


(WP)CHD/ICP/BVM/005 28 October 1982 

ENGLISH ONLY 

;INAB. ON DRUG POLICY FOR LEPROSY PROGRAMMES 
IN THE SOUTH PACIFIC 

Convened by the 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 

OF THE 

WORLD HEALTH ORGANIZATION 

Suva, Fiji 
28 JUDe - 2 July 1982 

Not for sale 

Printed and distributed 

by the 

Regional Office for the Western Pacific of the 
World Health Organization 

Manila, Philippines 
November 1982 



NOTE 

The views expressed in this report are those 
of the participants in the Seminar and do not 
necessarily reflect the policies of the World 
Health Organization. 

This report has been prepared by the Regional Office for the Western 
Pacific of the World Health Organization for governments of countries and 
areas in the Region and for those who participated in the Seminar on Drug 
Policy for Leprosy Programmes in the South Pacific, Suva, Fiji, from 
28 June to 2 July 1982. 



1. 

2. 

3. 

4. 

5. 

CONTENTS 

INTRODUCTION ............................................................................................ 

CURRENT LEPROSY SITUATION IN THE COUNTRIES 
OF TIlE SOUTH PACIFIC .......................................................................... .. 

2.1 
2.2 
2.3 
2.4 
2.5 
2.6 
2.7 
2.8 

2.9 
2.10 
2.ll 
2.12 
2.13 
2.14 
2.15 

American Samoa - Dr G. Schecter ••••••••••••••••••••• 
New Zealand - Dr W.R. Lang •••••••••••••••••••••••••• 
Fij i-Dr E.. Daulako .............................. " ...... " " .......... " ........ .. 
Tuvalu - Dr F. Salesa •••••.••••••••••••••••••••••••• 
Kiribati - Dr A. Cati ............ " ...... " .... " ................................ .. 
Solomon Islands - Dr A. Roberts ••.•..•••••..•••••••• 
Sam.oa - Dr V.. I..e.vi ............................ "" .................................. .. 
Trust Territory of the Pacific Islands -
Dr M. Kumangai ........................ " ........................ " ...................... .. 
Tonga -. Dr M. 'Ake .................................................................. .. 
Vanuatu - Dr D. Eby .................................... . 
G\J.am - Dr B. Aquino ••••••••••••••••••••••••••••••••• 
Papua New Guinea - Dr A. Solomon •••••••••••••••••••• 
New Caledonia - Dr J. Relias ••••.•••••••.••••••••••• 
French Polynesia - Dr B. Faulques ••••••••••••••••••• 
Cook Islands - Dr T. Teariki ••••••••••••••••••.••••• 

QUESTIONNAIRE REGARDING THE PRESENT LEPROSY 
CONTROL PROGRAMME ......................................... 
POSITION PAPERS ••••••••••••••••••••• ~ ••••••••••••••••••••• 

4.1 

4.2 

4.4 

4.5 

4.6 

4.8 

Criteria for the classification and clinical 
diagnosis of leprosy - Dr J.R. Soldevilla ••••••••••• 
The role of the bacteriological and 
histopathological examination in the diagnosis, 
classification and follow-up of leprosy 
patients - Dr R. Farrugia ••.•.••.••••••.•••••••••••. 
Case-finding and case-holding methods in leprosy 
control programmes - Dr E. Daulako ••.••••...•••••.•• 
The role of health education in a leprosy 
control programme - Dr R. Farrugia ••••••••••••••••.. 
The drugs used in the treatment of leprosy -
Dr R. Farrugia ••••••••••••••••.••••••••••••••••••••• 
Recent trends in the chemotherapy of leprosy 
for control programmes: The rationale of short-term 
combined therapy, its implementation and 
follow-up - Dr R. Jacobson •••.••••••••..•••••••••••• 
Operational aspects related to the introduction of 
short-term combined therapy - Dr L. Lopez-Bravo ••••• 
Lepra reaction and its treatment - Dr E. Daulako •••• 

IDENTIFICATION OF PROBLEMS RELATED TO DIAGNOSIS, 
CASE-FINDING AND CASE-HOLDING ACTIVITIES. POSSIBLE 
APPROACHES TO IMPROVE THESE ACTIVITIES - FINAL REPORT 
OF GROUP DISCUSSION - GROUP 1 ••••••••••••••••••••••••••••• 

1 

2 

2 
3 
3 
4 
4 
5 
6 

7 
7 
8 
8 
9 

10 
10 
II 

12 

12 

12 

13 

13 

14 

14 

16 

18 
19 

20 



ii 

6. IDENTIFICATION OF THE MOST APPROPRIATE REGIMENS FOR THE 
TREATMENT OF LEPROSY IN EACH COUNTRY IN THE SOUTH PACIFIC. 
CONSTRAINTS AND OPERATIONAL FACTORS TO BE TAKEN INTO 
CONSIDERATION - FINAL REPORT OF DISCUSSIONS - GROUP 2 ••••• 24 

7. QUESTIONNAIRE REGARDING THE REQUIREMENTS OF EACH COUNTRY 
TO IMPLEMENT THE NEW COMBINED DRUG REGIMENS ••••••••••••••• 26 

8. FINAL DISCUSSIONS OF GROUP RECOMMENDATIONS .. ,. ............ '" 27 

9. CLOSING CEREMONY ................ ,. ........................... . 27 

10. SUMMARY OF THE RECOMMENDATIONS OF THE SEMINAR ••• • •••• ••• •• 28 

ANNEX 1 - AGENDA .......................................... 29 

ANNEX 2 - LIST OF PARTICIPANTS, CONSULTANTS, TEMPORARY 
ADVISER, OBSERVERS AND SECRETARIAT •••••••••••••• 33 

ANNEX 3 - WORKING PAPERS PRESENTED BY THE CONSULTANTS, 
ADVISER AND SECRETARIAT ••••••••••••••••••••••••• 37/38 

ANNEX 4 - EPIDEMIOLOGICAL PROFILE OF LEPROSY IN COUNTRIES 
OF THE SOUTH PACIFIC •.•••••••••••••••••••••••••• 39/40 

ANNEX 5 - SlIOfARY OF PROBLEMS RELATED TO DIAGNOSIS 
CASE-FINDING AND CASE-HOLDING •••••••••••••••.•.• 41 



1. INTRODUCTION 

The Seminar on Drug Policy for Leprosy Programmes in the South Pacific 
was held in Suva, Fiji, from 28 June to 2 July 1982 in the conference room 
of the Grand Pacific Hotel. 

The objectives of this seminar were: 

(1) to review the operations of the leprosy control service and the 
effectiveness, cost and practicability of application, in the 
country or area being represented, of the new leprosy treatment 
regimens recommended by the WHO Study Group on Chemotherapy of 
Leprosy for Control Programmes; 

(2) to develop guidelines for the use of these regimens in the 
treatment of leprosy in the country or area being represented; and 

(3) to recommend ways and means of improving the leprosy treatment 
service. 

The meeting was opened by Dr L.R. Verstuyft, WHO Representative for 
the South Pacific. He welcomed the participants to Suva on behalf of 
Dr Nakajima, the Regional Director for the WHO Western Pacific Region and 
took the opportunity to emphasize a few facts regarding leprosy in the 
Pacific Islands. In his address, he said that, now that other communicable 
disease were coming under better control, it was appropriate to devote more 
attention to leprosy. The fact that these cases had had to take treatment 
for many years, sometimes for life, had placed a serious burden on the 
health workers. Furthermore, if these cases were not detected early, 
serious deformities and disabilities might result, requiring prolonged care 
with major social and economic implications. Thus, early detection of new 
cases and regular treatment of all active cases were the fundamental 
pillars of an effective leprosy control programme. Adding to the problem 
of leprosy control was the steadily increasing incidence of primary and 
secondary dapsone resistance now affecting nearly all programmes. The 
longer the period of treatment required, the more likely the possibility of 
the patient becoming irregular in his drug intake and thus developing 
resistant strains. It seemed likely therefore that the use of combination 
drug therapy to shorten the duration of therapy and prevent resistance 
would improve the situation. Operational problems differed from country to 
country and these would have to be solved before short-term combined 
regimens could be implemented. The selection of the most appropriate 
combination regimens taking into account the existing operational problems 
in each country was thus the purpose of this meeting. 

Dr Verstuyft closed by thanking the representatives of the New Zealand 
Leprosy Trust Board for their generous support of control programmes in the 
region, the Japanese Shipbuilding Industry Foundation for its financial 
assistance, which had made the seminar possible, and the consultants and 
temporary advisers. He wisbed the participants a successful and fruitful 
meeting and a pleasant stay in Suva. 
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This wss followed by the self-introduction of participants and the 
election of Dr Masao Kumangai as Chairman, Dr Tamarua Teariki as 
Vice-Chairman and Dr Gisela Schecter and Dr W.R. Lang as Rapporteurs. 

The agenda adopted is given in Annex 1. There were 16 participants 
from 14 countries, two consultants, a temporary adviser, two observers and 
secretariat, all of whom are listed in Annex 2. The working papers 
presented by the consultants, temporary adviser and secretariat are listed 
in Annex 3 and copies are available upon request from the office of the WHO 
Programme Coordinator for the South Pacific. 

Dr Jacobson then discussed the organization of the seminar and the 
importance of each participant completing the two questionnaires for their 
respective country or area. The first of these was designed to furnish 
background information on the present leprosy situation in each country and 
the second to list personnel and budgetary requirements if the proposed new 
regimens were to be implemented in each country. All of this information 
would be summarized in the final seminar report. 

2. CURRENT LEPROSY SITUATION IN THE COUNTRIES 
OF THE SOUTH PACIFIC 

An epidemiological profile of leprosy in the countries of the South 
Pacific is given in Annex 4. 

More detailed information regarding the current status of leprosy 
control programmes in their various countries was presented by each of the 
participants. 

2.1 American Samoa (presented by Dr Gisela Schecter) 

Tbe country has a population of about 35 000 with an estimated leprosy 
prevalence of 4 per 1000. There are 362 patients on the registry list, 
which has been kept since the first case was discovered, but many of these 
have died, left the country or been released from COntrol. New cases are 
still occurring with seven found in 1981 and six up to the present in 
1982. The peak incidence occurred in 1976 when 28 cases were found by a 
WHO survey team. The 13 cases discovered in 1981-1982 included five 
lepromatous, four tuberculoid and four indeterminate. Only One of these 
had a bony deformity and 10 were under 30. So it is felt that cases are 
being detected earlier. 

The programme is handled by a physician, who is responsible for both 
leprosy and tuberculosis control, and patients are followed in a general 
medical clinic rather than a separate leprosy clinic. Follow-up and 
maintenance of patients in the control programme is difficult but 
improving. Patients lost from control represent a large group who are 
capable of transmitting the disease to others. Tbe filing system hss heen 
improved however and patients are now being retrieved by the public health 
nurse if they miss clinic appointments. Also all cases in the registry 
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are being evaluated as to their current status (dead, emigrated, out of 
control). With further consistent efforts along these lines transmission, 
should be interrupted and leprosy brought under control within the 
foreseeable future. 

During the discussion, it was noted that all patients are treated with 
combination drug therapy and family contacts are regularly surveyed. 
Contacts of smear positive cases are seen every six months. Four cases of 
secondary dapsone resistance have been found on the basis of clinical 
observations - mouse footpad studies are not available. No cases of 
primary dapsone resistance have thus far been observed. 

2.2 New Zealand (presented by Dr W.R. Lang) 

The problem in New Zealand is a small one involving less than 100 
cases with around 70 in the Auckland area and about 15 in Wellington. 
Nearly all of these are imported, mostly from Samoa, and in fact only three 
new cases have been diagnosed in the country. TWo of these are children 
who were probably exposed elsewhere and one is a Maori who had never left 
the country but who had probably been exposed to an outside case. The 
cases are mostly cared for by general practitioners and Dr Lang. 60% are 
lepromatous and most cases have received combined therapy although some are 
only on monotherapy. One dapsone-resistant case has been detected. 
Clofazimine, rifampicin and dapsone are all readily available in 
New Zealand. Reporting of cases is voluntary. 

The major problems have been in the areas of case-finding and holding 
and compliance. Attempts are regularly made to increase the awareness of 
physicians regarding leprosy through journal articles, lectures, etc. 
There are no active case-finding efforts, however. Case-holding is 
difficult because the patients are part of a very mobile population group 
and sometimes find it difficult, for example, to leave their jobs to keep 
an appointment. There is little or no stigma attached to the disease by 
the European population but considerable stigma may exist in their own 
population group. 

2.3 Fiji (presented by Dr E. Daulako) 

There are now 475 cases on the active list and over 80% of these are 
receiving regular treatment. New cases continue to be detected, mostly by 
medical personnel, but also by self-referral and referral by other 
patients. The number of cases detected each year however continues to 
decline from a high of 76 in 1975 to 16 in 1981. 27% of new cases are 
under 15. Most disabilities detected in new cases are grade I or II with 
few grade III. The racial distribution is 55% Fijian, 35% Indian and 10% 
of other types. Distribution by type of disease is 55% tuberculoid, 25% 
borderline and 20% lepromatous. 37.7% of new cases are detected among 
household contacts. New cases are hospitalized and treated with two drugs 
initially. Tuberculoid cases remain in the hospitai about three to four 
weeks and lepromatous cases until the morphological index (MI) is 
negative. This time is also used for a complete assessment and health 
education of the patient. Over 80% of all cases are seen regularly and 
compliance is thus very high. Defaulter retrieval is an integral part of 
the programme, including the use of home visits if necessary. A number of 
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relapses have been noted recently, going from none in the years before 1978 
to 16 in 1980 but only two in 1981. These are apparently due to the 
development of dapsone resistance and the patients are therefore treated 
with a combination of rifampicin and clofazimine until the morphological 
index is negative followed by clofazimine monotherapy. 

The programme is run from Twomey Hospital in Suva and it includes a 
very active training programme for all types of health personnel. These 
come not only from Fiji but also from 12 other countries in the South 
Pacific. 

2.4 Tuvalu (presented by Dr F. Salesa) 

There are only five known cases in a population of 3000, four of them 
from the same family. All are on treatment with dapsone monotherapy. Four 
are lepromatous and one tuberculoid. All are seen monthly by nurses and 
every six to eight months by a physician. There is no separate leprosy 
hospital. There are limited active case-finding efforts but families of 
the patients are checked once yearly. None of those screened have any 
deformities so it is unlikely any cases are being missed. All case-finding 
efforts are hindered by the fact that Tuvalu's nine islands are scattered 
over an area of half a million square miles. 

2.5 Kiribati (presented by Dr A. Cati) 

The country has a total land area of 673 square kilometres scattered 
over 2 000 000 square miles. It has 258 known leprosy cases in a 
popUlation of 59 912 for a 4.5 per 1000 prevalence rate. 13.6% of the 
total number of registered cases are lepromatous. However, the total 
number of lepromatous cases detected has steadily declined from seven in 
1968 to zero in 1979 as have other categories with borderline going from 
two to zero and tuberculoid from 43 to 17. Cases detected in 1978 and 1979 
included 57.8% age 14 or below and 42.2% age 15 or above. These cases are 
detected early and very few have any disabilities. 

All treatment is fully integrated into the general health care scheme 
with the leprosy hospital having been dismantled in 1981. Care is divided 
into five districts, each of which has a medical officer assisted by 
medical assistants, public health nurses and maternal and ,child health 
aides. The district medical officer and medical assistants deal with the 
leprosy patients except in a few areas where only a public health nurse is 
available to provide care under supervision from above. Nine of the 
available medical assistants have been trained in Fiji. There is no stigma 
attached to the disease and it is felt that the present coverage is 
adequate. Patients tend to isolate themselves until non-infectious. The 
integrated health plan in the country has 13 priorities of which leprosy is 
number eight in a category with other communicable diseases. All health 
staff are given refresher courses twice yearly on health-related and 
priority problems. 

Health education 'is very active reaching the population through health 
information programmes in schools, education of the patients themselves and 
finally the community. The community is asked to take an active part in 
the programmes by encouraging compliance among patients. Treatment follows 
the standard WHO regimen (fifth report) of dapsone plus clofazimine 
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initially followed by dapsone monotherapy. Drugs are dispensed to patients 
fortnightly with more detailed reviews every three months. Skin smears are 
taken and read at a central laboratory. Central and peripheral records are 
kept on the patients, and defaulters are immediately detected and usually 
retrieved by this system. There is one case of possible suI phone 
resistance who has been treated with rifampicin. During the discussion of 
this report, the high rate of disease among those 14 and under was 
questioned because in theory, this would suggest the possibility of 
undetected lepromatous cases in the population. In reply, it was noted 
that this probably resulted from recent intense school surveys and 
therefore might be artificially high. Biopsies were not done to confirm 
all of these cases but they hope to do them in the future with the biopsy 
material referred to Fiji for interpretation. 

2.6 Solomon Islands (presented by Dr A. Roberts) 

Solomon Islands is a developing country with a very low budget for 
health - $1.8 million this year or 5% of the total budget. Since the 
population is 250 000, this amounts to only $8 per year for all health 
needs including salaries, transport, drugs, etc. For leprosy, this 
situation is fortunately eased somewhat by the assistance provided by the 
New Zealand Leprosy Trust Board. Other problems hindering health care 
include the rugged terrain of the islands making much of the population 
relatively inaccessible and the recent f. falciparum malaria epidemic. 
This epidemic includes many with chloroquine-resistant disease, and has 
affected 60 000 people in the last year taking resources and personnel away 
from other communicable disease problems. 

There are about 700 leprosy cases for an overall prevalence of 2.8 per 
1000 population; however, most (400) are located on Guadalcanal where the 
prevalence is 8 per 1000. There were 50 new cases registered last year for 
an incidence of 0.2 per 1000. The number of new cases has fluctuated 
between 30 and 50 annually, probably reflecting variations in case-finding 
efforts rather than any real variation in incidence. The 241 new cases 
registered since 1976 have consisted of 49% tuberculoid, 29% borderline and 
indeterminate, and 22% lepromatous and borderline lepromatous. Males 
predominated by a ratio of 2:1 and 15% were under the age of 15. Diagnosis 
is confirmed by biopsy in most cases. There is little active case-finding 
at present, even among household contacts. Case-holding is also relatively 
poor at present. For example, of the 94 bacil1iferous cases diagnosed in 
the last 10 years and recently reviewed, only 8 had been seen in the 
previous three months and 40 had not been seen by any medical worker for 
over a year. This seems to represent the major deficiency in the programme 
and it is thus not surprising that clinical evidence of dapsone resistance 
is being found in more longstanding lepromatous cases nOw returning to the 
hospital. 

Treatment for bacilliferous cases consists of clofazimine plus 
rifampicin until the MI is zero, followed by dapsone plus clofazimine for 
six months and then dapsone monotherapy indefinitely. In the last year, a 
few lepromatous cases who have been smear negative with no clinical signs 
of activity for at least ten years have been given a single 1500 mg dose of 
rifampicin and released from control. 
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Rehabilitation efforts may have been hindered by lack of a shoemaker. 
Patients will not readily accept a basketball boot with moulded plastazote 
insole for treatment of the most common disability which is a neuropathic 
foot since they are unsuitable for gardening and other daily activities. 
Hard plastic sandals with socks are usually used instead. The major 
constraints in the leprosy programme can thus be summarized as follows: 

(1) Organization and administration 

(a) Effectively no one is in overall charge to coordinate the 
programme, monitor, follow-up and supervise leprosy 
workers. The Chief Medical Officer for communicable 
diseases would normally have this role but the malaria 
epidemic has required all his efforts. 

(b) Lack of responsibility for follow up among the leprosy field 
workers, the touring provincial medical officer and the 
clinic nurse. 

(c) Inadequate documentation of follow up. 

(2) Staffing problems 

(a) Shortage of manpower in the health service 

(b) Mobility of the staff due to promotions, training courses 
and leaving the service. 

(c) The non-involvement and lack of training in leprosy among 
clinic nurses. The nurses remain reluctant to involve 
themselves in leprosy care, regarding this as the 
specialized province of the leprosy field worker or medical 
officer. 

2.7 Samoa (presented by Dr V. Levi) 

The country is relatively poor and participation of the general 
population must be relied upon for any health programme to succeed. Active 
control efforts for leprosy first began in 1975 with the assistance of WHO 
consultants. 

At present, there are 410 cases in the registry with 70.6% of these 
still on treatment, 3.9% having completed treatment, 7.3% under 
surveillance, 0.5% now deceased and 17.6% emigrated. There has been an 
ongoing tuberculosis and leprosy survey for the last few years and in 
1980-1981, 15 new cases were found. The number of new cases may be 
declining and there are few new cases with major deformities. Most 
patients on treatment are seen regularly for follow up but it is uncertain 
exactly how many are actually taking their drugs. Non-infectious cases are 
not hospitalized but infectious cases are admitted and started on 600 mg of 
rifampicin plus 100 mg of clofazimine plus 100 mg of dapsone daily. Within 
a month, most have converted to non-infectious and are discharged on 100 mg 
of dapsone daily with 100 mg of clofazimine three times a week. The case. 
then become the responsibility of the district health personnel. It is 
hoped to begin examining all contacts of known cases at six-month intervals 
fOf fQUf years but implementation of this programme awaits training of six 
or seven nurses in Fiji. 
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Major constraints on the programme at present include, first, a lack 
of manpower - there is only one laboratory technician for tuberculosis and 
leprosy for example. Second, there is a lack of follow up by district 
health personnel. Third, emigration of patients and, finally, although the 
stigma people attach to leprosy has diminished among the general 
population, it remains a problem in the attitudes of health care workers. 

2.8 Trust Territory of the Pacific Islands (presented by Dr M. Kumangai) 

Dr Kumangai said that he head been assigned to leprosy control on the 
island of Palau for only two months and that he had information only on 
that area of TTPI. Palau has 14 000 people with an area of 190 square 
miles. Most people can be reached by a boat trip of two hours Dr less. 
There are only 14 cases in the region: eight lepromatous, one borderline, 
four tuberculoid and one indeterminate. 11 cases are taking their drugs as 
prescribed. Three new cases were detected last year, all lepromatous. 
Diagnosis is done only on the basis of biopsy with treatment deferred until 
the biopsy report is returned. Skin smears were not taken until recently. 
New lepromatous cases are treated with dapsone plus rifampicine for six 
weeks, followed by dapsone monotherapy. Patients are called for follow-up 
appointments by radio. There is no formal policy regarding visits, i.e. 
the doctor or nurse decides how much medication to give the patient each 
time. Contact examination have not been regularly done but it is hoped to 
do them in the future and there are some areas that should perhaps have a 
general survey since cases were reportedly found there in the past. The 
case registry is now up to date and the problem should be easily 
controllable. Only one out of eight lepromatous cases has any deformity. 

Dr E. Jano later supplied the following information about Ponape. 
There are 321 cases with 37 detected during 1981. Most of theae new cases 
are from one atoll where 110 of 805 residents have been found to have the 
disease - most of them paucibacillary. All new cases are biopsied and 
treated initially with dapsone plus rifampicin. Some dapsone-resistant 
cases have been encountered and these are being treated with clofazimine 
plus rifampicin. Problems faced by the present programme include lack of 
training for the staff, insufficient supervision of peripheral health 
workers, poor transport and communication. no proper information system and 
lack of motivation among leprosy patients. For all of TTPI, there are 620 
cases in all. 

2.9 Tonga <presented by Dr M. 'Ake) 

There are four main islands with a population of 100 000 and it is 
relatively easy to get around all of them. Two of the islands have leprosy 
cases and at present there are only 23 active known cases. In 1968, 
Makogai leprosarium was closed and the Tongan patients were treated in a 
local leprossrium which was closed last year. 11 new cases were detected 
during a survey of the islands in 1978: six tuberculoid, three 
indeterminate and two classification unknown. Very high doses of dapsone 
have always been used. Lepromatous patients formerly received 300 me per 
day and now are given 200 to 300 me per day. Paucibacillary patients 
receive only 100 mg per day. The patients are seen at three-month 
intervals and skin smears are done at each visit. Two cases are 
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dapsone-resistant, and these were initially treated with 100 mg of 
clofazimine plus 600 mg of rifampicin followed by clofazimine monotherapy. 
There are few constraints in the programme; limited health education may be 
the only one. 

During the discussion, it was pointed out that the 300 mg per day dose 
of dapsone was very well tolerated and accepted by patients and may be one 
of the reasons there has been so little dapsone resistance among the Tongan 
patients formerly at Makogai. 

2.10 Vanuatu (presented by Dr D. Eby) 

The country is made up of 12 major and 60 small islands with a total 
population of about 118 000. It became independent only relatively 
recently and a coordinator for tuberculosis and leprosy control was not 
appointed until May 1982. There are 226 leprosy cases on the national 
registry (prevalence 1.8 per 1000), including 76 lepromatous, 94 
tuberculoid, 48 borderline and 8 indeterminate. Most are on dapsone 
mono therapy but 21 receive dapsone plus clofazimine, two dapsone plus 
rifampicin and two clofazimine plus rifampicin. Three new cases were 
detected in 1981; overall case-finding efforts are poor. There are two 
known dapsone resistant cases. Follow-up varies considerably from being 
good in some areas particularly the large islands, to poor on the small 
islands. Follow-up in Dr Eby's own district, is 75-80% for the 30 active 
cases. 

Leprosy at present has a low priority and tra1n1ng and supervision 
tend to be poor, in part because of a high turnover rate and low budget. 
There is also a lack of motivation among leprosy patients and no contact 
tracing is done. The country is starting to make progress however, and 
leprosy control should improve as criteria for leprosy diagnosis and 
treatment and case holding are established and distributed throughout the 
country. 

2.11 Guam (presented by Dr B. Aquino) 

The island has a population of about 100 000 with 26 known leprosy 
cases of which 22 are lepromatous, two tuberculoid and two indeterminate. 
Of these, 16 are native to Guam, two are from the Trust Territories and 
sixe are from the Philippines. Leprosy and tuberculosis are handled by the 
same departwent. Three new cases were found in 1980 and one in 1981. 
Treatment was formerly with dapsone mono therapy but it is now used in 
combination with rifampicin. Only eight cases are currently being followed 
as 10 lepromatous cases have been discharged after many years of therapy 
without relapse. Two possible dapsone-resistant cases were sent to 
Carville for evaluation. Follow-up is once monthly for all cases and 
contacts are regularly seen. 

The major constraints on the programme include lack of funds for 
training, evaluation of suspected cases by private physicians familiar with 
leprosy, absence of an active case-finding programme and non-availability 
of clofazimine. 
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During the discussion, the question was raised as to whether the old 
inactive lepromatous cases should be placed back on treatment after being 
inactive and off dapsone for many years now. The comment was made that the 
original diagnosis as to type of leprosy may have been incorrect in the 
cases and that, in any event, if at least annual follow-up was maintained, 
it was probably not necessary to restart therapy. 

2.12 Papua New Guinea (presented by Dr A. Solomon) 

The country has an area of 460 000 square kilometres and includes both 
highland and lowland regions. Access to many areas is extremely difficult 
because of the terrain. It has a population of 3 006 799. Health care is 
provided through a network of 22 hospitals, 579 health centres, seven 
tuberculosis and leprosy clinics and 1916 sub-health centres and aid 
posts. In 1971, integration of leprosy into the general health services 
was begun and was completed by 1977. 

There is currently a staff of 105 engaged in tuberculosis and leprosy 
control, who are guided in all details of the programme by the manual 
"Standard Management of Tuberculosis/Leprosy in Papua New Guinea". The 
programme is under the overall supervision of the provincial health 
officer, who is assisted by a tuberculosis/leprosy control officer in each 
of the 20 provinces. The latter organizes training and provides direct 
supervision to various levels of the tuberculos/leprosy control programmes 
in his province. 

Diagnosis requires the presence of at least two cardinal signs and a 
biopsy must be done. Case-finding, case-holding, follow-up, rehabilitation 
and health education are incorporated into the duties of the various health 
workers. There are currently 8246 cases registered with a prevalence rate 
of 2.7 per 1000 population. The breakdown of cases includes 2397 
lepromatous, 1875 borderline lepromatous, 3167 tuberculoid, 522 
indeterminate and 285 neuritic. New cases have ranged from 664 to 722 over 
the last five years with 712 in 1981 including 98 11, 170 BL, 335 TT, and 
45 N. Mu1tibacillary cases are treated with 100 ms of dapsone and 100 ms 
of clofazimine daily for 12 weeks followed by dapsone monotherapy, whereas 
paucibacillary cases receive only dapsone monotherapy. Depending on the 
reliability of the patient, access to the health care centre and other 
factors, the patient may receive his dapsone fully supervised (300 mg twice 
a week) or unsupervised being given four weeks supply to take at home on 
each visit. Lepromatous patients continue treatment for life, borderline 
tuberculoid for five to seven years, tuberculoid for five years and 
neuritic and indeterminate for two to three years. Four dapsone-resistant 
cases (mouse footpad proven) have been found and these were managed with 
clofazimine plus rifampicin for three months followed by clofazimine 
monotherapy. Reactions are a serious problem in many cases but treatment 
is always continued during reaction episodes. 

Outside financial assistance for the programme has come mainly from 
WHO/Sasakawa Memorial Health Foundation and also from several smaller 
agencies. Major constraints on the programme at present include a lack of 
supervision and skilled manpower, very limited funds and inadequate 
facilities for transportation and distribution of drugs. 
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2.13 New Caledonia (presented by Dr J. Helias) 

There are 139 000 inhabitants with a total of 505 cases on the leprosy 
registry, giving a prevalence of 3.6 per 1000. 65.3% of these are 
lepromatous, 23.5% tuberculoid and 11.2% indeterminate. During 1981, 29 
new cases were detected, 48% being multibacillary and 52% paucibacillary. 
Half were 15 or below. Cases were detected by examination of school 
children, all military recruits, all workers entering the country and all 
contacts of detected cases. Detailed follow-up once or twice yearly is 
done by the Mobile Leprosy Controller or the Central Hospital in Noumea. 

There is a single leprosarium with 77 inpatients; a total of 86 
patients are hospitalized there during the year. Most of the new 
admissions are new contagious cases detected during the year but the 
majority of the patients there are old and handicapped. Of the 428 
patients not hospitalized, 70.8% are receiving regular treatment, 20.8% 
irregular treatment and 8.3% no treatment. There are also 49 patients who 
are being followed up without treatment. A trial of three years' treatment 
with Hansolar for contacts was initiated in 1977 but abandoned in 1981 
because it seemed to have no effect on the incidence of the disease. They 
have now switched to a single dose combination of rifampicin, dapsone, 
ethionamide and clofazimine. 

Up until this year, no evidence of dapsone resistance had been found 
but there are now six suspect cases awaiting mouse footpad confirmation. 
Health educution is very active and there are approximately 1000 health 
worker volunteers trained for this purpose. There is also a training 
course once yearly for nurses from the 19 peripheral dispensaries. 

For the last decade, the standard treatment of multibacillary cases 
has included dapsone with rifampicin and/or clofazimine. Recently, a new 
trial of short-term fully supervised chemotherapy was begun. 
Kultibacillary cases are being given 600 mg of rifampicin, 100 mg of 
clofazimine and 500 mg of ethionamide every 15 days for two years and 
paucibacillary the same but for only three months. Patients are admitted 
to the trial if they have had their disease less than five years and 67 (34 
paucibacillary and 33 multibacillary) are presently enrolled. They will 
all be followed up twice yearly for ten years upon completion of therapy. 
So far, the regimens have been well accepted'with few side effects and 
results are similar to what one would expect with conventional therapy. 

2.14 French Polynesia (presented by Dr B. Faulques) 

There is a total of 295 cases in the country, 202 of them in Tahiti 
itself. 50% of the cases are lepromatous, 27% borderline, 13% tuberculoid 
and 10% indeterminate and unclassified. Ten to 15 new cases are detected 
yearly and of the 10 cases found in 1981, four were lepromatous, four 
tuberculoid, one indeterminste and one unclassified. Follow-up is good in 
Tahiti (99%) but poor elsewhere with only 26 out of 93 cases examined in 
1981. Contacts are regularly checked but in 1981 only one new case was 
found among 243 contacts examined. 
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Standard treatment for paucibacillary (TT and HT) cases was 100 mg of 
dapsone daily with 750 mg of sulfomethoxypyridazine three times weekly both 
for three yuars. Follow-up was then continued for two more years at which 
time they were released from control. Multibacillary cases were given 
100 mg of dapsone, 600 mg of rifampicin and 500 mg of ethionamide for two 
months followed by life-long daily dapsone. Indeterminate cases were given 
100 mg of dapsone daily for an average of three years. 

Earlier this year, a new treatment programme was initiated in 
cooperation with the Pasteur Institute. Multibacillary cases who consent 
to inclusion in the trial will now receive 100 mg of dapsone, 100 mg of 
clofazimine, 600 mg pf rifampicin and 500 mg of ethionamide daily for two 
months and then twice weekly for four months for a total of 92 doses. 
Paucibacillary will receive the same regimen but only once monthly for six 
months. Prolonged follow-up of these cases will then be maintained looking 
for signs of relapse. Thus far the regimens have been well tolerated 
except for two multibacillary cases. One, a 42-year old man, died of 
fulminant hepatitis after 64 doses and the second, a 35 years old woman, 
developed hepatitis after 84 doses but recovered. In both instances, it 
was felt that the combination of rifampicin and ethionamide was 
contributory. To date, there have been no dapsone-resistant cases 
identified in French Polynesia. 

Cases are considered multibacillary if they have two or more of the 
fOllowing: a positive nasal scraping, a positive skin smear, bacilli noted 
on skin biopsy or a negative mitsuda reaction. The major constraints on 
the programme are first, geographical with thousands of islands scattered 
over a wide area; second, lack of manpower; third, takeover of some cases 
by private physicians; and fourth, the fact that for years the major 
emphasis of the health programme has been on filariasis. 

2.15 Cook Islands (presented by Dr T. Teariki) 

The prevalence of leprosy is 1.25 per 1000 with only 20 known cases. 
Fourteen are currently under treatment and there was recently one new 
case. The two main islands with the disease were surveyed in 1981 and 
there is one more island which should be surveyed. The programme is under 
the tuberculosis and leprosy section of public health and has been entirely 
domiciliary since the leprosarium was closed ten years ago. Treatment has 
been mainly with dapsone monotherapy, with some clofazimine used during the 
last five years and more recently rifampicin. 

The main constraints on the programme are: 

(1) Geographical. There are 15 islands scattered over a large srea 
with poor communications between islands and frequent migration 
of some of the population to New Zealand. 

(2) Lack of supervision of both staff and patients. 

(3) The instability of the staff and overall attitude of the health 
workers. 

(4) Poor compliance and inadequate health education among patients. 
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3. QUESTIONNAIRE REGARDING THE PRESENT J.EPROSY CONTROL PROGRAMME 

The answer to many of the questions are contained in the country 
reports (Section 2). The following additional data were of interest 
however. 

(1) Most respondents accept progression of a patient's disease 
clinically and on biopsy and/or skin smears while dapsone is 
being prescribed, as evidence of sulfone resistance without 
resorting to a monitored clinical trial. 

(2) Criteria for considering a patient's disease inactive are quite 
uniform, involving a variable period of negative skin smears with 
no clinical signs of activity. 

(3) Most respondents treat lepromatous patients for life but a few 
restrict it to 5 to 15 years beyond negativity. 

(4) Regularity of treatment for those programmes with data available 
ranged from 40% to over 80%. 

(5) Constraints leading to irregular treatment of patients, yielded a 
variety of answers but lack of training and insufficient 
supervision among the health staff were frequently checked, as 
were poor means of transportation and communication and lack of 
motivation among leprosy patients. 

(6) Many possible causes for irregular intake of drugs by patients 
were given together with a number of solutions. Ignorance of the 
patient regarding his disease, correctable by more intense health 
education, was the most commonm answer, however. Ready 
availability of health services was also considered important for 
improving compliance. 

4. POSITION PAPERS 

Eight position papers were presented and they are listed in the 
programme (Annex 1) and in Annex 3 with their order number. Copies may be 
obtained by writing to the office of the WHO Programme Coordinator for the 
South Pacific, P.O. Box 113, Suva, Fiji. A brief summary of each follows! 

4.1 Criteria for the classification and clinical diagnosis of leprosy 
by Dr J.R. Soldevilla 

The epidemiology and evolution of leprosy were reviewed. This was 
followed by a discussion of the characteristics of each type -
indeterminate, tuberculoid, lepromatous and borderline - as a guideline to 
classification. The diagnosis is based on clinical findings and 
bacteriological examination. Skin smears should be taken from every 
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suspected case and, although a positive result confirms the diagnosis, a 
negative one does not exclude it. The cardinal signs of leprosy were 
listed, i.e. skin lesions, thickened nerves and anaesthesia or loss of 
sensation. If skin smears are negative, at least two of the three clinical 
signs are necessary to confirm a diagnosis of leprosy. 

4.2 The role of the bacteriological and histopathological examination 
in the diagnosis, classification and follow-up of leprosy patients 
by Dr R. Farrugia 

The role of the laboratory in the diagnosis and management of leprosy 
was reviewed. At the time the diagnosis is first considered, skin smears 
should be taken and a positive result will confirm the diagnosis. If 
smears are negative, a biopsy may be helpful. The histopathological 
findings in early leprosy were discussed. 

For classification, the biopsy is very useful and the histopathology 
of the various types of leprosy was reviewed. 

Follow-up requires the regular use of skin smears to first of all 
determine that the HI has become negative, indicating response of the 
patient to treatment. In the longer term, the bacteriological index (BI) 
should steadily fall as the patient continues to respond. If relapse 
should occur, it will be evidenced by a deterioration of the skin smears 
once again. 

4.3 Case-finding and case-holding methods in leprosy control programmes 
by Dr E. Dau1ako 

Case-finding efforts should first of all concentrate on household 
contacts because of their extensive exposure to the infection. Screening 
should be done on a regular basis. Screening of school children is also 
easy and usually productive in areas with a significant prevalence. The 
same would be true of certain communities with a very high prevalence. 
Mass population surveys on the other hand are useful only in areas where 
the prevalence is extremely high everywhere. Health education is a key 
part of any successful case-finding effort since the community, patients 
and patient's families will cooperate only to the extent that they are 
informed. 

Case-holding is the most frustrating aspect of leprosy control. For 
any programme to succeed, it must be well organized and most of those now 
in existence will require considerable strengthening to cope with the 
proposed new regimens. Defaulter action is of course extremely important 
and this action should be immediate if it is to succeed in terms of the 
overall control programme. Simple methods such as tablet counting are 
useful to check compliance. As with case-finding, health education is also 
vital to case-holding. The patients and their families must understand the 
disease and the reason for prolonged treatment and what problems such as 
reactions may be encountered during treatment. Regular clinical and 
bacteriological examinations are also essential as are prevention of 
disabilities and immediate treatment of such problems as lepra reactions. 
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4.4 The role of health education in a leprosy control programme 
by Dr R. Farrugia 

Health education's role is to change people's behaviour in a way which 
is beneficial for health. Conditions vary so each country should devise 
their own health education programmes in a way that is most specific and 
beneficial for them. 

The medical services must go to the patient, his family and his 
contacts rather than waiting for them to come there for information. They 
will collaborate only to the extent that they understand the disease. 
Early cases can also be detected to the extent that these and other 
populations at risk know about the early signs of the disease. 
Furthermore, the patient will collaborate with prolonged treatment only if 
he understands the reason for it. Such voluntary collaboration from 
patients simplifies the control programme. The family should also be 
encouraged to see that the patient takes his drugs regularly, gets new 
supplies wherever necessary and attends follow-up when asked. Prevention 
of deformities is also possible only if patients know the early signs of 
nerve involvement and seek help at once. If the patient does not 
understand this and the possibility of reactional states, he will be 
tempted to default from treatment when they occur. The patient and his 
family will also be helped to the extent that health education can dispel 
the taboos and prejudices attached to leprosy. 

The means of health education will vary from country to country, 
depending on the geographical, economical and cultural factors involved. A 
health educator should ideally be a part of every medical team. It is of 
course not always easy to convince people to change their beliefs but 
several approaches are possible. Television and radio might be useful if 
people have such equipment and are willing to listen and understand. 
Usually, this is not the case however and other channels must be utilized 
such as traditional leaders, community meetings, women's meetings and 
schools. To be successful, health education information will have to be 
repeated regularly. 

Constraints include geographical factors, sociological and cultural 
problems snd economic conditions. Economic limitations would be less of a 
problem if only governments would learn that health education can save 
money in the long run since prevention of disease always costs les8 than 
its treatment. 

The role of the doctor in any programme should be one of a leader. 
Any doctor should feel as responsible for health education as for his other 
medical activities. Such education efforts should be directed to the 
medical team, health workers, health assistants and the patient, his family 
and his community. 

4.5 The drugs used in the treatment of leprosy by Dr R. Farrugia 

The minimal inhibitory concentration for ~. leprae, the usually 
recommended dosage, the ratio of the peak serum concentration of the drug 
to its minimum inhibitory concentration (MIe), the length of time following 
a single dose that the MIC is exceeded, and an estimate of bactericidal 
activity were reviewed for each of the anti-leprosy drugs available. 
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Resistance of ~. leprae to dapsone was also discussed and it was noted 
that it should be suspected wherever a patient fails to improve or 
deteriorates during supervised treatment with the drug. This can be 
further confirmed by a mouse footpad study but this is expensive and not 
readily available in most areas. Secondary dapsone resistance was first 
suspected clinically in the 1950s but not proven in the mouse footpad until 
the early 1960s. Since then, it has become very widespread throughout the 
world with a steadily increasing prevalence and incidence. Low-dose 
dapsone therapy and irregular treatment are thought to be primarily 
responsible although it may occasionally be noted even in patients who 
seemingly take treatment regularly. 

It has now been established that those harbouring dapsone-resistant 
M. leprae may transmit this infection to their contacts resulting in new 
cases who are primary dapsone-resistant. Although this may be detected 
relatively quickly in the mouse footpad or by lack of a clinical response 
in multibacil1ary cases, recognition may take longer in a paucibacil1ary 
case. Since a case was detected at Carville in 1971 on a mouse footpad 
study, it has now been found in many areas, particularly high rates being 
noted in Ethiopia and Mali among mu1tibaci11ary cases. It must be assumed 
that in these areas, the prevalence is at least as high in paucibaci11ary 
cases also. 

Secondary resistance has also been 
anti-leprosy drugs except clofazimine. 
extremely low up to the present time. 

reported' to all the other 
Fortunately, the prevalence remains 

Persistent viable bacilli have been known to exist since the earliest 
days of leprosy chemotherapy since relapse frequently occurred in 
mu1tibacillary cases if treatment was ever discontinued. They were first 
demonstrated by the use of the mouse footpad in 1974 among dapsone treated 
patients and have since been detected after prolonged treatment with 
regimens containing rifampicin or c10fazimine also. 

In spite of steadily increasing evidence that dapsone monotherapy is 
ineffective and insufficient as a leprosy control measure, its use 
continues up to the present time in many areas for several reasons: 

(a) a failure to perceive the urgency of the situation; 

(b) unwillingness to retrain personnel for the management of patients 
on combined therapy and carry out a reassignment of tasks and 
priorities of treatment activities; 

(c) a failure to compare the cost-effectiveness of effective combined 
chemotherapy for a limited period with effective drugs with the 
much less effective mono therapy for a long period of time with 
inexpensive drugs. 
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4.6 Recent trends in the chemotherapy of leprosy for control programmes: 
The rationale of short term combined therapy, its implementation and 
follow up by Dr R. Jacobson 

The historical development of the current approach to leprosy 
chemotherapy was reviewed so that the rationale of recent trends could be 
better understood. It was noted that the problem with dapsone resistance 
arose because this drug was frequently given in doses that were too low, 
intake was often irregular and it was used as monotherapy. A complete 
understanding as to how dapsone should be given, even when used as a 
monotherapy, developed very slowly. It was not until the last decade, that 
it was realized that it, like other chemotherapeutic agents, should be 
given in a dose as many times its MIC for ~. leprae as possible, if drug 
resistance is to be avoided, at the same time trying to minimize toxicity, 
and furthermore that it should be started in full doses, therapy being 
maintained even during reactive episodes. 

Drugs other than dapsone available for multi-drug therapy were 
reviewed and only rifampicin, clofazimine and either ethionamide or 
prothionamide were said to be suitable for a variety of reasons such as the 
fact that they all have at least some bactericidal activity. 

Clinical secondary dapsone resistance first appeared in the late 1950s 
and the prevalence has steadily increased with the passage of time. It is 
now apparent that all countries where sulfones have been used for prolonged 
periods probably have some dapsone-resistant cases. More recently primary 
dapsone resistance has, as expected, been noted and, in some areas such as 
Ethiopia, has reached alarming proportions. 

Dapsone resistance can be detected either via a monitored clinical 
trial or a mouse footpad study. Neither of these approaches is practical 
in a country with a high prevalence of the disease and this must be 
considered when designing proposed combination drug regimens. 

Bacterial persistence in leprosy has been the cause of considerable 
concern. This has been noted with other infections, in particular 
tuberculosis. Persistence of course is not the same as resistance and the 
former seems to result from an adaptive process while the latter is a 
selection process. Persisters will remain sensitive to the drugs 
originally used to treat the infection while resisters will not. It may be 
that no drug or combination of drugs presently available is capable of 
completely eradicating persisting~. leprae. Experience in tuberculosis 
chemotherapy however suggests that the occasional demonstration of viable 
drug susceptible organisms after prolonged treatment does not necessarily 
mean that relapse is inevitable and is not a valid argument against drug 
trials aimed at the eventual discontinuance of therapy in patients with 
multibacillary disease. 

Combined drug regimens have previously been recommended, particularly 
in the report of the Fifth WHO Expert Committee on Leprosy in 1977. This 
was not widely adopted and had no major impact on therapy probably because 
of widespread failure to appreciate the urgency of the situation. It is 
now apparent however, that further delays in implementing well-planned and 
well-excuted programmes of combined chemotherapy may lead to a catastrophic 
situation with an ever increasing prevalence of dapsone resistance and 
widespread development of multi-drug resistance. 
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Any proposed regimens must be efficacious, safe, operationally 
feasible and have a reasonable cost. Under the present circumstances, if 
any combination regimen is to be adequate for multibacillary patients, it 
must contain two drugs other than dapsone since some patients may already 
harbour dapsone resistant bacilli. Giving such patients dapsone plus only 
one other drug would then in effect be like giving them mono therapy with 
the second drug. Paucibacillary cases could on the other hand be treated 
with mono therapy unless they already harbour drug resistant organisms. 

Any regimen chosen must be reasonably safe so it is necessary to 
choose drug combinations and doses that will maximize effectiveness while 
minimizing tOX1C1ty_ Regimens should also be as fully 8upervisable as 
possible and it is desirable that they contain a fixed combination that can 
be given to all patients since this greatly simplifies administration and 
may improve compliance. When considering cost, it is likely that any 
combination which involves intensive, relatively short-term treatment 18 

likely to end up more cost-effective than the traditional approach of 
life-long dapsone mono therapy for multibacillary patients. 

It is thus clear that the only way to prevent the further spread of 
dapsone resistant disease is to use multi-drug therapy. Since any regimen 
must be suitable for all patients, whether or not they are harbouring 
dapsone-resistant ~. leprae, supervised trials of dapsone mono therapy or 
mouse footpad studies to detect such resistance are unnecessary. 

In so far as the duration of treatment for multibacillary cases is 
concerned, the combination should be continued until the size of the 
bacillary population has been reduced to the point where resistant mutants 
are no longer present. Since the exact time to achieve this is not known, 
it is recommended that combined therapy be given for at least two years and 
wherever possible continued up to smear negativity. 

Considering the drugs available, the WHO Study Group on Chemotherapy 
of Leprosy for Control Programmes recommended the following standard 
treatment regimen for the typical adult patient with multibacillary leprosy: 

Rifampicin 600 mg once monthly, supervised 
Dapsone 100 mg daily, self-administered 
Clofazimine 300 mg once monthly, supervised and 

50 mg daily, self-administered 

Where clofazimine is unacceptable because of the skin coloration it 
causes, its replacement by 250 to 375 mg of self-administered daily doses 
of ethionamide or prothionamide should be considered. 

For paucibacillary disease, relatively short-course chemotherapy with 
the very potent bactericidal drug rifampicin becomes feasible. This would 
circumvent the possible problem of primary dapsone resistance and avoid the 
high failure rate associated with long-term dapsone therapy. It would also 
ultimately free personnel to devote most of their time to the management of 
multibacillary patients and other activities of the control programme. 
Since patients with paucibacillary leprosy are usually not expected to 
harbour rifampicin-resistant ~. leprae, mono therapy with rifampicin should 
theoretically be satisfactory. In order to avoid the risk of rifampicin 
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resistance in patients who are wrongly diagnosed as paucibacillary however, 
the study group recommended that combined therapy with rifampicin and 
dapsone be given to all cases as follows: 

Rifampicin 600 mg once monthly for 6 months, supervised 
Dapsone 100 mg daily for 6 months, unsupervised. 

If treatment is interrupted for any reason, the regimen should be 
restarted to complete the full course. 

Finally, possible problems with the proposed regimens such as the 
acceptability of clofazimine to light-skinned patients were discussed. It 
was further suggested that perhaps patients having reactions requiring 
corticosteroids for their control should always continue on the regimen to 
beyond the point where the corticosteroids have been discontinued by 
analogy with the situation in tuberculosis. Also, since the regimens have 
not beert tried on a large scale as yet, it was emphasized that prolonged 
follow up on patients initially treated with these regimens will be 
necessary to determine the extent to which relapse might be a problem. 

4.7 Operational aspects related to the introduction of short-term 
combined therapy by Dr L. Lopez-Bravo 

The various problems or constraints that leprosy control programmes in 
the Pacific Islands may encounter in the implementation of the recommended 
short-term combined therapy for leprosy patients were reviewed. Problems 
associated specifically with leprosy and their interrelationship seem 
basically to have resulted from poor technology. Long-term therapy causes 
irregularity and discontinuity of treatment, deformities follow, and the 
fear of the same results in stigma. 

Specific problems of leprosy control programmes on a country-by-country 
basis were considered by the First Regional Working Group on Leprosy in 
Manila in 1978 and it was noted that training of health personnel at all 
levels and the need for improving supervision of control activities were 
the first and second priorities for most countries. The order of 
priorities may of course change when some problem areas are improved or 
corrected while others remain the same or deteriorate. 

Reasons for default among leprosy patients were reviewed and include 
carelessness, illiteracy and ignorance, prolonged treatment period, season, 
distance and poverty, social stigma, etc. in decreasing order of 
frequency. Urinary dapsone studies done demonstrated very poor overall 
compliance even in some hospitalized patients so a reassessment of existing 
programmes of treatment supervision is needed. 

The WHO Study Group on chemotherapy of leprosy for control programmes 
offers a number of guidelines for improvement of the operational aspects 
when the new treatment regimens are introduced. Case-detection activities 
will have to be intensified in all areas where treatment facilities are 
available. Laboratory facilities must also be improved, particularly with 
regard to bacteriological examination; retraining of the staff will usually 
be essential. Referral facilities for occasional mouse footpad studies are 
also desirable and laboratory facilities to assess occasional patients 
before therapy and for any possible toxicity after therapy is started are 
essential. 
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since GIl rifampicin and the monthly doses of clofazimine must be 
administered only under supervision, it may be necessary to devise new 
treatment delivery systems where communication is difficult. Furthermore, 
an efficient system of defaulter retrieval is essential and should include 
home visits to the patient. Comprehensive medical care for the patient 
should be available and a suitable simple system for collecting, recording 
and transmitting data is indispensable. Health education is also a vital 
aspect of all control programmes. 

Before commencement of the programme, an adequate supply of drugs and 
equipment must have been made to the peripheral level and sufficient 
manpower and financial resources are essential. Leprosy control activities 
may need to be reorganized and proper planning and precise project 
formulation with intermediate objectives and operational targets will be 
necessary. Evaluation should be built into the project at the time it is 
formulated. 

Finally, training and retraining of all categories of staff, including 
those working in the primary health care delivery system, must be 
undertaken. A working manual should be prepared for the guidance of all 
personnel engaged in the programmes. 

4.8 Lepra reaction and its treatment by Dr E. Daulako 

The term "lepra reaction" is used to describe the signs and symptoms 
of acute or recurrent chronic inflammation in leprosy lesions, nerves and 
other parts of the body. It usually appears after the patient has started 
treatment but it may also be seen before the patient has actually taken any 
drug. It is important to recognize and treat lepra reactions early as they 
may result in rapid and extensive nerve damage. 

Two general types of reaction are recognized, type I or reversal 
reactions and type II or erythema nodosum leprosum (ENL). The 
characteristics of the two types were discussed and it was noted that the 
type I reactions are seen only in borderline leprosy and type II in 
borderline lepromatous and lepromatous patients. 

Treatment of mild type I reactions involves the use of symptomatic 
measures such as aspirin or splinting of an affected limb if nerve 
tenderness is noted. Patients with severe reactions on the other hand 
should be hospitalized and corticosteroids are usually required to control 
them. Mild type II reactions can be treated like type I but patients with 
severe reactions should be hospitalized. Clofazimine and prednisone can be 
used to control them. Other drugs that are useful include chloroquine, 
antimonials and thalidomide. The use of thalidomide in fertile females is 
restricted because of its teratogenecity, however. 

It was repeatedly emphasized that in all types of reaction 
anti-leprosy drugs should be continued unchanged. 
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5. IDENTIFICATION OF PROBLEMS RELATED TO DIAGNOSIS, 
CASE-FINDING AND CASE-HOLDING ACTIVITIES. 

POSSIBLE APPROACHES TO IMPROVE THESE ACTIVITIES 
(FINAL REPORT OF DISCUSSION - GROUP 1) 

5.1 The problems identified in these areas varied considerably from 
country to country in terms of their incidence and severity. However, 
certain generalizations are possible and these will be summarized after a 
brief report on each of the participating countries or areas. 

American Samoa 

No problem with diagnosis. 
active and steadily improving. 

Case-finding and case-holding are now 
Their registry needs updating. 

New Zealand 

Diagnosis presents no problems. There are no active case-finding 
efforts at present but case-holding is fairly well done. 

Diagnosis is accurate and case-finding and case-holding efforts 
overall are good. 

Tuvalu 

No problem with diagnosis, case-finding or case-holding. 

Kiribati 

Diagnosis is generally satisfactory but case-finding is limited by 
financial problems and case-holding is irregular. 

Solomon Islands 

Diagnosis is generally satisfactory with biopsies taken in 
questionable cases. Case-finding and case-holding efforts are fair. There 
is limited active case-finding and case-holding depending on the interest 
and abilities of the responsible health worker, which vary considerably. 

Samoa 

Misdiagnosis and 
biopsies rarely done. 
efforts at present. 

misclassification have been common with smears or 
There are no active case-finding or case-holding 

Trust Territory of the Pacific Islands 

Diagnosis is fairly satisfactory with biopsies frequently done. 
Case-finding has been mostly passive but case-holding is satisfactory with 
the present personnel. 
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There are no problem with diagnosis but funds are very limited for 
active case-finding. Case-holding however is good. 

Vanuatu 

Diagnosis is not well done because few have had any training and 
experience in this area. Case-finding is poor at present and little active 
case-holding is done. 

Guam 

No one directly involved with the leprosy programme has any diagnostic 
experience and furthermore there are no funds for active case-finding. 
Case-holding however is good. 

Papua New Guinea 

Diagnosis is generally satisfactory with biopsies done when necessary 
and if the patient will permit it. Some active case-finding is done but it 
is very limited and there are some efforts at case-holding with variable 
results. 

New Caledonia 

There are no problems in the areas of diagnosis, case-finding and 
case-holding. 

French Polynesia 

There are no problems with diagnosis. Case-finding and case-holding 
are very good in Tahiti where most of the patients reside but only fair to 
poor elsewhere. 

Cook Islands 

There are problems with diagnosis, with cases that are only suspected 
for leprosy receiving treatment. Case-finding is poor and case-holding 
efforts are irregular. 

5.2 Summary of problems relating to diagnosis 

The situation for all countries regarding diagnosis, case-finding and 
case-holding is summarized in Annex 5. Although 11 of the 15 participating 
countries have a relatively satisfactory situation regarding diagnosis, 
some problems do exist. Overall, these may be summarized as follows: 

(1) A clear policy defining the criteria for making a diagnosis of 
leprosy is frequently not available. Thus, many health personnel 
are often reluctant to make a diagnosis on a clinical basis. On 
the other hand, overdiagnosis is a problem in some areas, 
especially where biopsies of doubtful cases are not done. 
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(2) It is unclear in many countries how long suspect cases should be 
followed without a firm diagnosis, and whether they should all be 
biopsied or just followed clinically. 

(3) Delays in diagnosis as a result of waiting for biopsy reports or 
during an observation period can result in loss of the patient 
because of subsequent difficulty in re-establishing contact. 

(4) In many areas, the training and experience of the medical 
personnel are not adequate to c1in;cal1y diagnose and classify 
the disease accurately. Biopsies and skin smears are not being 
done owing to lack of trained manpower and/or restrictions 
concerning who can perform them. 

5.3 Summary of case-finding problems 

(1) Many countries have made leprosy a low priority item and as a 
result money for active surveillance of contacts and other active 
case-finding efforts has not been available. 

(2) In countries where leprosy control has been integrated into 
primary health care, there is often inadequate training of 
peripheral health workers. Thus, wherever cases are seen by 
them, they may be unable to recognize the early signs of the 
disease. 

(3) Many if not most countries lack the financial resources and 
trained manpower to fully implement programmes of active contact 
surveillance and case-finding. 

(4) The geography and associated travel difficulties are a deterrent 
in some countries thereby limiting regular contact with affected 
families or villages. 

(5) The peripheral health workers are often poorly motivated to seek 
new cases. This frequently results from inadequate supervision 
regarding their surveillance responsibilities. 

5.4 Summary of case-holding problems 

(1) There are frequently inadequate mechanisms for detecting 
defaulters and actively retrieving them to continue their therapy. 

(2) There is often a lack of communication between the clinical staff 
and public health sectors leading to a situation where everyone 
disclaims responsibility for follow-ups. 

(3) Patients are often held on the active case register far too long, 
generally because there is no standard policy regarding release 
of patients from control, usually out of a fear that many will 
relapse. 

(4) Supevision is often lax so that there may be no way to ensure 
that peripheral health workers are in fact following up on 
patients who are non-compliant. 
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(5) patient health education is generally poor so that many patients 
do not understand why they must take treatment - particularly 
long-term treatment. 

5.5 Recommendations to improve diagnosis, case-finding and case-holding 

(1) Establish clear criteria in each programme for establishing a 
diagnosis of leprosy and its proper classification. Suspected or 
"under observation" cases should have the diagnosis either 
confirmed or rejected within one year. 

(2) Every programme must have an active programme of case-finding, 
the extent of which will depend on whether it is dealing with a 
high or low prevalence area. Active defaulter retrieval is also 
essential. 

(3) A clear policy as to when patients should be released from 
control must be established if the case load is to be kept 
manageable. 

(4) When health care delivery must be extensively decentralized for 
reasons of geography and transportation, full integration of 
leprosy into the general health care system is essential to keep 
costs down. 

(5) All health care workers and laboratory technicians should be 
periodically retrained to ensure continued interest and 
competence. Continuing health education of patients should also 
be encouraged. 

(6) If an effective leprosy control programme is to be maintained, 
the interest and adequate financial support of the government is 
critical. Continuing efforts to educate and apprise responsible 
government officials regarding the needs of the programme are 
therefore essential. 

(7) Biopsies should be taken wherever there is doubt regarding the 
accuracy of the diagnosis. These should be read in a centralized 
laboratory experienced in leprosy work. 

(8) A good registry is always the beginning and the heart of an 
efficient control programme. It requires the accurate recording 
and documentation of cases and thereby improves follow-up. 
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6. IDENTIFICATION OF THE MOST APPROPRIATE REGIMENS 
FOR THE TREATMENT OF LEPROSY IN EACH COUNTRY IN 
THE SOUTH PACIFIC. CONSTRAINTS AND OPERATIONAL 

FACTORS TO BE TAKEN INTO CONSIDERATION 
(FINAL REPORT OF DISCUSSIONS - GROUP 2) 

6.1 All participants accepted without reservation and endorsed the 
desirability of implementing the regimes for the short-term combined 
chemotherapy of leprosy exactly as formulated by the WHO Study Group on the 
Chemotherapy of Leprosy for Control Programme. Complete or even partial 
implementation of the regimens in every country represented is not possible 
at this time, however. There were various reasons for this and they can 
best be summarized on a country-by-country basis. 

American Samoa 

They will have no difficulty implementing the regimens. 
Multibacillary cases will probably be treated to BI negativity. 

New Zealand 

Full implementation of the regimens presents no problem and is likely 
to be carried out. 

The regimens can probably be implemented at least in terms of the 70% 
of patients living on Viti Levu but there would be some problems with 
manpower. TWo further medical officers and two additional technicians 
would be necessary so that the present 80% coverage could be upgraded to 
nearly 100%. Without additional manpower, 8 small pilot trial of the 
regimens might be started on the island of Rotuma. 

Tuvalu 

There will be no problem with full implementation of the regimens now. 

Kiribati 

Implementation of the regimens can begin in 7 to 8 months. There are 
four things that must first be improved, however; organizational 
structure; logistical support; tra1n1ng; superv1s10n. The staff must be 
fully prepared. Acceptance of clofazimine will be no problem since it is 
already extensively used. 

Solomon Islands 

Implementation in the whole country is quite beyond the scope of 
resources. It is possible that implementation on a small scale might be 
carried out on the island of Malaita where about 100 patients are gathered 
in a circumscribed area with a permanent doctor and above average nursing 
service. Migration to and from other islands could reduce the number of 
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patients completing adequate courses of therapy and extra funds would be 
required. Such funds might be forthcoming from the New Zealand Leprosy 
Trust Board. It was noted however that malaria, poverty, malnutrition and 
a rapidly rising population represent greater problems to Solomon Islands 
than leprosy. Thus, although without significant improvement in leprosy 
control there will be increased, possibly multi-drug resistance and new 
cases will continue to appear, in the context of the larger problems facing 
the country and the limited resources available, leprosy is likely to 
remain a low priority disease. 

Samoa 

Because case-finding and case-holding remain serious problems, it is 
not feasible at present to attempt country-wide implementation of the new 
regimens. Increased supplies of drugs would also be needed. It is 
proposed to begin by starting only new cases on the regimens rather than 
attempting to do all cases at once. 

Trust Territory of the Pacific Islands 

Implementation on Ponape and Palau is likely if the necessary tralnlng 
of personnel can be carried out and a boat can be provided for transport. 

Tonga 

Implementation of the regimens will present no problem and will be 
attempted. They will need help only with some of the drug costs. 

vanuatu 

The problems are similar to those of Solomon Islands without 
foreseeable solutions. There is no satisfactory area for even a pilot 
trial at this time. 

Guam 

Providing adequate drug supplies are ensured and two additional 
technicians are trained, it should be possible to implement the new 
regimens. 

Papua New Guinea 

Full-scale implementation is far beyond the scope of existing 
resources but local implementation might be possible in one area with about 
80 cases. Migration is likely to be a problem in any trial area. 

New Caledonia and French POlynesia 

Trials of new multi-drug regimens are already under way in these 
countries under the guidance of the Pasteur Institute. 
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Cook Is lands 

The population 1S small and it is proposed to begin the regimens in 
one area, hopefully extending them to the whole country within a year. 
C10fazimine acceptance will be a problem with some patients and for these 
ethionamide would be used. 

6.2 In summary, seven of the 15 country representatives felt they can 
fully implement the new regimens, five may be able to partially implement 
them, one cannot implement them at present and two already have multi-drug 
regimens under trial. 

6.3 The following motion was unanimously adopted by the participants: 

'~e endorse the report of the WHO Study Group entitled Chemotherapy of 
Leprosy for Control Programmes as an ideal towards which the countries 
represented at this meeting should work. While all the countries 
support in principle the desirability of implementing the report 
however, many can do so only to a limited degree or not at all because 
of a lack of resources". 

7. QUESTIONNAIRE REGARDING THE REQUIREMENTS 
OF EACH COUNTRY TO IMPLEMENT THE 

NEW COMBINED DRUG REGIMENS 

As might be expected the needs of the countries varied markedly and 
they can thus only be discussed in general terms. 

(1) Additional personnel requirements varied from zero in countries 
with a relatively low prevalence to 36 in one country with a high 
prevalence. 

(2) Training and personnel requirements were similar, indicating that 
all new personnel would need training, but perhaps overlooking 
the need for retraining the existing staff. 

(3) Most countries would require additional means of transportation 
to implement the new regimens but overall the needs were 
relatively modest and attainable. 

(4) Two-thirds felt that their present record systems were adequate 
though a portion of these indicated that some modifications would 
be necessary. 

(5) Half the respondents felt that their supplies of drugs were 
adequate to implement combination drug therapy. Those with 
deficiencies mainly needed clofszimine and rifampicin. 

(6) The estimated increase in their annual budget required to begin 
the new programmes ranged from zero to $327 000. It is possible 
that many were significantly underestimating the annual cost, 
however. 
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8. FINAL DISCUSSIONS OF GROUP RECOMMENDATIONS 

During the final session on the morning of Friday, 2 July a number of 
other suggestions were made for improving the leprosy situation in the 
region. First of all it was felt that WHO should make every effort to 
regularly encourage member governments to increase their support of leprosy 
control activities. Without such increased support, full implementation of 
the new regimens will be difficult in many countries. On the other hand, 
some of the participants pointed out that such increased support for 
leprosy never come at the expense of other vital health programmes. 

Secondly, the need for greater communication between leprosy workers 
in the various countries of the region was evident. Since formal 
communications directly between governments or via WHO tend to take 
considerable time, an informal newsletter regularly distributed and 
sponsored by a voluntary organization would be feasible. This would rely 
on information regarding their programmes supplied by the leprosy workers 
themselves and might also include a list of recent meeting reports relating 
to leprosy control and available for the asking. All participants felt 
that it could benefit control activities by, e.g., pointing out approaches 
to the various problems common to all programmes that are or are not 
working elsewhere. In the same vein. it was felt that a simple patient 
referral from detailing his therapy. etc. to accompany him when he migrates 
from one country to another would aid continuity of care. It was also 
suggested that a list of physicians responsible for leprosy patient's care 
in each country be circulated with the thought that this individual would 
be notified when a patient was known to be migrating to his country and he 
in turn would notify the referring official when any patient was first seen 
at his new location. This would significantly increase the chances of 
keeping track of migratory patients to ensure the continuity of their 
care. Such a programme might be instituted by WHO or voluntary agencies. 

Finally, all participants felt that another meeting in two or three 
years to assess progress and discuss problems encountered during the 
implementation of the new regimens would be beneficial. 

9. CLOSIIIG CEREMONY 

Mr A.H.T. Ross representing the New Zealand Leprosy Trust Board 
thanked WHO for the opportunity to attend this meeting. He reminded 
everyone that leprosy was still a dreaded disease and expressed concern 
over the low priority it continued to have in many countries inspite of 
some progress. 

Dr Kumangai thanked the WHO secretariat, the meeting consultants and 
Dr Verstuyft for organizing a most interesting and productive seminar. He 
also thanked the Rapporteurs for their efforts in recording the 
discussions, etc. related to the seminar. 
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Finally, Dr L.R. Verstuyft closed the meeting by thanking the 
participants, the Chairman, Rapporteurs, consultants and temporary adviser 
for their roles in making the meeting a success and wished all a safe 
journey home. 

10. SUMMARY OF THE RECOMMENDATIONS OF THE SEMINAR 

(1) The new leprosy treatment regimens recommended by the WHO Study 
Group on Chemotherapy of Leprosy for Control Programmes were 
unanimously endorsed by the participants. The regimens should be 
fully implemented as quickly as possible but it is recognized 
that financial and manpower constraints in some countries will 
limit or prevent immediate implementation. 

(2) Prolonged follow-up on patients initially completing the regimens 
is indicated to assess the frequency of relapse if any. 

(3) Clear criteria for diagnosis should be established and suspected 
cases should not be kept "under observation" for more than a 
year. Biopsies should be taken wherever indicated and definite 
guidelines for release of patients from control should be 
established. 

(4) A good registry and active case-finding and case-holding must be 
established in every country if their leprosy control programmes 
are to be successful. 

(5) All health workers and laboratory technicians should be 
periodically retrained and continuous health education for 
patients must be encouraged. 

(6) Since adequate financial support is essential to all leprosy 
control efforts, government officials must be continually 
informed and educated as to the needs of the programme. WHO 
could conceivably play an important role in this area. 

(7) Increased communication between those involved in leprosy control 
work would benefit sll programmes and this might take the form of 
a newsletter sponsored by a voluntary agency. 

(8) A formal or informal exchange of information between countries 
regarding patients moving from one country to another is 
essential to the success of all control programmes and also 
beneficial to the patient. Such an exchange might be sponsored 
by WHO or voluntary agencies. 

(9) A seminar should be held again in two or three years time to 
assess progress in implementing the new regimens and exchange 
information on problems encountered. 
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ANNEX 1 

AGENDA 

Registration at the Conference Room 
(Grand Pacific Hotel) 

Opening Ceremony - G.P.H. 

Opening address by: Dr L.R. Verstuyft 
WHO Representative for 
the South Pacific 

Self-introduction by participants 

Election of Chairman, Vice-Chairman and 
Rapporteur 

Group picture taking (lswn near swimming pool) 

Coffee break (Conference room) 

Adoption of the tentative agenda 

Presentation of brief country reports (plenary 
session) (Each presentation will be of 20 
minutes including brief discussion) 

American Samoa 

Cook Islands 

Fiji 

Tuvalu 

Lunch break (payment of per diem at the 
conference room) 

Kiribati 
Solomon Islands 
Samoa 

Coffee break 

TTPI 
Tonga 
Vanuatu 
Guam 
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Tuesday, 29 June 

0900 - 1030 

1030 - llOO 

llOO - 1200 

1200 - 1330 

1330 - 1430 

1430 - 1500 

1500 - 1600 

Wednesday, 30 June 

0900 - 1030 

1030 - llOO 

1100 - 1200 

1200 - 1330 
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Presentation of brief country reports 
(continuation) 

PNG 
New Caledonia 
French Polynesia 
New Zealand 

Coffee break 

Review of some basic act1v1t1es in leprosy 
control programmes (plenary session) 

Criteria for the clinical diagnosis and 
classification of leprosy: Dr J. Soldevilla 

The role of the bacteriological and 
histopathological examination in the 
diagnosis, classification and follow-up of 
leprosy patients: Dr R. Farrugia 

Lunch break 

Case-finding and case-holding methods in 
leprosy control programmes: Dr E. Daulako 

The role of health education in leprosy 
control programmes: Dr R. Farrugia 

Coffee break 

Identification of problems related to 
diagnosis case-finding and case-holding 
activities. possible approaches to improve 
these activities (Group discussion No.1) 

Presentation of Group Report No. 1 
followed by discussion (plenary session) 

Coffee break 

The treatment of leprosy since the use of 
su1fonotherapy up to the present days. The 
problem of drug resistance. Persister bacilli 
(plenary session): Dr R. Farrugia 

Lunch break 
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1500 - 1600 

Thursday, I July 

0900 - 0930 

0930 - 1030 

1030 - 1100 

1100 - 1200 

1200 - 1330 

1330 - 1430 

1430 - 1500 

1500 - 1600 

Friday, 2 July 

0900 - 0930 

0930 - 1030 
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New trends in the chemotherapy of leprosy for 
control programmes. Short-term combined 
therapy. Its rationale (plenary session): 
Dr R. Jacobson 

Coffee break 

Recommended chemotherapeutic regimens for 
multi- and pauci-bacillary cases. Duration. 
Follow-up of patients after completion of 
treatment (plenary session): Dr R. Jacobson 

Adoption of Final Group Report No. 1 
(plenary session) 

Operational aspects related to the 
introduction of short-term combined therapy 
(plenary sessions): Dr L. Lopez-Bravo 

Coffee break 

Identification of most appropriate regimens 
for the treatment of leprosy in each country 
in the South Pacific. Conatraints and 
operational factors to be taken into 
consideration. (Group discussion No.2) 

Lunch break 

Presentation of Group Report No. 2 followed by 
discussion (plenary session) 

Coffee break 

Management of patients with lepra reaction 
(plenary session): Dr E. Daulako 

Adoption of Final Group Report No. 2 (plenary 
session) 

Recommendations of the Group (plenary session) 

Adoption of chemotherapeutic regimens for the 
treatment of leprosy patients in countries in 
the South Pacific 
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Changes needed in policies and programme 
activities to introduce and implement the 
adopted regimens 

Progress studies required to evaluate the 
efficacy of the adopted regimens for mu1ti
and pauci-baci11ary patients 

The cooperation between governments and 
international and voluntary agencies for the 
implementation of the new drug policy by their 
leprosy control programmes 

Coffee break 

Closing ceremony 

Closing address by the WHO Representative 

Lunch break 

Visit to the Leprosy Training Centre, Twomey 
Memorial Hospital, Tamavua, Suva 
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ANNEX 2 

LIST OF PARTICIPANTS, CONSULTANTS, TEMPORARY ADVISER, 
OBSERVERS AND SECRETARIAT 

AMERICAN SAMOA 

COOK ISLANDS 

FRENCH POLYNESIA 

GUAM 

KIRIBATI 

NEW CALEDONIA 

NEW ZEALAND 

1. PARTICIPANTS 

Dr Gisela Schecter 
Internist 
Department of Medicine 
LBJ Tropical Medical Centre 
Pago-Pago 

Dr Tamarua Teariki 
Medical Officer of Leprosy Programmes 
Ministry of Health 
P.O. Box 109 
Rarotonga 

Dr Bernard Faulques 
Med4cin Volontaire de 
l'Aide Technique en Service 
Institut de Recherches M4dical 
Louis Malard4 
Papeete 

Dr Belle N. Aquino 
Chief, communicable Diseases Section 
Department of Public Heath Service 

and Social Services 
P.o. Box 2816 
Agana 

Dr Alolae Cati 
Principal Medical Officer (Preventive) 
Ministry of Health and Family Planning 
P.o. Box 268 
Bikenibeu 
Tarawa 

Dr J. Helias 
Charge du Traitement et 
Lutte contre la Lepre en 
Nouvelle-Gal4donie 
Direction des Services de Sant~ 
Noum4s 

Dr W.R.Lang 
31a Upland Road 
Remuera 
Auckland 
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PAPUA NEW GUINEA 

SAMOA 

SOLOMON ISLANDS 

TONGA 

TRUST TERRITORY OF THE 
PACIFIC ISLANDS 

TUVALU 

VANUATU 
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Dr Joseph Kaven 
Medical Officer 
Department of Health 
P.O. Box 2084 
Konedobu 

Dr Albert Solomon 
Specialist Medical Officer (TB/Leprosy) 
P.O. Box 2084 
Konedobu 

Dr Vaiouga Levi 
Medical Officer-in-Charge 
Leprosy and TB Section 
Division of Public Health 
Health Department 
Apia 

Dr Adrian Roberts 
Consultant Physician 
Ministry of Health and Medical Services 
P.O. Box 349 
Honiara 

Dr Malakai 'Ake 
Medical Officer 
Ministry of Health 
Nuku'alofa 

Dr Burton Jano 
Medical Officer 
Public Health Programme 
Ponape State Hospital 
Kalonia 
Ponape 

Dr Masao Kumangai 
Medical Officer 
Public Health Programme 
Palau 

Dr Falesene Salesa 
Senior Medical Officer 
Ministry of Social Services 
Health Division 
Funafuti 

Dr Don Eby 
Medical Officer 
Southern District 
Lenakel 
Tanna 
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UNITED STATES OF AMERICA 

FIJI 

NEW ZEALAND LEPROSY 
TRUST BOARD 
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2. CONSULTANTS 

Dr R. Farrugia 
P.O. Box 712 
Potts Point 
Sydney, 2011 

Dr R. Jacobson 

Annex 2 

Department of Health and Human Services 
National Hansen's Disease Centre 
Carville, L.A. 70721 

3. TEMPORARY ADVISER 

Dr E. Daulako (also Fiji participant) 
Superintendent 
P.J. Twomey Hospital 
Suva 

4. OBSERVERS 

Mr A.H.T. Rose 
Chairman 
Leprosy Trust Board 
Private Bag 
Christchurch 

Dr W.J. Smith 
Chairman 
Medical Advisory Committee 
Leprosy Trust Board 
Private Bag 
Christchurch 

5. SECRETARIAT 

Dr Luis Lopez-Bravo 
Medical Officer/Leprosy 
WHO 
Suva 

Dr J. Soldevilla 
WHO/Short-term Consultant (in PNG 
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WORKING PAPERS PRESENTED BY THE CONSULTANTS, 
ADVISER AND SECRETARIAT 

ANNEX 3 

1. Criteria for the Classification and Clinical Diagnosis of Leprosy -
Dr Jose R. Soldevilla 

2. The Role of the Bacteriological and Histopathological Examinations in 
the Diagnosis, Classification and Follow-up of Leprosy Patient. -
Dr R. Farrugia 

3. Case-finding and Case-holding Methods in Leprosy Control Programmes -
Dr E. Daulako 

4. The Role of Health Education in a Leprosy Control Programme -
Dr R. Farrugia 

5. The Drugs Used in the Treatment of Leprosy -
Dr R. Farrugia 

6. Recent Trends in the Chemotherapy of Leprosy for Control Programmes -
Dr Robert R. Jacobson 

7. Operational Aspects Related to the Introduction of Short-term Combined 
Therapy - Dr L. Lopez-Bravo 

8. Lepra Reaction and its Treatment - Dr E. Daulako 
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ANNEX 4 

EPIDEMIOLOGICAL PROFILE IN LEPROSY IN COUNTRIES OF THE SOUTH PACIFIC1 

Number of Estimated 
Estimated cases in rate per Number of 

Country population the active 1000 popu- Classification new cases 
(1982) register 1ation I T B L U for 1981 

American Samoa 35 000 (40)3 4.00 7 

Cook Islands 16 000 20 1.25 9 2 3 5 1 

Fiji 624 000 475 0.76 7 106 158 204 17 

French Polynesia 150 000 295 1.96 12 41 79 150 13 10 

Guam 100 000 26 0.26 2 22 2 1 

Kiribati 59 902 222 3.70 II 148 28 35 

New Caledonia 139 000 503 3.61 60 90 63 290 29 

New Zealand 3 500 000 70 0.02 15 30 20 5 8 

Papua New Guinea 3 006 799 8246 2.74 522 3167 1875 2397 285
2 712 

Samoa 160 000 410 2.56 28 102 50 230 15 

Solomon Islands 250 000 700 2.80 343 357 40 

Tonga 100 000 23 0.23 3 6 12 2 0 

TTPI 135 000 620 4.59 

Tuvalu 8 000 9 1.12 3 2 4 2 

Vanuatu ll8 000 229 1.94 6 96 48 77 2 3 

1Source of Information: Participants to the Seminar on Drug Policy for Leprosy Programme 
in the South Pacific, Suva, July 1982. 

2Neuritic cases 

3Zst imate 
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