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SUMMARY 

An intercountry workshop on the elimination of leprosy in the Western Pacific Region was 
held at the WHO Regional Office for the Western Pacific in Manila, Philippines, from 8 to 
II June 1998 with the following objectives: 

(1) to review the situation of leprosy elimination in countries/areas and the activities 
undertaken since March 1996; 

(2) to develop special intensified strategies including leprosy elimination campaigns 
(LEC) and special action projects for elimination ofleprosy (SAPEL) to reach the 
elimination target by 1998; 

(3) to review and finalize guidelines for monitoring leprosy elimination; 

( 4) to outline guidelines for surveillance of leprosy in countries and areas which have 
reached the elimination goal; and 

(5) to review the simplified multidrug tllerapy (MDT) regimen and defule the strategy 
for its implementation. 

After technical and country presentations, and group discussions, and a review of progress 
made in the past two years, the participants reached the following conclusions: 

(1) In countries/areas that have reached the elimination target, a surveillance system should 
be established, as for other notifiable diseases, in place of a national leprosy programme by 
using referral centres for dermatological conditions for the diagnosis, management and 
notitication of leprosy cases. 

(2) In countries/areas where case load is high, the duration treatment of leprosy should be 
shortened as proposed by the 7&1 Expert Committee of Leprosy. 

(3) In endemic countries/areas, the situation should be analysed at sub-national level using a 
Geographic Information System (GIS) to identify "pockets" of leprosy and specific projects 
such as LEe, SAPEL and mass screening with/without preventive treatment. 

(4) Periodic national campaigns should be organized to sustain community and health staff 
awareness to ensure their active participation in the identification of cases. 

(5) There should be independent evaluation of programmes where the elimination target has 
not been reached, and evaluation of surveillance systems where they are in place. 

(6) For countries/areas with small populations the elimination target may be set at less than 
10 cases on treatment. 
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1. INTRODUCTION 

1.1 Background 

The first workshop on the elimination ofleprosy in the Western Pacific Region was held in 
the WHO Regional Office in Manila in March 1996. At that time. at the end of 1995. out of 36 
cOtmtries/areas, 22 had already achieved the elimination target, II' were getting close; and only 3 
countries still retained a high prevalence rate. In view of this encouraging situation, the 
participants concluded that the elimination goal could be achieved in all countries/areas in the 
Region at national level by the end of 1998 and at provincial and district level in all large countries 
by 2000. 

To achieve this goal the participating countries elaborated and implemented plans of action, 
including leprosy elimination campaigns (LEC) for highly endemic areas within large countries, 
special action projects for the elimination of leprosy (SAPEL) for difficult-to-reach areas, and 
specific projects for small countries with high prevalence rates. 

Two years after the 1996 workshop, it was felt there was a need to call a second workshop 
to review the current situation, assess progress and discuss efforts made towards the elimination 
goal. A workshop on leprosy elimination in the Western Pacific Region was held in the WHO 
Regional Office in Manila, from 8 to II June 1998. 

1.2 Objectives 

The objectives of the workshop were that, at the end of the workshop, the participants 
would have: 

(1) reviewed the situation of leprosy elimination in countries/areas and the activities 
undertaken since March 1996; 

(2) developed special intensified strategies, including leprosy elimination campaigns 
(LEC) and special action projects for elimination ofleprosy (SAPEL) to reach the 
elimination target by 1998; 

(3) reviewed and finalized guidelines for monitoring leprosy elimination; 

(4) outlined guidelines for surveillance ofleprosy in countries and areas which have 
reached the elimination goal; and 

(5) reviewed the simplified multidrug therapy (MDT) regimen and define the strategy for 
its implementation 

1,3 Participants and resource persons 

The working language of the workshop was English. It was attended by 31 participants 
representing 23 cotmtries/areas of the Region. Besides the participants, six temporary ad"v1sers, 
two consultants, eight observers and two members of the secretariat were also mvolved III the 
activities of the workshop (see Annex I). 
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1.4 Organization 

The workshop was organized in the following way: 

• Presentation of issues relevant to leprosy elimination in the Region and World 
(Annex 2) by resource persons in plenary sessions. Questions and answers followed 
after each presentation. 

• Presentation, in plenary session, of the current leprosy situation for each country. 
Questions and answers also followed after each country presentation. 

• Group discussions to analyse the situation, define priority activities and outline plans of 
action. The participants were divided into three groups according to the 
epidemiological and geographical situation of their countries. 

Each group presented their specific conclusions which were discussed in plenary session. 

1.5 Opening ceremonv 

In his opening address, Dr S.T. Han, the Regional Director welcomed all the participants. 
He stressed the good results achieved so far by the SAPEL and LEC in China, Cambodia, the 
Lao People's Democratic Republic, the Philippines, Papua New Guinea and Viet Nam. He, 
particularly, mentioned the specific elimination projects in the Federated States of Micronesia, 
Kiribati and the Marshall Islands, where massive screening and preventive therapy progranunes 
were being implemented. 

Finally, noting that 26 countries and areas have already reached the elimination target of 
less than one case per lO 000 population, the Regional Director confirmed WHO commitment to 
supporting the elimination of leprosy at national and sub-national levels in all the countries and 
areas of the Region by 2000. He also pointed out that after the elimination goal was achieved 
there would still be leprosy patients that could not be forgotten. Therefore, he concluded, it will be 
necessary to sustain a high level of surveillance to ensure that every case is properly diagnosed and 
treated to achieve a region without leprosy. 

1.6 Appointment of Chaimerson. Vice-Chairperson and Rapporteurs 

Dr Khiene Jayawong of the Lao People's Democratic Republic was appointed Chairperson, 
Mrs Lerina Nena of Federated States of Micronesia Vice-Chairperson, Dr Fadzillah Kamaludin of 
Malaysia and Dr Kennar Briand of the Marshall Islands Rapporteurs for the workshop. 

2. PROCEEDINGS 

2.1 Presentations 

2.1.1 Global situation and strategy for the elimination of leprosy 

Dr L. Blanc, Regional Adviser in Chronic Communicable Diseases, Western Pacific 
Regional Office, presented the global leprosy situation. As of the end of 1997, the prevalence rate 
was 1.4 per 10000, a dl::crl::ase of 85% since 1985, while the dl::tection ratl:: was 11.5 per 100 000, 
a decrease of only 4% since 1985. Compared to 1996, there was an increase of 16% in leprosy 
detection in 1997, although the overall trend over till:: last 13 years did not show major variations. 
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detectIOn in 1997, although the overall trend over the last 13 years did not show major variations. 
He sard that the current trend in case detection was mostly a consequence of increased activities in 
case finding and increased coverage in previously uncovered areas, rather tharl variations in the 
transmission of the disease in the community. 

. Globally, cOllltries with a prevalence of more than 1 per 10 000 had numbered 122 in 1985. 
TIus had come down to 55 in early 1997. In other words, leprosy had already reached low 
endenuc levels II more than 2/3 of countries in the world, covering approximatelv as much 
population. -

In the 16 major endemic cOlmtries which represent 92% of the global leprosy burden, the 
average reported prevalence rate was still 3.9 per 10 000, indicating that additional efforts were 
required to achieve elimination ofleprosy as a public health problem by 2000. India alone 
represented 62% of the global registered cases and 72% of the global newly detected cases. 

Case-finding activities need to be intensified in large countries with high prevalence, in 
endemic areas within countries, in difficult-to-reach areas and in small cOllltries with very high 
prevalence. Case finding and multidmg therapy are still the key components of the global strategy 
to eliminate leprosy. 

2.1.2 Leprosy elinlination in the Western Pacific Region 

Dr L. BlarlC presented the regional leprosy elinllnation situation as follows: the prevalence 
rate had dropped from 1.6 per 10000 in 1987 to 0.15 per 10000 in 1997, more than a ten fold 
decrease in 10 years. The detection rate, at 0.8 per 100 000, had been stable during the last four 
years, partly due to increased case-finding activities. The MDT coverage for registered patients 
had reached 100%. 

As of the end of 1997,26 countries had achieved the elimination target ofless than one case 
per 10 000 population, covering 94% of the population of the Region. Three countries and areas 
with very small populations had less than 10 cases. TIlIee countries were approaching the 
elimination target and four cOllltries still had a high prevalence rate. 

Since 1995, seven SAPELs and 11 LECs had been completed, resulting in detection of 455 
and 1158 cases, respectively. Two special projects had also been supported which detected 500 
new cases. For future activities, the regional strategy would be based on further development of 
SAPEL projects to detect cases in difficult-to-reach areas and LEC projects in high endemic areas 
within large cOllltries to detect "hidden" cases. Development of special projects for small 
countries with high prevalence would also be given high priority. 

Monitoring and evaluation of progran1l11e achievements and development of surveillance 
systems in countries that had achieved elimination would also receive special attention. 

2.1.3 Latest reconunendations on chemotherapy ofleprosy, rationale and results 

. Dr R. Jacobson, Director, Gillis W. Long Harlsen"s Disease Center, Carville, USA"b 
reviewed the recommendatIons on the chemotherapy of leprosy put foward by the WHO 7 Expert 
COlmnittee on Leprosy which met in May 1997. 

He pointed out that a recent trial had shown that a single 600 mg dose of rifampicin and 
400 mg of ofloxacin plus 100 mg ofminocycline (ROM) was as effective as the standard 6 month 
WHO paucibacillary (PB) regimen in curing single skin lesion PB leprosy. The two regimens had 
the same failure rate although ROM was marginally less effective for clinical improvement. Based 
on this finding, the WHO EA""pert COlmnittee considered that a single dose of ROM was an 
acceptable and cost-effective altemative regimen for case with single skin lesion. 
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In addition, the Conunittee accepted that it was also possible to reduce the duration of the 
current MDT-multibacillary (MB) regimen from 24 months to 12 months, based on the followmg 
infonnation: 

- Three monthly doses of rifampicin kill 99.999% of bacilli which is the limit of 
detectability; a daily combination of dapsone and clofazimine also kills 99.999% of bacilli 
witlJ.in 3 montlls. Thus, it was expected that the current MDT -MB regimen could cure MB 
patients within the first 3 to 12 months of therapy. 

An ongoing trial has shown that 12 months were as effective as the standard 24 
months of MDT -MB after a follow-up of 3 to 5 years. 

Trials based on retrieval ofMB defaulted patients tllat received 12 or less months of 
MDT have also shown that 12 months were as effective as the standard 24 months regimen. 

The risk of relapse after fixed duration of the current regimens was very low and did not 
constitute an important problem. So far no rifampicin or clofazirnine resistance had been found 
among those relapsing after the standard MDT regimen. 

2. 1.4 Working towards a world without leprosy 

This paper was presented by Dr Yo Yuasa, Executive and Medical Director of the 
Sasakawa Memorial Health Foundation. After presenting a brief history of the major events that 
had made it possible to define, plan and implement programmes to achieve the target of eliminating 
leprosy as a public health problem by 2000, Dr Yuasa posed the question of what should be done 
now and in the future in a new situation where leprosy was no longer a public health problem. 

Although elimination was a significant nJ.ilestone in the struggle against leprosy, it was only 
an interim target on the way to the final goal. He pointed out that, due to the long period of 
incubation, the presence of M. Leprae among some wild animals and the lack of effective 
preventive measures, it was not possible to aim for eradication of the disease. He suggested that 
the next goal should be "a world without leprosy" both medically and socially, hopefully, by the 
first half of next century. He identified ilie medical aspects wiili the infection as well as the 
disabling character ofilie disease. The social aspects included the physical handicap as well as the 
stigmatization and rejection ofleprosy patients. Any intervention, therefore, should address and 
remove stigmatization and prejudice in society in order to be effective. 

Dr Yuasa said iliat ilie elimination efforts should be sustained at sub-national and even 
lower level until ilie current level in USA or Japan was reached. At this point the disease would 
not constitute a problem and eventually would die out. He concluded iliat, probably, a more 
realistic end point is best expressed as "A world without leprosy-related problems, bot11 medical 
and social". 

2.1.5 Leprosy situation in China, 1997 

Dr Li Huan Ying of the Leprosy Unit, Beijing Tropical Medicine and Research Institute, 
presented the leprosy situation in China. China had aclJ.ieved the elinJ.ination in 1985 with 100 000 
leprosy patients representing a prevalence rate of 0.94 per 10 000 population. The prevalence rate 
had continued to decrease, reaching 0.03 per 10 000 in 1997. Of particular interest was tlle trend 
in the detection rate that had also continued to decline, reaching 0.15 per 100 000 population, and 
representing an average of 2000 new cases per year in the last 5 years. The proportion of MB 
cases had increased from 57% in 1986 to 81 % in 1997, while me proportion of children had 
remained stable at 3% for tlle last 10 years. 
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. Two SAPEL projects had been u7lplernented in selected populations of Yunnan and 
GllIzhou provrnces, resultmg rna dete.ctlon rate of 5.5/10000 and 12.5/10 000, respectively. This 
showed that, even though the elnnmatIon target had been reached at national level. there were still 
areas with pockets of high prevalence. . 

2.1.6 Elimination of leprosy in Cambodia, a five-year progranune 

Dr Khuon Nguon Heng, Leprosy Programme Manager, Ministry of Health, presented the 
leprosy sItuatIon m CambodIa. Smce 1997, the leprosy elimination programme has been combined 
with the tuberculosis control progranune at the national level but activities are only partially 
mtegrated at the penpherallevel. The progranune was structured in 1992 and was expanded 
throughout the country Case-finding activities had been intensified in the last three years with the 
collaboration of WHO and nongovernmental organizations. During 1996 and 1997,'2 SAPEL 
and 7 LEC projects had been carried out, with detection ofrnore than 1000 new cases. 

The prevalence and detection rates, after a sharp increase due to intensified case finding, 
were showing a decline, especially the prevalence rate. Careful planning, political commitment 
and good cooperation \vith international agencies were the key factors for a good performance that 
was makillg achievement of the elinllnation goal before 2000 possible. 

2. 1.7 Leprosy surveillance in low endemic situation 

Dr A. Cunanan, Head, Technical Division, Culion Sanitarium, Palawan, the Philippines, 
examined the ilnplication of dealing with a changed leprosy situation in the world, where 2/3 of 
countries and population had already reached a low endemic level of less than one case per 10 000. 
However, the sharp reduction in prevalence had not been seen in new case detection, that had 
remallled stable worldwide. New cases were expected to occur for quite some time after 
elirnination, from a pool of infected people. 

Noting the above situation, Dr Cunanan posed the question of what should be the future 
strategies and policies, activities and structures of the existing leprosy progranunes to answer the 
needs of a new and changed situation? What were the most cost-effective measures to sustam 
leprosy services in a situation in which leprosy was no longer a public health threat? 

Dr Cunanan eAl'lored the concept of surveillance as a mechanism to deal with the disease in 
the post elirnination phase. He poulted out that close surveillance will be necessary for a long time 
to morutor the epidemiological trends of the disease. The focus should be more on new case 
detection, as an indication of incidence, rather than on prevalence. The organization of the 
surveillance system should be based on general health services rather than on vertical structures. 
Referral centres for diagnosis and case management, using existing dermatological or sunilar 
services, should be organized. Awareness campaigns should be periodIcally carned out to 
sensitize community and health workers and encourage self-reporting. 

2. 1.8 The rehabilitation of persons affected by leprosy 

Dr P.D. Samson, Director, The Leprosy Mission S.E. Asia, in addressing the problems of 
persons affected by leprosy, noted that there were an estilnated one to two million persons 
suffering from visible leprosy disabilities. 

He said that institution-based rehabilitation was expensive, served mainly urban areas and 
isolated patients from their commtmities. Community-based rehabilitation was a better method 
because it served large number of disabled people in rural areas. It also involved the community 
in the rehabilitation process and therefore had a better chance of dealing with and removing the 
stigma and misconceptioils attached to the disease. 



-7 -

The important factors in community-based rehabilitation were medical and social 
rehabilitation. The medical aspects implied the transfer of technology from experts to basic health 
workers to leprosy sufferers. Appropriate technology should be locally made, affordable and 
easily repairable. The social aspects also implied the removal of the stigma in the community and 
the creation of income generation activities for sufferers and their families. 

2.1.9 Introduction to guidelines for monitoring leprosy elimination in large countries 

Dr L. Blanc suggested the use of a set of indicators in order to monitor trends in leprosy 
elimination in large countries. He said that national figures were difficult to interpret because 
leprosy is unevenly distributed and highly prevalent pockets may persist in some areas well after 
elimination has been achieved. Therefore, data were more meaningful if analysed at a lower level, 
with an ideal population size of 500 000. The use of mapping (Geographical Information System) 
that permitted a visual picture of the leprosy situation in a large country could be very helpful in 
identifying high prevalent areas where interventions were most needed. 

He said that a country could be divided into geographical units of 500 000 population. In 
each unit, the following conditions should be met in order to say that elimination had been 
achieved and was being sustained. 

Prevalence rate <1110000 

Constant decline of prevalence rate over the last 3 years 

Disability proportion < 1 0% 

Ratio PrevalencelDetection <2 

MB proportion <50% 

MDT services = 100% 

Proportion of patients compliant to their treatment> 90% 

Population and peripheral health workers aware about leprosy 

Existence of referral facilities and referral system organized 

2.1.10 Demonstration of a leprosy information system 

. M.r E. Chua, a computer progranuner, demonstrated an easy-to-use computerized leprosy 
informatIon system based on the WHOIWPRO annual statistics form. From the annual statistical 
data, rates, tables and graphs could be easily obtained. The progranune is being used at the WHO 
Regional Office to consolidate and analyse the annual data sent by member countries. However, 
Mr Chua said, the programme could be adopted for member countries upon request. 

2.2 Overview of country presentations 

Each country and area was given 5 to 10 minutes for their presentation and 5 minutes for 
discussion. 
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As of the end of 1997, of the 36 countries and areas in the Region, 24 had achieved the 
elimination target at national level and 3 other small countries had reported less than 5 cases. Six 
countries/areas were getting closer to the elimination target (Cambodia, the Philippines, the Lao 
People's Democratic Republic, AmerIcan Samoa, Guam and Papua New Guinea). The prevalence 
rate remained high in three small countries. namelv. the Marshall Islands. the Federated States of 
Micronesia and Kiribati. '. ' . 

Since large number of countries in the Region have small populations, the number of 
countries reaching the elimination target can fluctuate because. in small countries. even a small 
variation in the number of cases can easily shift the country fr~m post-elil11inatio~ to 
pre-elimination status and vice-versa. 

WHO-recommended MDT regimens of fixed duration, without surveIllance after treatment 
completion, are implemented in almost all countries. French Polynesia, Malaysia, the Republic of 
Korea and Singapore are using modified MDT. 

The WHO 7~ Expert Committee recommendations on simplified MDT are being 
implemented in seven countries, namely, Cambodia, Papua New Guinea, the Philippines, Samoa, 
Kiribati, the Marshall Islands and the Federated States of Micronesia. 

Leprosy elimination programmes are still vertical in many countries at national and 
sub-national levels but they tend to be integrated with general health services at peripheral leveL 
In a few countnes leprosy and tuberculosis control programmes are combined. 

The presentation of the Federated States of Micronesia was of particular interest. The 
representative explained that, to accelerate and achieve the elimination goal by 2000, the 
Govemment had launched, in partnership with WHO and Sasakawa Memonal Health FOlmdation, 
a two-year special project in March 1996. It had included a total population screening for case 
detection, treatment of the identified cases with MDT and administration of preventive therapy to 
the entire non-diseased population, 

During the two years the population have been screened twice and almost 90% received one 
dose of preventive therapy while more than 50% had received two doses, Three hundred 
twenty-two new cases had been detected during the first year and 80 during the second, a 75% 
reduction in detection. During the two years, 500 leprosy cases had also completed the prescribed 
WHO-MDT. 

SimIlar projects were being inlplemented in Kiribati and the Marshall Islands, as reported 
by the representatives of the two countries. From the presentation of the Philippines, it was 
leamed that this country with 8749 cases on treatment at the end of 1997 represented 36% of the 
total leprosy burden in the Region. In the last three years the country had carried out several LEC 
and SAPEL projects, with the detection of more than 1000 new cases. Due to these increased 
activities, the detection rate has remained stable while the prevalence rate has been decreasing and 
was approaching the elimination target. 

S lIDllTIarv of group discussions 

2.3.1 Introduction to the group discussions 

Dr PS Rao introduced the topic. The cOlmtries and areas were divided into three groups, 
according to their level ofleprosy elinlination. In fomung the groups, size of the countries, 
similarity of problems and geograpbicallocation were also taken into consideration, 

To guide the discussion and stllTIulate participation, the participants were provided with a 
list of topics relevant to the sintation of each of the three groups. l1uee or more resource persons 
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were assigned to each group as facilitators for the discussion. Each group elected a chairman to 
lead the session and a rapporteur to present the conclusions of the group discussion in a plenary 
seSSlOn. 

2.3.2 Outcome of each group discussion 

Group I comprised 9 countries which have reached the elimination goal at sub-national 
level. They were: China, Fiji, French Polynesia, Malaysia, Macao, the Republic of Korea, 
Singapore, Tonga and Vanuatu. 

The main topic of discussion for this group was: strategy to organize a cost-effective 
surveillance system for leprosy in the post-elimination phase. The conclusions ofthe group were 
the following: 

(1) The vertical set-up should be dismantled and leprosy activities integrated into 
general health services. 

(2) A surveillance system based on referral centres with expertise in leprosy diagnosis 
and case management should be established. For large countries tlle referral centres, 
preferably dermatology centres, could be at district level, for small countries at national 
level. When appropriate, a referral centre could cover several countries. At this level, a 
temporary task force could be organized with responsibility to conduct special awareness 
campaigns, training and special activities like SAPEL. 

(3) General health staff should be trained, prioritizing those operating in prevalent areas, 
and leprosy training should be integrated with other health training activities. 

(4) The leprosy information system should be integrated with the general health 
information system. Only the number of new cases classified as PB and MB should be 
nonfied through the general health system. More detailed information should be maintained 
at the referral centre and reported periodically by the referral centre to the surveillance 
centre ( central registry). 

(5) The surveillance system should be evaluated by analysing data, performance of 
special activities and by organizing periodic rapid surveys of high-risk populations. 
Independent evaluations of the surveillance system should be carried out every 3-5 years. 

Group 2 comprised 9 small countries of the Micronesian region. They were: American 
Samoa, the Federated States of Micronesia, Guam, Kiribati, the Marshall Island, Northern 
Mariana Islands, Palau, Samoa and Solomon Islands. Some of these countries have achieved or 
are approaching the elimination, others still have high prevalence rates. 

The main topic for this group was: plan of action to further strengthen the leprosy 
elimination programme using, among other tools, LEC, selective population screening and 
preventive therapy to reach targets at national and sub-national level. 

One of tlle main issue discussed was how to deal with the increasing phenomenon of 
migrant populations and patients from high to low endemic areas; e.g. from the Federated States of 
Micronesia and the Marshall Island to Guam and, to a lesser extent, to the Northern Mariana 
Islands. 
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The conclusions of the group were as follows: 

(1) The elimination ofleprosy is possible at national and sub-national levels bv the vear 
2000. For countries with small population the elimination target may be set at less th~ 10 
cases on treatment. 

(2) In countries that are far from achieving the elimination goal, extensive population 
screening with or without preventive therapy should be continued; e.g. the Federated States 
of Micronesia, Kiribati, the Marshall Islands. 

(3) In countries approaching the elimination goal but with suspected pockets of high 
prevalence, selective screening of these prevalent areas or high-risk communities should be 
conducted; e.g. Guam, Northern Mariana Islands, Solomon Islands. 

(4) In countries with low prevalence that have sustained the elimination goal, 
surveillance systems should be integrated into the general health care system with referral to 
a referral centre. As part of the surveillance system screening should be carried out among 
selected groups (contact/schools); e.g. American SanlOa, Samoa and Palau. 

(5) Shorter treatment protocols should be adopted and implemented for single lesion and 
MB patients wherever possible. 

(6) A surveillance system should be established and evaluated at the sub-regional level; 
e.g. intercountry collaboration. 

(7) A referral communication mechanism should be established to ensure continuation 
and completion or treatment of patients who migrate during the course of treatment either 
within or out of the country. 

Group 3 comprised 5 large countries which, with the exclusion of Viet Nam, have not yet 
eliminated leprosy as a public health problem. They were: Cambodia, Papua New Guinea, the 
Lao People's Democratic Republic, the Philippines and Viet Nam. Their main topic for discusslOn 
was: plllil of action to intensify activities to reach the elimination target at sub-national level before 
year 2000 using, among other tools, LEC and SAPEL. 

TIle follo\ving were the conclusions of the group: 

(1) Simplified treatment regimens should be adopted and implemented both for new and 
old cases, duly updating the case register. 

(2) A situation analYSIS should be carried out at sub-national level using a geographical 
informatIOn system (GIS) and high prevalence and difficult-to-reach areas should be 
identified. 

(3) LEC and SAPEL projects or sinular activities should be developed and scheduled for 
implementation, mobilizing resources in as short a time as pOSSIble to achieve elimination at 
national/sub-nationallevel before 2000. 

(4) The good level of knowledge and skills among health workers in diagnosis and 
management ofleprosy problems should be sustained. 

(5) Action should be initiated to establish surveillance in areas that have reached 
elimination. 
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(6) Activities that will sustain awareness of leaders and members of the commlmitv 
about leprosy should be initiated. -

3. CONCLUSIONS 

The chairpersons and rapporteurs of the general session and the three group discussions met 
together with the secretariat and facilitators and drafted the conclusions to be presented and 
discussed in the general session. 

The main conclusions of the workshop were as follows: 

Having reviewed progress made and the conclusions of the 1996 workshop on the 
elimination of leprosy: 

To achieve the elimination goal before 2000 at national or sub-national levels and to further 
decrease the number of cases after elimination, ainling for a Region without leprosy, the following 
conclusions were made by the participants: 

(1) In countries/areas that have reached the elimination target, a surveillance system should 
be established, as for other notifiable diseases, in place of a national leprosy programme by 
using referral centres for dermatological conditions for the diagnosis, management and 
notification of leprosy cases. 

(2) In countries/areas where case load is high, the duration treatment of leprosy should be 
shortened as proposed by the 7tl1 Expert Committee of Leprosy. 

(3) In endemic countries/areas, the situation should be analysed at sub-national level using a 
Geographic Information System (GIS) to identify "pockets" of leprosy and specific projects 
such as LEC, SAPEL and mass screening with/without preventive treatment. 

(4) Periodic national campaigns should be organized to sustain community and health staff 
awareness to ensure their active participation in the identification of cases. 

(5) There should be independent evaluation of programmes where the elimination target has 
not been reached, and evaluation of surveillance systems where they are in place. 

(6) For countries/areas with small populations the elimination target may be set at less than 
10 cases on treatment. 
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National Tuberculosis and Leprosy Programme 
Ministry of Health 
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Tel: (855) 23 364220 
Fax: (855) 23 426841 
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Chief of Technical Bureau 
National Leprosy Centre 
Ministry of Health 
Phnom Penh 
Tel. (855) 23 368119 
Fax: (85523 426841 

Dr Wan Liya 
Director 
Division 3 of Epidemic Prevention 
Department of Diseases Control 
Ministry of Health 
44 Houhai Beiyan 
Beijing 100725 
Tel: 86 1064012876 
Fax: 86 1064033122 

Dr Zhang Guo Cheng 
Chief Plastic Surgeon, Professor 
Institute of Dermatology 
CAMS 12 Jiangwangmiao Street 
Nanjing, Jiangsu 210042 
Tel: 86255411040 
Fax: 86255414477 
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Tel: (679) 321066 
Fax: (686)81201 
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Medical Officer (Epidemiologist) 
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Louis Malarde 
B.P. 30, Papeete, Tahiti 
Tel: (689) 41-64-64 
Fax: (689) 43-15-90 
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CDC Coordinator III 
Program Supervisor 
Hansen's Disease (Leprosy) Control Program 
Department of Public Health and Social Services 
P.O. Box 2816 
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Tel: (671) 735 714517135 
Fax: (671)734 1475 
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Medical Assistant and 
Leprosy Control Officer 
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Deputy Director 
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Ministry of Public Health 
Khuviang Road 
Vientiane 
Tel: 312355 
Fax: 85621 312355 
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Responsible Officer of the 
Leprosy Control Section 
National Dermato-Leprosy Centre 
Ministry of Public Health 
Khuviang Road 
Vientiane 
Tel: 312355 
Fax: 85621 312355 

Dr Manuel Jose de Matos Almeida 
Dermatologist in Hospital CSJ 
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P.O. Box 3002 
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Tel: (853) 313731 ext. 5122/6522 
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Department of Health Services 
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Pohnpei State Department of Health Services 
Kolonia State Hospital 
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Medical Intern 
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Fax: (680) 488-3115 
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Tel: (675) 301 3741 
Fax: (675) 301 3769 

Ms Ludwina Adai Ivai 
Regional NLEP Health Extension Officer 
Southern Region 
Department of Health 
P.O. 807 
Waigani, N.C.D.III 
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Department of Health 
Sta. Cruz 
Manila 
Tel: 711-68-04 
Fax: 711-68-04 
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P.O. Box 27 
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Tel: 0343 52 1705 
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Mr Ulisese Mamoe 
Community Nurse Consultant 
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Health Department 
Private Bag 
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Tel: 21212 ext 337 
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Epidemiology and Disease Control Department 
Public Health Division 
Ministry of Health 
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National TB and Leprosy Coordinator 
Disease Prevention and Control Unit 
TB and Leprosy Control Program 
Ministry of Health and Medical Services 
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Tel: 21043 
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Acting Chief Medical Officer of 
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Ministry of Health 
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Tel: (676) 23 200 
Fax: (676) 24 291 
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Tel: (678) 22512 

Dr Tran Hau Khang 
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Head of Project Office and 
International Relations Department 
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Tel: 8448521179 

Dr Nguyen Dinh Luan 
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Dr Khuon Nguon Heng 
Leprosy Programme Manager 
National Tuberculosis and 
Leprosy Control Programme 
Ministry of Health 
Phnom Penh 
Cambodia 

Dr Robert Jacobson 
Director 
Gillis W. Long Hansen's Disease Center 
5445 Point Clair Road 
Carville. LA 70721-9607 
United States of America 
Tel: 504-642-4740 
Fax: 504-642-4728 

Dr Li Huan Ying 
Leprosy Unit 
Beijing Tropical Medicine and 
Research Institute 
Beijing Friendship Hospital 
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People's Republic of China 
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India 
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Programme Director 
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Diliman, Quezon City 
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CIOMAL Medical Coordinator 
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BP 1258 
Phnom Penh, Cambodge 
Tel/Fax: 85523368 184 
Mobile: 855 15 834 830 

Mr Bou Sophal 
Medical Assistant 
CIOMAL 
10, rue 370 
BP 1258 
Phnom Penh, Cambodge 
Tel/Fax: 855 23 368 184 
Mobile: 855 15 834 830 

Dr E.C. Daulako 
P J Twomey Memorial Hospital 
Suva, Fiji 
Tel: (679) 321066 
Fax: (686)81201 

Gertrude P. Cban, M.D., M.S. 
President 
Philippine Leprosy Society 
1410 Taft Avenue 
Malate, Metro Manila 
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Dr Elsie Honrado 
Research Assistant 
Research Institute for Tropical Medicine 
Department of Health 
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Dr Joseph Iser 
Director, Region IX 
Office of Public Health and Human Services 
50 United Nations Plaza 
San Francisco, CA 94102 
USA 
Fax: 4154378004 

5. SECRETARIAT 

Dr Leopold Blanc 
Regional Adviser 
in Chronic Communicable Diseases and 
Acting Director 
Communicable Disease Prevention 
WHO Regional Office for the 
Western Pacific 
Manila. Philippines 

Dr S.K. Noordeen 'if' 
Director 
Action Programme for the 
Elimination of Leprosy 
WHO Headquarters 
Geneva 
Switzerland 

Dr Michael O'Leary 
Epidemiologist 
Office of the WHO Representiatve 
in the South Pacific 
3rd Floor YWCA Building 
SukunaPark 
Suva 
Fiji 
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* Invit~d but unable to attend. 



DAY 1 (Mondav. 8 June 1998) 

08:00-09:00 

09:00-09:30 

09:30-10:00 

10:00-10:30 

10:30-11 :00 

11:00-11:30 

11:30-12:00 

12:00-14:00 

14:00-15:00 

15:00-15:30 

16:00 

DAY 2 Tuesdav. 9 June 1998 

08:00-08:30 

08:30-09:30 

09:30-10:00 
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ANNEX 2 

PROGRAMME OF ACTIVITIES 

Registration 

Opening ceremony 

COFFEE BREAK 

Global situation and strategy for the elimination of 
leprosy (Dr L. Blithe) 

Leprosy elimination in the Western 
Pacific Region (Dr Leopold Blanc) 

Latest recommendations on chemotherapy of leprosy, 
rationale and results (Dr Jacobson) 

Working towards a world without leprosy (Dr Yo Yuasa) 

LUNCH BREAK 

Country presentations 
(10 mins. each + 5 mins. discussion) 

Papua New Guinea 
Philippines 
Lao PDR 

Federated States of Micronesia 
Kiribati 

Informal get-together 

Leprosy situation in China, 1997 
(Dr Li Huan Ying) 

Country presentations 
(5 mins. each + 5 mins. discussion) 

-American Samoa 
-Guam 
-Singapore 

COFFEE BREAK 

-Mariana Islands 
-French Polynesia 
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10:00-11:00 

11:00-11:30 

11:30-12:00 

12:00-14:00 

14:00-15:30 

DAY 3 (Wednesday, 10 June 1998) 

08:00-08:30 

08:30-08:40 

08:40-08:50 

08:50-09: 10 

09:10-12:00 

12:00-13:30 

13:30-14:00 

14:00-15:30 

DAY 4 (Thursday, 11 June 1998) 

08:00-08:30 

08:30-09:30 

09:30-10:30 

10:30-11: 15 

11: 15-11 :30 

11:30-12:00 
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Country presentations (continued) 

-China 
-Viet Nam 

Elimination of leprosy in Cambodia, 
a five-year programme (Dr Heng) 

-Marshall Islands 
-New Caledonia 
-Palau 

Leprosy surveillance in low endemic situations 
(Dr Cunanan) 

LUNCH BREAK 

Country presentations (continued) 

-Fiji -Samoa 
-Macao -Solomon Islands 
-Malaysia -Tonga 
-Republic of Korea -Vanuatu 

The rehabilitation of persons affected by leprosy 
(Dr P.D. Samson) 

Introduction to "Guidelines for monitoring leprosy 
elimination in large countries" (Dr Leopold Blanc) 

Introduction to group discussion (Dr P.S. Rao) 

COFFEE BREAK 

Group discussion 

LUNCH BREAK 

Demonstration on Leprosy Information System 
(Mr Eduardo Chua) 

Group discussion (continued) 

Statements by representatives of international 
agencies and nongovermnental organizations 

Presentation of group reports 

COFFEE BREAK 

Plenary session 

BREAK 

Closing ceremony 
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