the global incidence and prevalence over the last 24 

years, although less pronounced in the last five years.  The decline of new cases 

was less pronounced than that of the prevalence.

Epidemiological Situation6
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From 2003 to 2009, 93% to 96% of the globally reported new cases were 

from 16 countries, as listed in Table 3.  Two of these countries, China and the 

Philippines, are in the Western Pacific Region, with more than 1000 new cases 

detected annually.

                      

Table 1 Leprosy situation by WHO Region, 2008 and 2009 (excluding Europe)

WHO Region
Countries/ areas reporting

Prevalent cases 
(/10 000 pop.) at 

beginning of

New cases  
(/100 000 pop.) during 

2008 2009 2009 2010 2008 2009

Africa 33/46 33/46 30 557 30 947 (0.40) 29 814 28 935 (3.75)
Americas 31/35 31/35 47 069 43 370 (0.49) 41 891 40 474 (4.58)

Eastern Mediterranean 19/21 19/21 4 967 8 495 (0.15) 3 938 4 029 (0.70)
South-East Asia 8/11 8/11 120 689 120 456 (0.68) 167 505 166 115 (9.39)
Western Pacific 33/37* 33/37* 9 754 8 635 (0.05) 5859 5 243 (0.29)

TOTAL 120/150 120/150 213 036 211 903 249 007 244 796

*Includes areas
*Complete and updated data of the Western Pacific Region available in Tables 4, 5, 6

Source: WHO Global leprosy Programme

Table 2 New cases of leprosy by WHO Region, 2003–2009

WHO Region
New cases

2003 2004 2005 2006 2007 2008 2009
Africa 47 006 46 918 45 179 34 480 34 468 29 814 28 935

Americas 52 435 52 662 41 952 47 612 42 135 41 891 40 474
Eastern Mediterranean 3 940 3 392 3 133 3 261 4 091 3 938 4 029 

South-East Asia 405 147 298 603 201 635 174 118 171 576 167 505 166 115
Western Pacific* 6 190 6 216 7 137 6 190 5 863 5 859 5 243

Total 514 718 407 791 299 036 265 661 258 133 249 007 244 796

Weekly epidemiological record, No. 35, 27 August 2010
complete and updated data of Western Pacific Region available in Tables 4, 5, 6 
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Table 3  New cases of leprosy in the 16 countries reporting >1000 new cases during 2009, 2003–2009

Country
New cases

2003 2004 2005 2006 2007 2008 2009
Bangladesh 8 712 8 242 7 882 6 280 5 357 5 249 5 239

Brazil 49 206 49 384 38 410 44 436 39 125 38 914 37 610
China* 1 404 1 499 1 658 1 506 1 526 1 614 1 597

Democratic Republic of the 
Congo 7 165 11 781 10 369 8 257 8 820 6 114 5 062

India 367 143 260 063 169 709 139 252 137 685 134 184 133 717
Ethiopia 5 193 4 787 4 698 4 092 4 187 4 170 4 417

Indonesia 14 641 16 549 19 695 17 682 17 723 17 441 17 260
Madagascar 5 104 3 710 2 709 1 536  1 644 1 763 1 572
Mozambique 5 907 4 266 5 371 3 637 2 510 1 313 1 191

Myanmar 3 808 3 748 3 571 3 721 3 637 3 365 3 147
Nepal 8 046 6 958 6 150 4 235 4 436** 4 708** 4 394**

Nigeria 4 799 5 276 5 024 3 544 4 665 4 899 4 219
The Philippines* 2 397 2 254 3 130 2 517 2 514 2 373 1 795

Sri Lanka 1 925 1 995 1 924 1 993 2 024 1 979 1 875
Sudan 906 722 720 884 1 706*** 1 901*** 2 100***

United Republic of 
Tanzania 5 279 5 190 4 237 3 450 3 105 3 276 2 654

Total top 16 countries  (%) 491 635 
(96)

386 424 
(95)

285 257 
(95)

247 022 
(93)

240 664 
(93)

233 263 
(94)

227 849 
(93)

Global Total 514 718 407 791 299 036 265 661 258 133 249 007 244 796

*Complete and updated data available in Tables 4, 5, 6
**New cases detected from mid-November to mid-November.
***Includes data from southern Sudan.

Source: Weekly epidemiological record, No. 35, 27 August 2010

 6.2  Western Pacific Region

Tables 4, 5 and 6 summarize leprosy data by country of the Western Pacific 

Region at the end of 2010, 2009 and 2008.  Of 37 countries and areas, 35 sent 

data in 2010 using the annual statistics form of the Western Pacific Regional 

Office. This compares with 36 in 2009 and 33 in 2008.  In 2010, only Wallis and 

Futuna (one leprosy case reported in 2009) and the Pitcairn Islands (no leprosy 

case reported in the past five years) did not submit any data.
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Table 4 Notification of leprosy cases and monitoring indicators by country, 2010   

Country

Population
X 1 000
country
reportng

Prevalence New Case Detection

No. Rate x   
10 000 No. Rate x 

100 000
MB*    Dis Grade 

2**       Child*** Female

No. % No. % No. % No. %
American Samoa 69 6 0.87 0 0 0 - 0 -

Australia 22 342 n/a n/a 9 0.04 7 78 2 22 1 11 2 22
Brunei Darussalam 406 3 0.07 3 0.7 3 100 0 - 0 - 1 33.3

Cambodia 14 370 236 0.16 262 1.8 185 70.6 26 9.9 22 8.4 56 21.4
China 1 341 000 2 886 0.02 1 324 0.1 1 124 85 298 22.5 39 2.9 419 31.6

Hong Kong (China) 7 061 20 0.03 3 0.04 3 100 0 - 0 - 3 100
Macao (China) 547 0 0 0 0 0 - 0 - 0 - 0 -

The Commonwealth of 
the Northern Mariana 

Islands 
67 3 0.45 0 0 0 - 0 - 0 - 0 -

Cook Islands 15 0 0 0 0 0 - 0 - 0 - 0 -
Fiji 850 6 0.07 2 0.2 2 100 0 - 0 - 0 -

French Polynesia 267 18 0.67 6 2.25 3 50 0 - 0 - 6 100
Guam 181 14 0.77 10 5.5 10 100 0 - 2 20 2 20
Japan 127 439 8 0.0006 4 0.003 3 75 1 25 0 - 0 -

Kiribati 101 171 16.9 182 179.9 54 29.7 2 1.1 58 31.9 83 45.6
The Republic of Korea 48 875 283 0.06 6 0.01 6 100 2 33.3 0 - 2 33.3

The Lao People's 
Democratic Republic 6 250 91 0.15 86 1.4 65 75.6 13 15.1 1 1.2 20 23.3

Malaysia 28 909 566 0.2 194 0.7 170 87.6 8 4.1 15 7.8 60 30.9
The Marshall Islands 54 103 18.9 110 202.1 43 39.1 0 - 49 44.5 15 13.6
The Federated States 

of Micronesia 108 137 13 117 109 62 53 4 3.4 22 18.8 41 35

Mongolia 2 700 0 0 0 0 0 - 0 - 0 - 0 -
Nauru 11 4 3.64 2 18.2 2 100 0 - 0 - 0 -

New Caledonia 246 9 0.37 8 3.3 4 50 na na 3 37.5 3 37.5
New Zealand 4 316 3 0.007 3 0.07 3 100 na na 0 0 1 33.3

Niue 1 0 0 0 0 0 - 0 - 0 - 0 -
Palau 21 6 2.7 3 13.6 3 100 0 0 0 0 0 0

Papua New Guinea 6 829 580 0.85 281 4.1 191 68 14 5 79 28.1 95 33.8
The Philippines 94 013 2 873 0.31 2 041 2.2 1917 93.9 86 4.2 94 4.6 408 20

The Pitcairn Islands 0 NR NR NR NR NR NR NR NR NR NR NR NR
Samoa 184 13 0.7 12 6.5 11 91.7 3 25 2 16.7 3 25

Singapore 5 077 15 0.03 11 0.2 3 27.3 0 - 0 - 3 27.3
Solomon Islands 538 12 0.2 14 2.6 12 85.7 0 - 3 21.4 7 50

Tokelau 1 0 0 0 0 0 - 0 - 0 - 0 -
Tonga 102 0 0 0 0 0 - 0 - 0 - 0 -
Tuvalu 10 0 0 0 0 0 - 0 - 0 - 0 -

Vanuatu 234 3 0.13 3 1.2 2 66.7 0 - 0 - 0 -
Viet Nam 87 083 317 0.04 359 0.4 259 72.1 67 18.7 14 3.9 98 27.3

Wallis and Futuna 15 NR NR NR NR NR NR NR NR NR NR NR NR
Western Pacific 

Region 1 800 292 8 386 0.047 5 055 0.281 4147 82.0% 526 10.4% 404 8.0% 1328 26.3%

 * Proportion of MB cases 
 ** Proportion of cases with Grade-2 disability among new cases 
 *** Proportion of children younger than 15 years among new cases 
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Table 5 Notification of leprosy cases and monitoring indicators by country, 2009 

Country Population
X 1 000

Prevalence New Case Detection

No. Rate x   
10 000 No. Rate x 

100 000
MB*    Dis Grade 

2**       Child*** Female

No. % No. % No. % No. %
American Samoa 67 8 1.19 3 4.47 3 100 0 0 0 0 1 33.3

Australia 21 875 5 0.002 5 0.02 5 100 1 20 1 20 3 60
Brunei Darussalam 398 2 0.05 2 0.50 2 100 0 0 0 0 0 0

Cambodia 14 453 283 0.2 351 2.43 244 69.5 35 10 27 7.7 105 30
China 1 334 740 3 332 0.03 1 597 0.12 1 347 84.3 364 22.8 39 2.4 511 32

Hong Kong (China) 7196 24 0.03 5 0.07 2 40 0 0 0 0 1 20
Macao (China) 456 0 0 0 0 0 - 0 - 0 - 0 -

The Commonwealth of 
the Northern Mariana 

Islands
80 1 0.12 0 0 0 - 0 - 0 - 0 -

Cook Islands 20 0 0 0 0 0 - 0 - 0 - 0 -
Fiji 868 2 0.02 2 0.23 2 100 0 0 0 0 0 0

French Polynesia 264 10 0.38 9 3.40 7 77.8 0 0 1 11.1 2 22.2
Guam 178 5 0.28 6 3.37 5 83.3 0 0 2 33.3 1 16.7
Japan 127 470 5 0.0004 2 0.002 1 50 0 0 0 0 1 50

Kiribati 97 32 3.3 97 100 46 47 2 2.1 24 24.7 39 40.2
The Republic of Korea 48 607 312 0.06 5 0.01 5 100 3 60 0 0 4 80

The Lao People’s 
Democratic Republic 6122 94 0.15 101 1.65 73 72.3 14 13.9 2 2.0 18 17.8

Malaysia 28 307 690 0.24 187 0.66 138 73.8 8 4.3 12 6.4 54 29
The Marshall Islands 63 65 10.3 44 69.8 27 61.4 0 0 11 25 16 36.4
The Federated States 

of Micronesia 129 143 11.1 157 121.7 50 31.8 8 5.1 36 22.9 46 29.3

Mongolia 2617 0 0 0 0 0 - 0 - 0 - 0 -
Nauru 12 3 2.5 3 25 0 0 0 0 1 33.3 1 33.3

New Caledonia 244 10 0.41 7 2.87 4 57.1 0 0 2 28.6 2 28.6
New Zealand 4316 3 0.01 3 0.07 2 66.7 - - 0 0 2 66.7

Niue 2 0 0 0 0 0 - 0 - 0 - 0 -
Palau 21 4 1.90 4 19 4 100 0 0 0 0 2 50

Papua New Guinea 6643 622 0.94 435 6.55 264 60.7 34 7.8 132 30.3 177 40.7
The Philippines 91 703 7 102 0.77 1 880 2.05 1 755 93.4 101 5.4 143 7.6 592 31.5

The Pitcairn Islands 0.046 NR NR NR NR NR NR NR NR NR NR NR NR
Samoa 184 4 0.22 5 2.72 5 100 0 0 0 0 1 20

Singapore 4988 12 0.02 8 0.16 2 25 0 0 0 0 2 25
Solomon Islands 526 21 0.40 30 5.70 17 56.7 0 0 14 46.7 15 50

Tokelau 2 0 0 0 0 0 - 0 - 0 - 0 -
Tonga 102 0 0 0 0 0 - 0 - 0 - 0 -
Tuvalu 11 1 0.91 0 0 0 - 0 - 0 - 0 -

Vanuatu 243 5 0.21 5 2.06 3 60 0 0 2 40 2 40
Viet Nam 86 800 350 0.04 413 0.48 295 71.4 80 19.4 12 2.9 114 27.6

Wallis and Futuna 15 1 0.67 1 6.67 1 100 0 0 0 0 0 0
Western Pacific 

Region 1 789 819 13 151 0.07 5 367 0.30 4 309 80.29% 650 12.1% 461 8.6% 1 427 26.6%

 * Proportion of MB cases 
 ** Proportion of cases with Grade-2 disability among new cases 
 *** Proportion of children younger than 15 years among new cases 
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Table 6 Notification of leprosy cases and monitoring indicators by country, 2008 

Country Population
X 1 000

Prevalence New Case Detection

No. Rate x   
10 000 No. Rate x 

100 000
MB*    Dis Grade 

2**       Child*** Female

No. % No. % No. % No. %
American Samoa 66 NR NR NR NR NR NR

Australia 19 921 0 0 11 0.06 7 63.6 1 9.1 0 0 3 27.3
Brunei Darussalam 380 0 0 2 0.53 2 100 0 0 0 0 2 100

Cambodia 14 453 242 0.17 306 2.12 219 71.6 40 13.1 21 6.9 85 27.8
China 1 321 290 3388 0.03 1614 0.12 1 403 86.9 357 22.1 40 2.5 487 30.2

Hong Kong (China) 7196 24 0.03 5 0.07 2 40 0 0 0 0 1 20
Macao (China) 456 0 0 1 0.22 1 100 0 0 0 0 1 100

The Commonwealth of 
the Northern Mariana 

Islands
80 2 0.25 0 0 0 - 0 - 0 - 0 -

Cook Islands 20 0 0 0 0 0 - 0 - 0 - 0 -
Fiji 868 7 0.08 4 0.46 0 0 0 0 0 0 2 50

French Polynesia 240 6 0.25 5 2.08 2 40 1 20 1 20 3 60
Guam 158 16 1.01 13 8.23 12 92.3 1 7.7 3 23.1 5 38.5
Japan 127 856 3 0.0002 3 0.002 1 33.3 0 0 0 0 1 33.3

Kiribati 97 88 9.07 42 43.3 28 66.7 0 0 18 42.9 18 42.9
The Republic of Korea 48 004 332 0.07 7 0.01 6 85.7 3 42.9 0 0 6 85.7

The Lao People’s 
Democratic Republic 5790 86 0.15 93 1.61 67 72 19 20.4 4 4.3 41 44.1

Malaysia 23 821 696 0.29 218 0.92 162 74.3 9 4.1 6 2.8 73 33.5
The Marshall Islands 63 54 8.57 46 73.02 25 54.3 0 0 11 23.9 20 43.5
The Federated States 

of Micronesia 129 190 14.73 124 96.12 72 58.1 0 0 49 39.5 54 43.5

Mongolia 2 617 0 0 0 0 0 - 0 - 0 - 0 -
Nauru 12 3 2.5 2 16.67 1 50 0 0 2 100 0 -

New Caledonia 223 NR NR NR NR NR NR
New Zealand 3892 NR NR NR NR NR NR

Niue 2 0 0 0 0 0 - 0 - 0 - 0 -
Palau 21 5 2.38 5 23.81 5 100 0 0 0 0 0 0

Papua New Guinea 6116 696 1.14 422 6.9 277 65.6 34 8.1 134 31.8 158 37.4
The Philippines 86 214 3 338 0.39 2 373 2.75 2 142 90.3 45 1.9 110 4.6 285 12.

The Pitcairn Islands 0.046 NR NR NR NR NR NR
Samoa 184 5 0.27 6 3.26 5 83.3 0 0 2 33.3 2 33.3

Singapore 4 325 18 0.04 10 0.23 5 50 0 0 0 0 0 0
Solomon Islands 496 14 0.28 17 3.43 14 82.4 0 - 3 17.6 5 29.4

Tokelau 2 0 0 0 0 0 - 0 - 0 - 0 -
Tonga 102 0 0- 0 0 0 - 0 - 0 - 0 -
Tuvalu 11 1 0.91 0 0 0 - 0 - 0 - 0 -

Vanuatu 220 0 0 0 - 0 - 0 - 0 - 0 -
Viet Nam 82 345 540 0.07 530 0.64 378 71.3 82 15.5 18 3.4 202 38.1

Wallis and Futuna 15 0 0 0 0 0 - 0 - 0 - 0 -
Western Pacific 

Region 1 757 685 9 754 0.06 5 859 0.33 4 836 82.5 592 10.1 422 7.2 1454 24.8

 * Proportion of MB cases 
 ** Proportion of cases with Grade-2 disability among new cases 
 *** Proportion of children younger than 15 years among new cases 
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6.3  Leprosy control activities at regional, 
national and subnational levels

At the regional level, the elimination of leprosy as a public health problem 

was achieved in 1991, with only 15 countries reaching the elimination target 

at the national level. This increased to 35 countries that reached elimination 

by the end of 2000.  Only three countries in the Region, the Federated States 

of Micronesia, the Marshall Islands and Kiribati, have yet to achieve the 

elimination goal.  Kiribati was the first and only country in the Region that 

failed to sustain the elimination goal since 2003. Large numbers of new cases 

were detected following leprosy awareness campaigns and active case-finding 

by screening activities in children and endemic pockets.

To date, 99.98% of the regional population live in countries and areas that have 

eliminated the disease as a public health problem. Noting the different levels 

of endemicity of leprosy in the Region, different focused approaches need to 

be implemented, depending on the burden of the disease in the country. The 

Western Pacific Regional Office categorizes the countries and areas according 

to the attainment of elimination (prevalence rate of less than one per 10 000), 

number of new cases and country population (Table 7).

Subnational elimination has been reached at the regional level in the 

Philippines, at the provincial level in the Lao People’s Democratic Republic, 

Viet Nam and Cambodia and at the county level in China (except for a few 

counties). 

Table 7 Categorization of Western Pacific Region countries and areas for leprosy activities

  Description Countries/Areas

A Countries that did not reach elimination Kiribati, Marshall Islands, Federated States of Micronesia

B

Countries with a population of less than 500 000 reached 
elimination with fluctuations in prevalence and case 
detection rate with less than 50 new cases detected 
annually

American Samoa, Brunei Darussalam, Commonwealth 
of the Northern Mariana Islands, Fiji, French Polynesia, 
Guam, Nauru, New Caledonia, Palau, Samoa, Solomon 
Islands, Vanuatu, Wallis and Futuna

C

Countries with a population of more than 1 million reached 
and sustained national elimination with low prevalence and 
case detection rates

<1000 cases: Cambodia, Lao PDR, Malaysia, Papua New 
Guinea, Viet Nam
>1000 cases: China, Philippines

D Countries with sporadic occurrences of cases. Australia, Japan, Hong Kong (China), Republic of Korea, 
New Zealand, Singapore

Countries and areas with no new and no prevalent cases 
in 2010

Cook Islands, Macao (China), Mongolia, Niue, the Pitcairn 
Islands, Tokelau, Tonga, Tuvalu
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6.3.1 New case detection

There were 5055 new cases detected in 2010, corresponding to a new case 

detection rate of 0.3 per hundred thousand population, a decline from 5367 

cases in 2009. This compares with 14 674 new cases detected in 1991 with a 

rate of 1 per 100 000 (Table 8 and Figure 2).  Reported new cases decreased 

continuously since 1991 with a 2010 decrease of 5.8% compared with 2009 

and of 65.6% compared with 1991.  Seven countries in the Region (Cambodia, 

China, Kiribati, Malaysia, Papua New Guinea, the Philippines and Viet Nam) 

contributed to 92% of all new cases detected in 2009, with 40% of all new 

cases coming from the Philippines and 26% from China (Figures 2, 3, 4).

The new case detection rate varied from 0 to 96 per 100 000 population in 2008, 

to 122 in 2009 and to 202 in 2010. Five countries reported a case detection 

rate of more than 10 per 100 000, with the highest in the Marshall Islands. 

Nine countries reported a case detection rate between one and 10 per 100 000 

population.  Fully 12 countries reported a case detection rate between 0.01 

and 0.99 per hundred thousand population and nine countries reported no new 

cases (American Samoa, Macao (China), the Commonwealth of the Northern 

Mariana Islands, Cook Islands, Mongolia, Niue, Tokelau, Tonga and Tuvalu). Two 

countries reported more than 1000 new cases in 2010: the Philippines (n=2041) 

and China (n=1324), followed by Viet Nam (n=359), Papua New Guinea (n=281) 

and Cambodia (n=262) (Table 4 and Figure 3). In 2010, only Wallis and Futuna 

did not send their report (besides the Pitcairn Islands) (Table 4).

Table 8 Prevalence and new case detection, Western Pacific Region, 1991–2010

Regional Prevalent cases Newly detected cases

Year Population  
(x 1000) Number Rate per 10 000 Number Rate per 100 000

1991 1 515 579 67 593 0.45 14 674 1
1992 1 537 199 42 254 0.28 13 594 0.9
1993 1 560 521 35 145 0.23 11 034 0.7
1994 1 580 357 38 733 0.24 12 643 0.8
1995 1 610 291 30 556 0.19 11 907 0.7
1996 1 628 600 26 275 0.16 13 070 0.8
1997 1 634 465 23 370 0.15 13 583 0.8
1998 1 652 781 19 076 0.12 10 600 0.6
1999 1 672 418 14 195 0.09 9 494 0.6
2000 1 706 434 12 731 0.07 8 360 0.5
2001 1 694 691 11 764 0.07 7 409 0.4
2002 1 706 168 11 035 0.07 7 187 0.4
 2003 1 729 924 10 449 0.06 6 165 0.4
2004 1 743 620 10 010 0.06 6 195 0.4
2005 1 743 620 9 460 0.05 7 201 0.4
2006 1 748 788 9 193 0.05 6 190 0.4
2007 1 757 685 8 152 0.05 5 863 0.3
2008 1 757 685 9 754 0.06 5 859 0.3
2009 1 789 819 13 151 0.07 5 367 0.3
2010 1 800 292 8 386 0.05 5 055 0.3
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The new (incident) cases include patients who are newly diagnosed during the 

calendar year. Case detection is greatly influenced by the intensity of programme 

activities, including service coverage, community awareness, leprosy education 

campaigns and the reporting system as well as sensitivity and specificity of 

diagnosis.  The current strategy is to focus on the early detection of new cases 

through self-reporting that will impact on the reduction of transmission and 

disease burden.  Therefore, the new case detection rate may not represent the 

true incidence and the degree of transmission of infection in the community.

Figure 2 Prevalence and new cases Western Pacific Region, 1991–2010
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Figure 3 New cases of leprosy by country, Western Pacific Region, 2008–2010
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6.3.2 Prevalence

The prevalent cases decreased from 67 593 in 1991 to 8386 in 2010 and the 

prevalence rate dropped continuously from 0.45 to 0.05 per ten thousand 

population in the same period, representing a decrease of 88% (Table 7).  

Between 2008 and 2009, the regional prevalence increased by 34% because 

of a rise in the number of cases reported in the Philippines. Here the reported 

prevalent cases increased from 3338 in 2008 to 7102 in 2009, where cases 

from hospitals in metro Manila were included for the first time. In 2010, the 

reported prevalence in the Philippines dropped again to 2873 cases, resulting 

in a decrease of the regional prevalence to 2007 levels.

Figure 4 New cases of leprosy by country, Western Pacific Region, 2008–2010

Figure 5 Prevalence of leprosy by country, Western Pacific Region, 2008–2010

26.2%

3.6% 1.7%

3.8%

2.2%
2.3%

5.6%

40.4%

7.1%

1.9%

5.2%

Cambodia

China

The Lao People’s Democratic Republic

Malaysia

Papua New Guinea

The Philippines

Viet Nam

Others

Kiribati

The Federated States of Micronesia

The Marshall Islands

7000

6000

5000

4000

3000

2000

1000

0

C
am

b
o

d
ia

C
h

in
a

T
h

e 
R

ep
u

b
lic

 o
f 

K
o

re
a

M
al

ay
si

a

P
ap

u
a 

N
ew

 G
u

in
ea

T
h

e 
P

h
ili

p
p

in
es

V
ie

t 
N

am

O
th

er
s

n

Country

2008 (n= 9754)

2009 (n= 13 151)

2010 (n= 8386)



Epidemiological Review of Leprosy 2008–2010 21

The vast majority of prevalent cases in 2010 were reported from seven countries, 

representing 92% of cases: China (n=2886), the Philippines (n=2873), Papua 

New Guinea (n=580), Malaysia (n=566), Viet Nam (n=317), the Republic of 

Korea (n=283) and Cambodia (n=236), representing 90% of the regional 

population (Table 4, Figure 5, 6). These countries are followed by the three 

Pacific Island countries that have not yet achieved the elimination threshold – 

Kiribati (n=171), the Federated States of Micronesia (n=137) and the Marshall 

Islands (n=103).

The trend of the prevalence and the new case detection rates in these high- 

burden countries shows an inconsistent and slow decline and plateau in the 

last years during the post-elimination period (Figure 5).

With the introduction of a single dose treatment regimen for single lesion and 

one year duration for multibacillary (MB) leprosy, the duration of the disease 

has been reduced substantially. However, there are countries and areas in the 

Region that do not follow the WHO fixed duration treatment and administer MB 

MDT treatment (provided in blister packs) beyond the recommended duration 

of six and 12 months for paucibacillary (PB) and MB leprosy, respectively. 

This substantially increases the prevalence in countries like Malaysia and the 

Republic of Korea (Table 4, 5, 6).

The Region will work with the national leprosy programmes in these countries 

to address the remaining challenges, which include strengthening the 

integration of leprosy control into the general health services, maintaining and 

improving skills among health workers, prevention of disabilities and reduction 

of stigma.  These countries  are considered priority areas in the Region and 

will be assisted to focus and intensify antileprosy activities, particularly case 

detection in high-endemic pockets within the countries by helping them with 

locally relevant innovative solutions to achieve the best results, using the new 
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Figure 6 Distribution of prevalent cases of leprosy by country, Western Pacific Region, 2010 
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Table 9 MB, grade 2 disability and children under 15 among new cases of leprosy (1994–2010)

Year New cases* Multibacillary Disability grade 2 Children <15
No. No. % No. % No. %

1994 10 697 8 545 80 1 232 12 372 3
1995 11 906 8 027 67 1 822 15 582 5
1996 13 070 8 650 66 1 637 13 1 132 7
1997 13 583 9 385 69 2 064 15 1 076 8
1998 10 587 7 216 68 1 518 14 887 8
1999 9 482 6 714 71 1 172 12 882 9
2000 8 360 6 300 75 1 036 12 647 8
2001 7 409 5 708 77 890 12 519 7
2002 7 187 5 549 77 867 12 505 7
2003 6 165 4 871 79 701 11 430 7
2004 6 195 4 902 79 748 12 520 8
2005 7 201 5 815 81 673 9 520 7
2006 6 190 4 869 79 671 11 456 7
2007 5 863 4 048 69 604 10 328 6
2008 5 859 4 836 83 592 10 422 7
2009 5 367 4 309 80 650 12 461 9
2010  5 055 4 147 82 526 10 404 8

TOTAL 140 176 103 891 75 17 403 12 10 143 7
* The numbers in this table are those reported by countries in the year considered and may differ from the latest available data. Countries that did not report 
were not included.

global operational strategy to sustain leprosy activities and to further reduce 

the leprosy burden. 

6.3.3  Other indicators: MB leprosy, disability grade 2, 
children among new cases

Between 2008 and 2010, the proportion of MB leprosy among new cases remains 

above 80%, the proportion of children younger than 15 years old remains about 

8% and grade2 disability above 10%. 

During the period 1994 to 2010, the proportion of MB leprosy cases among new 

cases averaged 74% in the Western Pacific Region, with the highest proportion 

in 2008 (range 66%-83%). In 2010, MB leprosy was reported in 82% of new 

cases (Table 9). Among the countries with large populations that report more 

than 100 cases a year, the highest MB leprosy proportion was reported by 

the Philippines with 94% in 2010 (Table 4).  This proportion indicates the 

magnitude of a potential source of transmission and risk for complications 

such as reactions and neuritis, which, if not treated adequately, could lead to 

disabilities.  

Visible disability, expressed as grade 2 disability, has been reported in 12% 

of new cases between 1994 and 2010 (range 9%-15%). In 2010, grade 2 

disability has been reported in 10% of new cases (Table 9).  A high proportion 

of grade 2 disability (>15% and >10 cases), has been reported from China, the 

Lao People’s Democratic Republic and Viet Nam in 2010 (Table 4).  Grade 2 
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disability indicates a delay in the detection or in self-reporting of cases, often 

combined with the inability of peripheral or referral centres to assess properly 

the true disability grade of new cases.

On average, 7% of new leprosy cases between 1994 and 2010 were children 

under 15 years old (range 3%-9%) and 8% of new cases were reported in 

children in 2010 (Table 9).  Overall, the low rates of leprosy in children indicate 

a low level of active transmission of infection in the community in the Region.  

However, high rates of new cases of leprosy among children have been reported 

from the Marshall Islands (44.5%), Kiribati (31.9%), Papua New Guinea (28.1%) 

and the Federated States of Micronesia (18.8%). This reflects a high level of 

active transmission in those countries (Table 4).

6.3.4  TREATMENT COMPLETION and CURE RATE

Early detection of new cases and ensuring that all new patients who start MDT 

complete the full course of treatment within the prescribed period of time is the 

most essential component of the leprosy programme. A satisfactory treatment 

completion rate is indicative of efficient case-holding, motivation and the 

degree of patient satisfaction with the services.  In order to calculate the 

cure rate, patients who complete the recommended treatment would need to 

undergo an examination to confirm the absence of exacerbation or occurrence 

of new lesions.  The proportion of patients who complete their prescribed 

treatment regimen on time (treatment completion rate) is a proxy indicator for 

the cure rate and is based on cohort analysis.  Treatment completion means 

that a paucibacillary (PB) leprosy patient completes six monthly doses of PB-

MDT within nine months and an MB leprosy patient completes 12 monthly 

doses of MB-MDT within 18 months.

Some countries failed to submit treatment completion rates while others 

submitted inaccurate computations of the cohort.  It was emphasized that 

countries should improve recording of this important indicator and properly 

implement cohort analysis in the future since it is a measure of the quality of 

leprosy services.  Thus, the following results do not provide a complete picture 

and are to be interpreted with care. 

Between 2008 and 2010, new MB leprosy cases were reported in 23–27 countries 

(Tables 4, 5, 6) and in 2010 a total of 20 countries reported on treatment 

completion of MB leprosy and 18 countries on the treatment completion of PB 

leprosy. The treatment completion rate varied from 0% to 100% for both MB 

and PB leprosy, with extreme values mainly reported from some Pacific island 

countries with few cases. 

High rates of MB leprosy treatment completion were reported from Viet Nam 

(99.7%), Cambodia (98%) and the Lao People’s Democratic Republic (94%). For 

the Philippines, treatment completion of MB leprosy was reported for 74.8% of 

patients and for Papua New Guinea, 52% completed treatment. 
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High rates of PB leprosy treatment completion were reported from Cambodia 

(100%), Viet Nam (99%) and the Lao People’s Democratic Republic (98%). For 

the Philippines, treatment completion of MB leprosy was reported for 88% of 

patients and for Papua New Guinea, 85% completed treatment. 

Because of the prolonged treatment duration of at least three years for MB 

leprosy and one year for PB leprosy, treatment completion for both MB and PB 

leprosy was reported to be very low in Malaysia (MB (2008 cohort): 18.5%; PB 

(2009 cohort): 24.5%). This treatment regimen was being revised.
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Pacific island countries  
and areas

7

The Pacific island countries and areas represent 0.2% of the regional population. 

Characteristics of those countries and areas, such as their geographical 

isolation with widely dispersed islands, pose specific challenges that require 

specifically tailored interventions (Figure 7). Taking into consideration the 

wide geographical distribution in the Pacific island countries, major challenges 

are access to health care, availability of leprosy services and sustaining 

regional coverage and accessibility. Leprosy has been endemic in many 

of these countries. In past years, the successful implementation of leprosy 

control programmes using MDT has decreased the prevalence to have reached 

elimination status in most Pacific island countries. However, there are wide 

fluctuations in countries with small populations.

The Pacific island countries and areas show a very heterogenic distribution 

of leprosy. Whereas in 2010 most of those countries had eliminated leprosy 

(15 Pacific island countries) or are even reporting no new cases (seven of 

them), three countries still are reporting a substantial amount of new cases 

and a prevalence far above the elimination threshold. The Federated States 

of Micronesia, the Marshall Islands and Kiribati have yet to achieve leprosy 

elimination (Table 4, 10). An additional two countries with <10 new cases 

detected annually have been reporting a prevalence above the elimination 

Figure 7 Map of the Pacific island countries and areas

© www. mapsoftheworld.com
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threshold (Nauru, Palau). Overall, the elimination threshold (below one case 

per 10 000 population) has not been achieved in the Pacific island countries 

since 2008 and the overall prevalence was 1.64 per 10 000 population in 2010 

(Table 10, 11).

Table 11 shows that for the past eight years, the 20 Pacific island countries and 

areas have reported between 207 and 505 prevalent cases, representing 2% to 

6% of all prevalent cases in the Region.  The largest burden has been reported 

from Kiribati, the Federated States of Micronesia and the Marshall Islands, 

which still have to eliminate leprosy as a public health problem.

New cases of leprosy have been increasing and in 2010 (n=478) there were 

twice as many new cases of leprosy reported than in 2003 (n=243). New cases 

in the Pacific island countries represented 3.9% to 9.5% of all new cases in 

the Region (Table 12).  The steep increase in 2010 is mainly because of a 

TABLE 10 Prevalence, new case detection and multibacillary forms in the Pacific island countries, 2010 

   Country
    Prevalence New Case Detection

No. Rate  
x 10 000 No. Rate  

x 10 000
MB

No. %

American Samoa 6 0.87 0 0 0 0
The Commonwealth of the  Northern Mariana Islands 3 0.45 0 0 0 0

Cook Islands 0 0 0 0 0 0
Fiji 6 0.07 2 0.24 2 100

French Polynesia 18 0.67 6 2.25 3 50
Guam 14 0.77 10 5.52 10 100

Kiribati 171 16.9 182 179.9 54 30
The Marshall Islands 103 18.9 110 202.1 43 39

The Federated States of Micronesia 137 13 117 109 62 53
Nauru 4 3.64 2 18.2 1 100

New Caledonia 9 0.37 8 3.3 4 5
Niue 0 0 0 0 0 0

Palau 6 2.7 3 13.6 3 100
The Pitcairn Islands NR NR NR NR NR NR

Samoa 13 0.7 12 6.5 11 92
Solomon Islands 12 0.2 14 2.6 12 86

Tokelau 0 0 0 0 0 0
Tonga 0 0 0 0 0 0
Tuvalu 0 0 0 0 0 0

Vanuatu 3 0.13 3 1.28 2 6
Wallis and Futuna NR NR NR NR NR NR

PICs 505 1.64 478 15.5 208 43.5
Western Pacific Region 8386 0.05 5055 0.28 4147 82
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rise in new cases reported from Kiribati and the Marshall Islands, coinciding 

with a boost in activities and awareness of leprosy. However, the increase 

of new leprosy cases needs to be closely monitored and reviewed in order to 

react appropriately. The Pacific island countries Action Framework for Leprosy 

Control and Rehabilitation needs to be fully implemented in order to further 

reduce the leprosy burden and sustain quality leprosy activities. This framework 

is in line with the New Global Operational Strategy. Sustaining quality leprosy 

services in remote atolls and islands of the Pacific is a challenge for both the 

countries and the Region.

 TABLE 11 Prevalence of leprosy in Pacific island countries and areas, 2003–2010 

   
    Country

Population
X 1000 
(2010) 

Number of prevalent cases (rate/10 000 population)

2003 2004     2005           2006 2007 2008 2009 2010

American Samoa 69 8 (1.3) 4 (0.6) NR 6 (0.9) NR NR 8 (1.2) 6 (0.9)
Cook Islands 15 0 0 0 0 0 0 0 0

Fiji 850 2 (0.02) 4 (0.05) 5 (0.06) 3 (0.03) 9 (0.1) 7 (0.08) 2 (0.03) 6 (0.07)
French Polynesia 267 17 (0.7) 17 (0.7) 16 (0.7) 15 (0.6) NR NR 10 (0.4) 18 (0.7)

Guam 181 1 (0.06) 1 (0.06) 9 (0.6) 3 (0.2) 8 (0.5) 16 (1) 5 (0.3) 14 (0.8)
Kiribati 101 8 (0.9) 29 (3) 19 (2) 26 (2.7) 27 (2. 8) 88 (9.1) 32 (3.3) 171 (16.9)

The Commonwealth of the 
Northern Mariana Islands 67 8 (1.1) 8 (1.1) NR 14 (1.8) 7 (0.9) 2 (0.3) 1 (0.1) 3 (0.4)

The Marshall Islands 54 50 (9.1) 55 (9.8) 37 (6.4) 54 (8.6) 62 (9.8) 54 (8.6) 65 (10.3) 103 (18.9)
The Federated States of 

Micronesia 108 70 (5.6) 85 (6.6) 158 (12.2) 107 (8.3) 87 (6.7) 190 (14.7) 143 (11.1) 137 (13)

Nauru 11 5 (4.2) 5 (4.2) 0 5 (4.2) 3 (2.5) 3 (2.5) 3 (2.5) 4 (3.6)
New Caledonia 246 0 0 NR 16 (0.5) 4 (0.2) NR 10 (0.4) 9 (0.4)

Niue 1 0 0 NR NR 0 0 0 0
Palau 21 9 (4.3) 5 (4.2) NR 1 (0.4) 7 (3.3) 5 (2.4) 4 (1.9) 6 (2.7)

Samoa 184 13 (0.7) 8 (0.4) 5 (0.3) 4 (0.4) 4 (0.2) 5 (0.3) 4 (0.2) 13 (0.7)
Solomon Islands 538 5 (0.1) 5 (0.1) 21 (0.5) 9 (0.2) 12 (0.3) 14 (0.3) 21( 0.4) 12 (0.2)

Tokelau 1 0 0 0 NR NR NR 0 0
Tonga 102 0 0 0 0 0 0 0 0
Tuvalu 10 0 0 0 0 1 (0.9) 1 (0.9) 1 (0.9) 0

Vanuatu 234 11 (0.5) 11 (0.5) 2 (0.1) 0 4 (0.2) 0 5 (0.2) 3 (0.1)
Wallis and Futuna  15 0 0 NR NR 0 NR 1 (0.7) NR

All PICs 3075 207 238 235 263 235 385 (1.28) 315 (1) 505 (1.64)
Percentage PICs 2% 2.4% 2.5% 2.7% 2.9% 3.9% 2.4% 6%

Western Pacific Region 1 800 292 10 454 
(0.06)

10 000 
(0.06)

9460
(0.05)

9873
(0.06)

8152
(0.05)

9754
(0.05)

13 151
(0.07)

8386
(0.05)
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7.1  Countries that have not eliminated 
leprosy as a public health problem

Three countries in the Region have not yet eliminated leprosy as a public 

health problem: the Federated States of Micronesia, the Marshall Islands and 

Kiribati. These three countries represent 0.01% of the regional population 

but contributed to 8% of the new cases in the Region in 2010 (Table 4, 10).

The leprosy trends in these three countries have been very unstable and 

variable during the last years, depending on the intensity of leprosy activities. 

New cases have been detected continually in the population and particularly 

in endemic pockets. An initial decline was observed after the implementation 

of special projects with intensified active case-finding, community-based 

awareness campaigns and training. This trend has not been sustained and 

rates started to increase again (Figures 8 and 9).

In past years, regular monitoring missions took place once or twice a year, 

focusing on training health care workers (HCW), reviewing epidemiological 

TABLE 12 New cases of leprosy in Pacific island countries and areas, 2003–2010 

   
    Country

Population
X 1000 
(2010) 

Number of new cases (rate/100 000 population)

2003 2004     2005           2006 2007 2008 2009 2010

American Samoa 69 2 (3.1) 3 (3.4) NR 6 (9.1) NR NR 3 (4.5) 0
Cook Islands 15 0 0 0 0 0 0 0 0

Fiji 850 2 (0.2) 3 (0.4) 4 (0.5) 4 (0.5) 6 (0.7) 4 (0.5) 2 (0.2) 2 (0.2)
French Polynesia 267 11 (4.6) 11 (4.6) 10 (4.2) 8 (3.3) NR NR 9 (3.4) 6 (2.2)

Guam 181 1 (0.6) 1 (0.6) 6 (3.8) 3 (1.9) 6 (3.8) 13 (8.2) 6 (3.4) 10 (5.5)

Kiribati 101 21 (22.3) 64 (66) 34 (35) 41(42.3) 63 (65) 42 (43.3) 97 (100) 182 
(179.9)

The Commonwealth of the 
Northern Mariana Islands 67 4 (5.4) 4 (5.4) NR 7 (8.8) 0 0 0 0

The Marshall Islands 54 76 (138.2) 62 (110.7) 62 (110.7) 42 (66.7) 64 (101.6) 46 (73) 44 (69.8) 110 
(202.1)

The Federated States of 
Micronesia 108 89 (70.6) 153 

(118.6)
260 

(201.6) 151 (117) 141 
(109.3) 124 (96.1) 157 

(121.7) 117 (109)

Nauru 11 3 (25) 3 (25) 1 (8.3) 1 (8.3) 3 (25) 2 (16.7) 3 (25) 2 (18.2)
New Caledonia 246 4 (1.8) 4 (1.8) NR 7 (3.1) 2 (0.9) NR 7 (2.9) 8 (3.3)

Niue 1 0 0 0 0 0 0 0 0
Palau 21 7 (33.3) 6 (28.6) 2 (9.5) 6 (28.6) 4 (19.1) 5 (23.8) 4 (19.0) 3 (13.6)

Samoa 184 11 (6.2) 10 (5.5) 7 (3. 9) 5 (2.7) 5 (2.7) 6 (3.3) 5 (2.7) 12 (6.5)
Solomon Islands 538 5 (1.1) 5 (1.1) 25 (5.51) 20 (4) 15 (3) 17 (3.4) 30 (5.7) 14 (2.6)

Tokelau 1 0 0 NR 0 NR 0 0 0
Tonga 102 0 0 0 0 0 0 0 0
Tuvalu 10 0 0 0 0 1 (9.1) 0 0 0

Vanuatu 234 7 (3.4) 3 (1.4) 0 3 (1.4) 3 (1.4) 0 5 (2.1) 3 (1.3)
Wallis and Futuna  15 0 0 NR NR NR NR 1 (6.7) NR

All PICs 3075 243 332 346 304 316 253 373 478
Percentage PICs 3.9% 5.3% 4.8% 5% 5.4% 4.3% 6.9% 9.5

Western Pacific Region 1 800 292 6188 
(0.36)

6226 
(0.36)

7201 
(0.41)

6124 
(0.35)

5857 
(0.33)

5859 
(0.33) 5367 (0.3) 5055 

(0.28)
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data and providing clinical advice during patient visits. Taking into 

consideration the high baseline endemicity and long incubation period of 

the disease along with other environmental and socioeconomic factors, there 

is a need to further increase political commitment and strengthen leprosy 

programme management in order to achieve elimination in the near future. 

The following main challenges remain : 

•	 High turnover and lack of qualified staff and

Case detection:
•	 Late diagnosis and nondiagnosis of patients (limited access to health 

care)

•	 Continuing transmission – many new cases in children

•	 Contact tracing and screening lacking (real number of cases unclear)

Treatment:
•	 Uninterrupted supply of leprosy drugs on remote outer islands

•	 Treatment interruption not followed up adequately

•	 Treatment completion rates low

Surveillance:
•	 Patient files and reports incomplete

•	 Recording and reporting unreliable

•	 Rate of disability not assessed, prevention of disability?
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7.1.1  Kiribati

Kiribati has a total population of about 101 000 (2010) and a land area of 

about 811 sq km. It consists of 33 coral atoll islands in three main island 

groups: the Gilbert, Phoenix and Line Islands, straddling the equator (Figure 

10). South Tarawa in the Gilbert Islands constitutes about 44% of the total 

population (about 40 000 people). Each island has more than 1000 people.

Figure 10 Map of Kiribati

Leprosy has been endemic in the country. MDT was introduced in 1998 when 

several active case-finding activities were conducted. This included mass 

population screening and chemoprophylaxis in South Tarawa and the outer 

islands. By 2000, Kiribati achieved the goal of elimination of leprosy as a public 

health problem but failed to sustain the elimination threshold in the following 

years. In the past 10 years, cases have been identified in South Tarawa and in 

the outer islands. 

There were 171 prevalent cases reported at the end of 2010 and the prevalence 

rate of 16.9 per 10 000 population was 17 times above the elimination threshold. 

While 96 new cases were reported in 2009 in Kiribati, there were 182 new cases 

reported in 2010 (new case detection rate 179.9 per 100 000 population). 

A rapid turnover of staff, especially in South Tarawa, has been observed in 

the past and health care workers, mainly in the outer islands, have not been 

trained properly regarding leprosy. As in the Federated States of Micronesia and 

the Marshall Islands, the high rates of leprosy in children indicate continuing 

transmission in the population. Diagnosis mainly has been through passive 

case-finding. Contact investigations, monitoring of cases and defaulter tracing 

are insufficient. Surveillance needs strengthening and health education 

campaigns in the community need to be supported continuously.

7.1.2 The Federated States of Micronesia 

The Federated States of Micronesia has a total population of about 108 000 

(2010) and consists of four states – Pohnpei, Chuuk, Kosrae and Yap. The 

Federated States of Micronesia include 607 islands (65 inhabited), which are 

scattered over 1 million square miles (Figure 11 ). 
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Figure 11 Map of the Federated States of Micronesia

Leprosy has been endemic for a long time. Between 1996 and 1998, intensified 

population screening, health education and prophylactic treatment were 

carried out in addition to intensified leprosy elimination campaigns. While 

leprosy activities have been continuing in the four states in varying intensity 

and frequency, elimination of leprosy as a public health problem has not been 

achieved.

There were 137 prevalent cases reported at the end of 2010 and the prevalence 

rate of 13 per 10 000 population was 13 times above the elimination threshold. 

The new case detection rate in 2010 was 109 per 100 000 population (n=117). 

New cases are mainly from Pohnpei (n=61) and Chuuk (n=48). Few cases are 

reported from the less populated states of Kosrae (n=8) and no cases from Yap, 

where continuation of passive case-finding is recommended. 

However, the real number of cases is unclear and the programme quality varies 

among the four states. In Pohnpei, active case-finding is performed in endemic 

pockets. The programme and data quality seems to be good and activities need 

to be continued. In Chuuk, under-diagnosis and lack of patient follow-up play a 

major role. Staff motivation and capabilities need strengthening. The treatment 

completion rate is low and treatment interruption has not been followed up 

adequately. The number of staff is not sufficient and funding of activities such 

as patient follow-up in the outer islands needs to be secured urgently.
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7.1.3 The Marshall Islands 

The Marshall Islands has a total population of about 54 000 (2010) and consists 

of two archipelagic island chains of 29 atolls, each made up of many small 

islets, and five single islands (Figure 12). The Majuro atoll, the national capital, 

and Kwajalein atoll (Ebeye) constitute about 68% of the total population. The 

population of the remaining atolls range from a few hundred to about 2000.

Figure 12 Map of the Marshall Islands

Leprosy has been endemic in the country. MDT was introduced in 1986. Between 

1998 and 2000, an intensified leprosy elimination campaign was carried out, 

which included population screening and health education as well as preventive 

therapy to family contacts of known cases. The Marshall Islands did not achieve 

the elimination of leprosy as a public health problem.

At the end of 2010 there were 103 prevalent cases reported and the prevalence 

rate of 18.9 per 10 000 population was 19 times above the elimination 

threshold. While 44 new cases were reported in 2009, there were 110 new cases 

reported in 2010 (new case detection rate of 202 per 100 000 population). This 

increase is partially the result of an increased awareness because active case-

finding activities have been pursued in several atolls.

Treatment completion is low and the rate of disability has not been evaluated. 

Underreporting and under-diagnosis are common and cases are mainly 

diagnosed through passive case-finding. Surveillance needs strengthening. 

Many health care workers have not been trained properly and the availability of 

leprosy drugs in the outer islands is an issue.
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Programme Activities8

8.1  Strengthening national programmes 

Short-term consultants were sent to China, Kiribati, the Marshall Islands, the 

Federated States of Micronesia, Papua New Guinea and the Philippines between 

2008 and July 2011. Technical assistance was provided to strengthen programme 

capability in planning and implementation of activities and programme review, 

training and evaluation.  Training was provided for Pacific island countries 

and areas on case and programme management along with orientation on the 

global strategies in 2008 and 2010. Meetings were conducted in Cambodia, 

the Philippines and the Pacific island countries with international and local 

partners in order to sustain partnership and collaboration with the national 

leprosy programmes. This is of major importance because government support 

and funding from national governments have been shifted to other health 

priorities and needs after many countries achieved leprosy elimination as a 

public health problem.

8.2  Maintaining MDT supply and improving 
distribution

MDT drugs are provided free to all Member States needing MDT through WHO. 

At least until 2015, Novartis and the Novartis Foundation for Sustainable 

Development will supply MDT drugs free to WHO Headquarters.  Before this, the 

Nippon Foundation had been supplying MDT drugs without charge.  MDT is still 

the cornerstone of the leprosy control programme and all patients worldwide 

requiring chemotherapy for leprosy are receiving MDT free from local health 

facilities.  The timely and regular supply of MDT and proper MDT drug management 

is very important in attaining the goal of sustaining quality leprosy services 

and further reducing the leprosy burden.  This also applies during the post-

elimination period, when the leprosy programme is integrated into the general 

health services.  The Western Pacific Regional Office has set up a mechanism 

of systematically replenishing MDT drugs to countries by maintaining buffer 

stocks both at the Manila and South Pacific offices.  The proper mechanism 

is in place for effective and efficient drug supply management in the Region.

8.3  Capacity-building in integrated 
programmes

With the declining disease burden, shrinking resources, competing interests 

and priorities and, most importantly, declining clinical expertise in leprosy, 
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the capacity of staff to accurately diagnose leprosy is often limited.  The fast 

turnover of trained multifunctional staff also has been a great challenge for 

sustaining quality diagnosis and leprosy management. Of particular concern 

is the capacity at integrated general health services at the peripheral health 

units.

The WHO Regional Office for the Western Pacific supports the strengthening and 

sustaining of knowledge awareness and skills of health staff in the previously 

high endemic countries and particularly in the three Pacific island countries 

that have not yet eliminated leprosy: the Federated States of Micronesia, the 

Marshall Islands and Kiribati. This includes orientation and basic training in 

leprosy as part of the Global Operational Guidelines on the New Strategy in 

Sustaining Leprosy Services and Further Reducing the Leprosy Burden. The 

Western Pacific Regional Office supports the development of training modules 

and materials for different categories of health personnel in the Pacific, Papua 

New Guinea and the Philippines.  

8.4  Community awareness and education

The focus of the current global leprosy strategy is the early detection of cases 

in the community, specifically empowering people to self-report to the nearest 

health centre when they have symptoms of the disease.  Early case detection 

will reduce transmission and, with prompt MDT treatment, will reduce the risk 

of disability complications. 

However, for people with leprosy to voluntarily report to the clinic, they 

must have sufficient knowledge, awareness and the ability to do so.  The 

lack of understanding and the unabated propagation of traditional myths and 

disbeliefs about leprosy have led to the build-up of negative social attitudes 

that culminate in social discrimination and stigma against people affected by 

leprosy and their families.  Insufficient information about leprosy being curable 

and about MDT being safe, effective, free and available at all health centres 

contributes to the delay of diagnosis.  This has led to a significant delay of two 

years between the appearance of symptoms of leprosy and diagnosis and three 

years to the start of treatment of in the Federated States of Micronesia, the 

Marshall Islands and Papua New Guinea.

The WHO Regional Office for the Western Pacific supports community education 

campaigns through different media approaches and the formulation of 

educational materials in local languages that will facilitate health education 

campaigns.  Leprosy health education campaigns using radio broadcasts were 

found to be more effective and yielded more positive clinical attendance for 

people with symptoms of leprosy in the Federated States of Micronesia, the 

Marshall Islands, Papua New Guinea and the other Pacific island countries. 

Collaboration with community and religious groups, including people affected 

by leprosy, and public agencies and professional organizations is being 

strengthened in the Region.  Such collaboration was found to be essential for 

the implementation of community awareness.
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8.5  Drug resistance surveillance

The Global Leprosy Programme and the Leprosy Technical Working Group 

emphasize that the current treatment based on the WHO-recommended MDT 

for MB and PB leprosy is unlikely to undergo major changes in the immediate 

future.  However, despite low levels of resistance today, the reported emergence 

and transmission of rifampicin-resistant strains of M. leprae may in the future 

impede continuing efforts to further reduce the disease burden in leprosy-

endemic countries.  For leprosy, a chronic disease with a social stigma, drug 

resistance poses a serious impediment, especially at a stage where a steep 

decline in prevalence and new case detection have been achieved because 

of intensive and concerted chemotherapy interventions made by the national 

programme and its global partners.

With the recent development of DNA sequencing methods, several reports 

of resistance to rifampicin, dapsone and ofloxacin have been published, 

underscoring the potential importance of drug resistance and highlighting the 

need to monitor it systematically.  It is important that the trend is monitored 

closely and that data are collected more systematically in order to enable the 

implementation of timely and effective measures.  To accomplish this, WHO 

has prepared a simple guideline to carry out sentinel surveillance, which will 

contribute to meet future challenges effectively.

A workshop on sentinel surveillance for rifampicin and dapsone resistance was 

held in Ha Noi, Viet Nam, in August 2008 and in Tokyo in November 2010.  

The WHO Global Leprosy Programme is coordinating this sentinel surveillance 

with support and collaboration from partners and major reference laboratories 

from Brazil, France, Japan, the Republic of Korea, India, Switzerland and the 

United States of America.  The research institutes have offered to provide free 

testing of samples, based on DNA sequencing, sent to them from the respective 

national programmes.  National leprosy control programmes in Viet Nam and 

the Philippines are participating in the conduct of the sentinel surveillance 

programme.  The Global Health Institute from Lausanne, Switzerland, has 

offered to provide support towards quality control aspects of the surveillance 

system.

8.6 Partnership building

Continuous collaboration has been maintained with the Sasakawa Memorial 

Health Foundation (SMHF) that funded most of the planned activities 

established in the Region to assist in the strengthening of the countries’ leprosy 

programmes.  Likewise, a partnership programme with the Pacific Leprosy 

Foundation (PLF) has been strengthened, which assisted Pacific countries, 

especially Kiribati, Tonga, Vanuatu, Solomon Islands and Samoa.  There is 

future engagement in the Federated States of Micronesia and the Marshall 

Islands by the United States of America Government, the PLF and possibly the 
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Leprosy Mission International (TLMI).  Informal meetings were held with local 

nongovernmental organizations (NGOs), the ALM and the TLMI regarding future 

directions and activities in the Philippines.  Coordination meetings about 

leprosy activities were held with governments and NGOs in Cambodia, China, 

the Lao People’s Democratic Republic, the Philippines and Viet Nam.
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Remaining Challenges9

Although significant progress has been made in the control of leprosy and 

in reducing the disease burden in the Region, much remains to be done in 

order to sustain the gains made.  In the Federated States of Micronesia, the 

Marshall Islands and Kiribati that have not yet reached the elimination target, 

an assessment was carried out identifying operational factors that hinder 

attainment and work towards their target of leprosy elimination (see 6.1). 

Major challenges in the Western Pacific Region are:

•	 In many countries, the decrease of well-trained staff with sufficient 

knowledge about leprosy leads to patients remaining undetected for 

extended periods.

•	 Integration of leprosy services into the general health services often lag 

behind.

•	 Sustaining political commitment and ensuring adequate resources from 

national governments.

•	 Access to health care.

•	 Cohort analysis of treatment outcomes as a measure of the quality of 

leprosy services often is not performed.

•	 Measuring the level of infection and incidence of leprosy in the community.  

This is complicated by a very long incubation period of the disease and the 

healing process of many single lesions and the tendency for patients to 

hide the disease because of social stigma.

•	 Supervision at all levels has remained weak in most programmes. National 

programmes must strengthen integrated supervisory activities in order to 

improve the quality of leprosy services in the field.

•	 Fast turnover of trained staff at the peripheral level, posing difficulty in 

ensuring wide coverage of leprosy services in underserved populations and 

in continuing and sustaining quality leprosy services in some countries of 

the Region

•	 A large number of patients, who were declared cured, require care after being 

cured for complications such as reactions and plantar ulcers.  Similarly, 

large numbers of cured patients need to be rehabilitated physically and 

socioeconomically due to leprosy-related disabilities. The management 

of post–MDT reactions and the progression of leprosy-related disabilities 

affect the quality of life and social reintegration of patients.

•	 Accessibility is restricted in some countries in the Region because of 

difficulties in communication and vast distances (e.g. the Pacific island 

countries, Papua New Guinea).  In others, such as the Philippines and 

Papua New Guinea, some places are not accessible because of security 

concerns.  Patients living in difficult-to-reach areas represent an important 

proportion of the total caseload but are hard to detect.
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•	 Cambodia and the Lao People’s Democratic Republic, which have reached 

elimination by 1998, largely depend on external resources in running their 

programmes to sustain elimination.

•	 China, the Republic of Korea, Malaysia and several smaller countries still 

have a prevalence and new case detection ratio higher than 1.5, indicating 

that patients are treated longer than necessary and are inflating the 

prevalence.

Required activities include:

•	 Strengthening case detection: endemic pockets and risk groups should be 

identified and contact tracing and screening efforts intensified.

•	 Monitoring, supervision and evaluation activities should be enhanced and 

there should be a regular follow-up of patients.

•	 The recording and reporting system should be validated and strengthened 

in many countries because the level of underreporting remains unclear.

•	 Sustaining high-quality leprosy services at all levels within the integrated 

health systems is a major challenge in the current environment of lessening 

political commitment, resource constraints and countries’ competing 

health priorities and needs.

•	 Strengthen integration of leprosy services into the general health services 

through capacity-building and training to ensure quality diagnosis, 

treatment and management of complications, particularly in previously 

endemic countries.

•	 Improve the referral system by establishing new referral facilities within 

the integrated health systems and strengthen existing ones to improve 

case and programme management, especially focusing on acute and 

chronic complications of leprosy.

•	 Train health care staff on early diagnosis and proper management of leprosy 

reactions and nerve damage, which lead to disabilities and contribute to 

the physical and the socioeconomic burden of leprosy. There is an urgent 

need to build and sustain leprosy expertise at the country level, especially 

in previously endemic countries. Collaboration with partners handling 

training programmes at national or subnational levels should be enhanced.

•	 Continue public awareness through sustained advocacy and information, 

education and communication (IEC) activities regarding leprosy as a 

curable disease. Promote early self-reporting of cases in the community 

and reduction of social stigma and discrimination against people affected 

by leprosy.

•	 Build and sustain partnerships and collaboration with NGOs to pursue 

quality leprosy control activities to further reduce the disease burden and 

support socioeconomic rehabilitation
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Future priorities and strategic 
directions

10

10.1 The way forward

With intensified efforts and sustainable financial commitment it is feasible to 

achieve leprosy elimination as a public health problem in all countries of the 

Western Pacific Region in the next decade. As leprosy in the Region continues 

to decline, efforts should be intensified to sustain the gains of elimination and 

to facilitate the integration of leprosy services into the general health services. 

Comprehensive and accessible leprosy services should be available and provided 

for newly-detected and for previously diagnosed and treated patients. This is 

also crucial because new cases will occur for many years as a consequence of 

continuing transmission of infection and the long incubation period of the 

disease. In addition, a considerable number of cured patients with disabilities 

will be relying on rehabilitative services.

The Western Pacific Regional Office shall pursue implementation in the Region 

of the main principles of leprosy control based on timely detection of new 

cases and MDT treatment, which will not change in the coming years.  The 

emphasis will remain on sustaining the provisions for quality patient care that 

are equitably distributed, affordable and easily accessible.

A special focus should be put on those three Pacific island countries and areas 

which have not yet reached leprosy elimination and on those reporting more 

than 100 cases of leprosy annually.  This includes Cambodia, China, the Lao 

People's Democratic Republic, Papua New Guinea, the Philippines and Viet Nam 

as well as the Federated States of Micronesia, the Marshall Islands and Kiribati. 

It is also necessary to strengthen the decentralization efforts of integrating 

leprosy activities into the general health services by improving the referral 

system and networking. This also applies to the Pacific island countries 

reporting < 10 cases annually.

Currently, there is no new technological breakthrough that warrants any drastic 

change to the global strategy for leprosy control now in place.  However, there is 

an urgent need to secure support and political commitment from Member States 

to hasten elimination efforts and activities in countries such as the Federated 

States of Micronesia, the Marshall Islands and Kiribati and for previously 

endemic countries and areas where new cases are reported continually.  They 

also must strengthen the implementation of the New Global Operational 

Guidelines to sustain leprosy activities and further reduce the leprosy burden.
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In 2011, the Plan of Action for the Elimination of Leprosy and the Action 

Framework for Leprosy Control and Rehabilitation in the Federated States of 

Micronesia, the Marshall Islands and Kiribati have been prepared, as shown 

in Table 13. This framework consists of seven components and is in line with 

the Enhanced Global Strategy for Further Reducing the Disease Burden due to 

Leprosy 2011–2015.

Table 13 Action framework for Leprosy Control and Rehabilitation

- A Western Pacific Region Free from Leprosy

- Elimination of Leprosy in the Pacific island countries
- Prevention and reduction of disability

- Universal access to quality diagnosis and patient-centred treatment
- Improve early case detection
- Reduce disability and foster self care and rehabilitation

Elimination of leprosy from all Pacific island countries by 2015

Vision

Goals

Objectives

Target

Components of the FrameworkAction

Sustained political commitment
a.           Financial resources

b. Appropriate human resources

c.           Policy development and training

1

Early and adequate diagnosis

a.           Quality clinical diagnosis

b.           Contact tracing

c. Active case-finding in endemic areas

2

Effective treatment

a.           Patient-centred case-management

b.           Defaulter tracing

c.           Management of leprosy reactions

3

Engage all providers and affected communities

a.           Community awareness

b.           Public-private mix and community-based care

c.           Stigma-reduction and rehabilitation

4

Uninterrupted supply of quality drugs

a.           Solutions to Pacific island countries specific logistic barriers

5

Monitoring and evaluation (burden and impact)

a.           Supervision

b.           Surveillance and validation of data

c.           Cohort analysis

6

Integration and collaboration

a.           Integration with general health services

b.           Collaboration with tuberculosis, lymphatic filariasis and yaws programmes

7

The Pacific island countries

Action Framework for Leprosy

Control and Rehabilitation
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Component 1: Sustained political commitment

a. Financial resources
b. Appropriate human resources
c. Policy development and training

In order to achieve the elimination target by 2015, the ministries of health 

should be convinced to prioritize leprosy activities in their respective countries 

by allocating adequate and increased human and financial resources. Leprosy 

services should be further integrated with general health services to improve 

access for all affected people. In addition, the national plans 2011–2015 that 

were drafted with support from WHO need to be endorsed. 

Standard operating procedures (SOPs) and guidelines for sustaining leprosy 

activities in the Pacific should be formulated, endorsed and implemented. These 

should focus on accurate diagnosis, treatment and referral and the assessment 

of disability for all people affected by leprosy in an integrated programme with 

general health services. 

Regular training activities should be conducted for all health care workers on 

all aspects of leprosy. Initially, a special focus should be put on case-finding 

and contact tracing and country staff should be able to participate in regional 

workshops and training activities.

Adequate human resources should be allocated by each country. WHO should 

provide initial support by deploying temporary staff (international and local) 

on the ground in the three countries to assist the leprosy programmes in 

coordination and supervision of activities. Short-term consultants should 

assess programme activities regularly and support countries through trainings.

Further, the full potential of collaborating with different partners should be 

explored and a functioning network of key stakeholders established. These 

partners together with the countries should commit to a jointly-endorsed plan 

of activities and responsibilities. Future activities should be planned, resource 

mobilization discussed and sustainable funding secured during regular partners 

meetings.

The possibility of setting up a technical working group for leprosy that could 

provide technical advice for future directions of leprosy activities in the Pacific 

needs to be further explored.

Component 2: Early and adequate diagnosis

a. Quality clinical diagnosis
b. Contact tracing
c. Active case-finding in endemic areas

New cases of leprosy should be detected as early as possible and treated 

effectively in order to minimize further transmission of the disease within 

the community. Ensuring the best possible treatment outcome also minimizes 
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leprosy-associated disability. Thus, training of health care workers on quality 

clinical diagnosis and early case detection is a crucial element of any leprosy 

control programme. In addition, a timely follow-up on patients with limited 

treatment adherence reduces the risk of defaulting. Following the implementation 

of SOPs and guidelines, contact tracing and case-finding activities need to be 

conducted. This may include active case-finding in endemic areas.

Component 3: Effective treatment

a. Patient-centred case management
b. Defaulter tracing
c. Management of leprosy reactions

Patient-centred case management includes adequate treatment to enhance 

adherence of patients and early identification and effective management of 

complications and reactions for all patients. Proper health education of patients 

is needed. In order to ensure access to treatment for all patients, adequate 

referral mechanisms should be in place and proper training provided to health 

care staff. Because human resources and logistical barriers are an issue in the 

Pacific island countries and areas, clinical consultation and training also may 

need to be conducted online or through video conferencing. A regular review of 

patient records along with a complete recording on the treatment card help to 

ensure proper referral in case of complications or relocation of patients.

National programmes should ensure that cases are reviewed regularly to ensure 

adequate follow-up in case of nonadherence or treatment interruption (defaulter 

tracing). Health education and support of both patients and their families play 

an important role in reducing the rate of patients defaulting treatment.

Component 4: Engage all providers and affected 
communities

a. Community awareness
b. Public-private mix and community-based care
c. Stigma-reduction and rehabilitation

Strong social mobilization at all levels is essential for achieving adequate 

coverage and compliance. A number of social mobilization strategies are 

available and usually a combination of strategies is used depending on the 

administrative structure and the cultural context. Inclusion of members from 

the communities and community groups, such as village leaders, women’s 

associations or church groups, is crucial to increase awareness about leprosy 

and for health education and advocacy. The preparation of educational 

materials and public awareness campaigns also play an important role. National 

workshops should be conducted regularly and also involve the community in 

planning and the implementation of activities. 

As outlined in the global strategy, disability alleviation of people affected 

by leprosy is recognized as a main strategy, a moral obligation and a key 
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supporting activity ensuring community acceptance. The national programmes 

should ensure that adequate facilities are provided to affected people through 

general health services or special programmes and that they educate about the 

needs and benefits of disability alleviation and availability of such services.  

Component 5: Uninterrupted supply of quality drugs

a. Solutions to Pacific island countries’ specific logistic barriers

Because of the vast geographic spread of countries in the Pacific, resulting 

in remoteness and limited accessibility of many islands, logistics and proper 

planning play a major role. A proper drug monitoring system should be in place 

in order to ensure an uninterrupted and safe drug supply,. This should include 

a regular drug inventory to ensure that drugs are ordered in a timely fashion. 

In addition, it should be ensured that drugs are stored safely. 

Component 6: Monitoring and Evaluation (burden and 
impact)

a. Supervision
b. Surveillance and validation of data
c. Cohort analysis

The completeness of patient records should be evaluated quarterly. Data should 

be checked for internal and external validity. Regular supervision and review 

of the monitoring and evaluation system should be conducted to ensure the 

availability of complete and high-quality data. This should go along with 

surveillance training. 

A comprehensive, electronic (web-based) surveillance protocol for the detailed 

assessment of leprosy incidence and prevalence should be developed, preferably 

integrated with the national surveillance system. 

In order to identify pockets of high leprosy prevalence, epidemiological 

mapping is fundamental. It provides essential information about geographic 

distribution and can guide interventions. This mapping should be implemented 

for each case as a routine part of surveillance activities. Where feasible, 

baseline mapping should be performed in the three Pacific island countries. 

Component 7: Integration and collaboration

a. Integration with general health services
b. Collaboration with tuberculosis, lymphatic filariasis and yaws 

programmes
c. Operational research

Comprehensive and integrated strategies should be formulated that address 

the joint needs of different programmes. National programmes are encouraged 
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to integrate, where feasible, with other continuing health interventions in 

endemic areas. Countries should consider exploring synergies with other 

programmes, in particular tuberculosis, lymphatic filariasis and yaws.

Operational research is encouraged through the entire elimination process 

in order to identify technical and programmatic gaps and remedial actions 

to optimize and improve programme planning, implementation, monitoring, 

evaluation and management.

10.2   Strategic directions

10.2.1  Areas with a high disease burden 

The Western Pacific Regional Office should give priority attention to: 

1. countries or areas in countries with high numbers of untreated and hidden 

new cases or; 

2. where there is a high proportion of children among new cases; and 

3. those new cases with grade 2 disabilities.  

This situation may reflect significant delays in diagnosis, resulting in extended 

transmission within the community. These delays may be the result of several 

factors:

•	 inadequate skills among the health staff for correct diagnosis; 

•	 ineffective or inappropriate IEC activities to depict leprosy as a curable 

disease and explain that MDT drugs are effective, safe and available free at 

the nearest health centre; 

•	 a high degree of stigma in the community, leading to concealment; 

•	 poor case-finding and case-holding efforts by the programme; 

•	 services not easily accessible or affordable by the community; and 

•	 limited community participation and involvement.

Together with the national leprosy programmes in the countries and with the 

partners, the Western Pacific Regional Office will pursue the establishment 

and strengthening of sustainable leprosy control programmes that will provide 

diagnosis and treatment along with supportive services to new cases for as 

long as new cases are detected.  The leprosy control programme should focus 

on and strengthen voluntary reporting and a referral system that will be highly 

dependent on a population that is sensitized and informed about leprosy as a 

disease and the available services that are accessible and affordable.  Voluntary 

identification and examination of household contacts close to the time of 

diagnosis of the index case will form an essential component of case detection.  

In special situations, a rapid screening of the population may be conducted to 

find additional undetected cases.
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10.2.2  Areas with a low disease burden 

The Western Pacific Region is characterized by small island countries and 

territories with small populations scattered across the vast Pacific Ocean and 

big countries which, after effective and successful MDT implementation, have 

greatly reduced the leprosy burden.  The experience in several previously high 

endemic countries shows that a low level of disease burden, resulting from few 

new cases, is likely to define the nature of leprosy in the coming years.

National programmes regularly should conduct reviews of the leprosy situation 

and match the limited available resources and services according to the 

identified needs. In countries with few new leprosy cases, it may not be 

sustainable and prohibitively expensive to maintain a wide range of services 

and professional expertise in a large number of peripheral health facilities.  

Case detection strategies and capacity-building will be different in countries 

with more new cases of leprosy detected.  Leprosy activities need to be focused 

and needs-based. They also need to ensure easy accessibility.

The Western Pacific Regional Office, together with partners and national 

programmes, will pursue maintaining and establishing the optimal number of 

leprosy reference centres at regional and national levels in order to ensure the 

availability of expertise in endemic countries as needed.

10.2.3  Underserved populations 

The Region is characterized by difficult terrain, mountains and the Pacific 

Ocean.  It is important to contact all people affected by leprosy who live in 

difficult-to-reach areas such as mountains, isolated islands and areas or in 

special situations such as civil conflicts. A special focus also should be put on 

those who are among underserved and marginalized population groups facing 

geographical, social, economic or cultural barriers that limit access to health 

services or hinder the provision of services.  The Western Pacific Regional 

Office will work with partners and national programmes to deliver and make 

available the leprosy services to every person in need.

However, these special situations pose complex management challenges.  

Together with the different stakeholders, innovative and practical strategies 

involving mainly operational solutions will be formulated in order to provide 

services for these people and communities that will emphasize the strengthening 

and sustainability of health services at the community level.   Attention to 

detailed and careful planning to identify the gaps when considering population 

dynamics and available health services is necessary.

10.3   Future priorities

 n Sustain political commitment and provision of adequate financial, human 

and material resources to support leprosy control activities in countries 

in the Region. A special focus should be put on countries that have yet 
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to eliminate leprosy as a public health problem and to those previously 

endemic countries still reporting a significant number of new cases.

 n Further reduce the burden of leprosy in the Western Pacific Region:

•	 Elimination of leprosy as a public health problem in the Federated 

States of Micronesia, the Marshall Islands and Kiribati. 

•	 Further reducing the leprosy burden in Cambodia, China, the Lao 

People’s Democratic Republic, Malaysia, Papua New Guinea, the 

Philippines and Viet Nam through subnational approaches based on 

the new Global Operational Guidelines.

 n Strengthening routine and referral services within integrated health 

systems in pursuit of the New Global Operational Guidelines to Sustain 

Leprosy Services and Further Reduce Leprosy Burden in all endemic 

countries. Improve coverage and accessibility for diagnosis and treatment.

 n Starting in 2011, in support of WHO’s Global Leprosy Programme, use as a 

key indicator in the Region the rate of new cases with grade 2 disabilities 

among new cases per 100 000 people to monitor progress in addition to 

the current list of indicators.

 n Implementing innovative approaches for case-finding in order to reduce 

the diagnostic delay and the occurrence of grade 2 disabilities among 

new cases. This includes examination of household contacts of cases and 

additional efforts to improve control activities for populations living in 

difficult-to-access areas. 

 n Improving the quality of clinical services for diagnosis and management of 

acute and chronic complications. This includes prevention of disabilities 

and impairments and enhancing the provision of rehabilitation services 

through a well-organized referral system. 

 n Supporting all initiatives to promote community-based rehabilitation 

(CBR) with special attention given to activities aimed at reducing stigma 

and discrimination against people affected by leprosy and their families. 

 n Ensuring the free supply of drugs for MDT and their effective distribution 

systems in all endemic countries. 

 n Improving the surveillance systems, including quality of data and reports. 

Establishing and maintaining a surveillance system to measure resistance 

to antileprosy drugs. 

 n Formulating sustainable training strategies at national levels to ensure the 

availability of leprosy expertise in all endemic countries. 

 n Fostering supportive working arrangements with partners at all levels.

 n The priorities and directions of the Western Pacific Regional Office in 

future years will require the support, commitment and endorsement of the 

new global strategy from governments and all stakeholders and partners 

working towards the common goal of sustaining quality leprosy services 

in order to further reduce the burden of physical, social and economic 

consequences due to leprosy and move closer to achieving the common 

dream of a world without leprosy.
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Resource requirements11

To carry out the leprosy activities and the Plan of Action for the elimination 

of leprosy in the Federated States of Micronesia, the Marshall Islands and 

Kiribati, substantial contributions by both Member States and partners are 

required annually for the next decade.  This includes both human resources 

and financial contributions for activities. Further, the assistance provided by 

NGOs to national governments should be intensified, especially since the new 

global strategy to sustain quality leprosy services has been introduced and 

implemented in all of the countries and leprosy activities have been integrated 

into general health services.



This publication can also be downloaded from:

http://www.wpro.who.int/health_topics/leprosy/






