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1. INTRODUCTION 

The World Health Organization (WHO) Regional Office for the Eastern Mediterranean 
(EMRO) organized the Regional Seminar on Future Trends in Leprosy Elimination in 
Amman, Jordan from 29 November to 1 December 1999. 

The objectives of the seminar were to: 

evaluate present progress in the elimination of leprosy in the Member States of the 
WHO Eastern Mediterranean Region; 

discuss future strategies and activities on elimination of leprosy. 

The agenda and programme are given in Annexes 1 and 2, respectively. The seminar 
was attended by participants from Egypt, Islamic Republic of Iran, Iraq, Jordan, Lebanon, 
Libyan Arab Jarnahiriya, Morocco, Oman, Pakistan, Saudi Arabia, Sudan, Tunisia and the 
Republic of Yemen. The list of participants in given in Annex 3.  

The seminar was opened by Dr N.I. Neouimine, Regional Adviser, Control of Tropicai 
Diseases, EradicationIElimination of Other Diseases, who read out a message from 
Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean. 

In his message, the Regional Director pointed out that the seminar came at the time of 
the final stage in the implementation of the World Health Assembly resolution, adopted in 
199 1. which had committed all leprosy-endemic countries to a global target of reducing the 
prevalence of leprosy to less than 1 case per 10 000 population by the year 2000. The Member 
States of the WHO Eastern Mediterranean Region were fully committed to the 
implementation of the Health Assembly's resolution on elimination of leprosy as a public 
health problem. Significant progress had been made towards this goal. The leprosy situation 
in major endemic countries of the Region had improved as a result of intensified case 
detection, better coverage with multidrug therapy (MDT), continued training of staff and 
increased public awareness about leprosy. The number of registered leprosy cases had 
decreased significantly in recent years. The early diagnosis and treatment of patients had 
improved. However, the prevalence of leprosy continued to be higher than 1 per 10 000 
population in some countries at provincial or district levels. 

Dr Gezairy said that the uneven distribution of leprosy within the endemic countries 
required from national programmes the adoption of flexible approaches in control and 
elimination. Implementation of the Special Action Projects for Elimination of Leprosy 
(SAPEL) and Leprosy Elimination Campaigns (LEC) had been initiated in Sudan and the 
Republic of Yemen with the aim the strengthening elimination activities in difficult-to-access 
areas. All these initiatives had strengthened and improved the surveillance and control of 
leprosy at peripheral level. Sustainability in control and elimination of leprosy, concluded 
Dr Gezairy, could not be reached without continued capacity-building activities, integration of 
surveillance and MDT activities within the existing public health systems and strengthening 
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of community participation in leprosy elimination. Some critical operational issues could be 
solved through modification of available strategies and strengthening of partnership between 
national programmes and international and nongovernmental organizations. 

The participants elected Dr Moharned Abdullah El Kayed (Jordan) as chairman, and 
Dr El Sadig Mahgoub El Tayeb (Sudan) as rapporteur. 

2. REVIEW OF THE REGIONAL LEPROSY SITUATION 

Leprosy continues to have a public health significance in some areas of the WHO 
Eastern Mediterranean Region. The available data indicates that by the end of 1998 all 
countries of the Region except Sudan, had reached a prevalence of leprosy at the national 
level of below 1 per 10 000 population. The total number of registered cases in the Region at 
that time was 10 700 and the regional prevalence was 0.235 per 10 000. 

The main endemic countries in the Region continue to be Egypt, Pakistan, Sudan and 
Yemen. 97% of new leprosy cases (out of total 5865 cases) detected during 1998 were 
reported from these countries. Among new cases, 3973 cases were classified as multibacillary 
(MB) and 1892 as paucibacillary (PB) cases. The detection rate per 10 000 population was 
1.28 in 1998. 

The coverage with MDT was high in all countries of the Region. In total, 98% of 
registered cases in the Region were under MDT treatment in 1998. WHO provided free-of- 
charge MDT drugs in blister calendar packs for a number of endemic countries. 

The national training activities on leprosy diagnosis and treatment were intensified in 
most endemic countries. WHO supported preparation and production of the national manuals 
on leprosy elimination in several countries. 

Community participation improved through promotion of health education activities, 
organization of meetings between control personnel and community leaders and training of 
village volunteers. 

The progress in elimination of leprosy in the Region could have been more significant 
without the constraints and difficulties still experienced by some programmes. Some of the 
main difficulties identified are: 

insufficient human and national resources for implementation of elimination strategies; 

inadequate expertise in programme management and disease surveillance; 

slow integration of elimination activities within health systems; 

social stigmatization within the community; 
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difficulties in access to MDT drugs by specific groups of population. 

The national programmes, in cooperation with other partners, will have to overcome 
these problems in order to accelerate the elimination activities. 

3. REVIEW OF GLOBAL SITUATION 

At the beginning of 1999, the registered prevalence of leprosy was 820 205 (prevalence 
rate 1.4 per 10 000) and during 1998, about 805 000 new cases were detected (new case 
detection rate 13.5 per 100 000). The increase in detection of new cases may be attributed to a 
number of factors, principally the intensified efforts in case detection using the leprosy 
elimination campaign approach. 

The major part of the global leprosy burden is concentrated in certain limited 
geographical areas. The South-East Asia Region accounts for about 77% of prevalence and 
86% of new cases detected globally. 

Leprosy remains a public health problem in 24 countries situated mainly in the inter- 
tropical belt of the world. The top 12 endemic countries, which account for 90% of the global 
burden are: Angola, Brazil, Central African Republic, Democratic Republic of Congo, 
Guinea, India, Indonesia, Madagascar, Mozambique, Myanmar, Nepal and Niger. The 
combined prevalence in these 12 countries is 4.5 per 10 000 population, more than four times 
the target level for elimination of leprosy as a public health problem (i.e. less than one case 
per 10 000 population). 

4. COUNTRY SITUATION 

4.1 Afghanistan 

Leprosy is endemic in some parts of Afghanistan, and particularly in Barniyan, Ghore, 
Wardak, Ghazni and Urozgan provinces. The majority of leprosy patients attend health centres 
supervised by nongovernmental organizations (NGOs) in Hazarajat. At the beginning of 1996 
a leprosy centre was established by the Ministry of Health in the dermatology section of 
Maiwand Hospital in Kabul. An information circular about this was issued to all health 
centres in the provinces. 

The cumulative number of registered cases in Maiwand Hospital from 1996 to 
November 1999 was 118 patients. MB forms of leprosy were registered in 67 cases and PB 
forms in 5 1 cases; 19 patients cornplcted MDT trealrnttnt and 99 patients are still on treatment 
with MDT. The patients with deformities are referred to the plastic surgery section in 
Maiwand Hospital. 

Leprosy is included in the curriculum for medical students and many young doctors are 
trained in Maiwand Hospital. 
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The exact situation with leprosy in Afghanistan is not known, but according to the 
German Medical Service, an NGO operating in Afghanistan, the prevalence rate is about 0.32 
per 10 000 population. 

There is a need for strong cooperation and coordination of activities between Maiwand 
Hospital in Kabul and NGOs operating in the country (LEPCO, German Medical Service). 

4.2 Egypt 

The National Leprosy Control Programme operates in 18 out of 26 governorates in 
Egypt. Administratively, the programme includes a central unit in the Ministry of Health and 
Population, 18 provincial integrated leprosy-dermatology outpatient clinics, 75 district sub- 
centres and 2 leprosaria. 

The total number of new cases detected during 1998 was 171 3, of which 1459 were 
classified as MB and 254 as PB forms of leprosy. The case detection rate was 2.9 per 100 000 
population. The proportion of children among newly detected cases was 12.4% and the 
proportion of cases with grade 2 disability was 5.4%. 

The total number of registered cases under MDT treatment at the end of  1998 was 321 5 .  
The prevalence rate at the national level was 0.54 per 10 000 population. However, some 
governorates, namely Qena, Sohag and Assiut had a prevalence rate of more than 1 per 
10 000. All patients were put on MDT trcatmcnt. Thc trcatmcnt dcfaultcr ratc in 1998 was 
very high, at about 43%. 

'l'he National Leprosy Control Programme implemented active case detection among 
close contacts of newly detected cases. 5362 family members were examined in 1998 and 
among them 123 leprosy cases were detected. 

Intensive in-service training of nurses for dressing of ulcers and health education of 
patients for prevention of disabilities was carried out regularly in leprosy clinics. Annual re- 
training meetings on leprosy are held for all nurses. These activities and supply of preventive 
footwear has greatly reduced disabilities among patients. 

Support provided by NGOs, namely the German Leprosy Relief Association and the 
Darnien Foundation, helped to cover social and rehabilitation activities. They included the 
ylomotion of income-generating projccts for curcd lcprosy paticnts, supply of artificial limbs, 
shoes, sandals, glasses and dentures and provision of financial support. 

Future plans include intensification of leprosy elimination activities in highly endemic 
areas at district level and sustained supply of MDT treatment at national level, reduction of 
stigma and provision of social and rehabilitation support to patients. 
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4.3 Iraq 

Leprosy is not a public health problem in Iraq. Physicians and dermatologists examine 
each suspected case of leprosy in the fever hospital. In 1998 only one case of leprosy was 
registered and treated with MDT. In the past, there was a sanatorium for leprosy patients, built 
in the south of Iraq in 1950. In mid 1975 the Ministry of Health adopted the policy of 
treatment of leprosy patients in fever hospitals. Therefore, the majority of the 54 patients who 
occupied sanatorium left it and re-joined their families. There are now only 10 patients under 
supervision in the former sanatorium. 

4.4 Jordan 

There is no special leprosy control programme in Jordan. All activities are integrated 
within the primary health care system. Leprosy is included in the list of notifiable diseases. 
Any suspected case is referred to the central hospital for confirmation of diagnosis by clinical 
and laboratory tests. Confirmed cases should be reported to the Ministry of Health on a 
weekly basis. 

Leprosy has not been identified in Jordan for the past 15 years. The state of awareness 
among medical ar~d paramedical yerso~lllel is ~llailltaillcd tlu-ough training. Dcnnatologists are 
available in all provinces of Jordan for consultation of any suspected case of leprosy. 

4.5 Lebanon 

The American University Medical Centre and the Hospital Hotel Dieu de France were 
the only centres that used to diagnose and treat leprosy with dapsone monotherapy in Lebanon 
during 1960s. A small quarantine facility in Beirut was used to treat and report infectious 
diseases. A leprosarium in the Syrian Arab Republic received leprosy patients from Lebanon 
and provided them with food and treatment from 1962 to 1996. 

The Ministry of Health sent a circular to the medical syndicate in the early 1990s 
requiring all doctors to report to the Ministry of Health all cases of contagious diseases 
including leprosy. In 1997, the Ministry of Health introduced MDT for treatment of leprosy. 
The members of the Lebanese Dermatological Society were requested to report to the 
Ministry of Health any suspected leprosy case. The diagnosis of leprosy should be confirmed 
by biopsy investigation. 

The social stigma surrounding leprosy patients is very strong in Lebanon. Some patients 
from the leprosarium in the Syrian Arab Republic could not return home due to the refusal of 
relatives in Lebanon to accept them in the village. At present, there is no social care or 
rehabilitation programme for leprosy patients in Lebanon. 

Five patients were under MDT treatment in Lebanon in 1998. 26 former patients are 
registered in the leprosarium in the Syrian Arab Republic. 
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Future plans include screening of all close contacts of leprosy patients, training of 
medical and paramedical staff in detection of leprosy and health education of the population. 

4.6 Libyan Arab Jamahiriya 

Bir Usta Milad Hospital in Tripoli continues to function as a rcfcrral ccntre for the 
leprosy patients. In addition, the Department of Dermatology and clinics at the peripheral 
level are responsible for diagnosis of leprosy, among foreigners and nationals, particularly 
during the annual routine examinations of health status. The leprosy control activities in the 
eastern part of the country are supervised by the leprosy committee in Benghazi. 

All leprosy patients are provided with MDT treatment. In 1998, 11 patients received 
MDT treatment in Tripoli and 26 in Benghazi. The number of new leprosy cases fell from 24 
in 1994 to 13 in 1998. Eight new cases of leprosy were diagnosed in Tripoli from January to 
October 1999. The majority of patients were identified at advanced stages of the disease. 

The national programme has a shortage of trained personnel, which hampers the 
activities to a great extent. 

4.7 Morocco 

Leprosy is found in isolated rural, mountainous regions in Morocco among population 
groups with low economic status. The total number of patients under leprosy treatment at the 
end of 1998 was 1074. The national prevalence was 0.38 per 10 000 population. 754 patients 
had multibacillary and 320 had paucibacillary forms of leprosy. In addition, 1123 cases have 
been under surveillance without treatment. 

During 1998, 100 new leprosy cases were recorded. The detection rate was 0.36 per 
100 000 population. 5% of new cases were children in the age groups from 1 to 14 years. 
Among new cases, 71 were male and 29 female. 

Leprosy continues to diminish in Morocco and the national programme has the general 
objective of eliminating leprosy by the year 2010. (Note: The programme uses a different 
definition for elimination and different treatment regimens from those recommended by 
WHO.) 

In order to achicvc this objcctivc, somc spccific objcctivcs should be fulfilled, including 
strengthening diagnosis of new cases, improvements in supply of drugs and technical 
materials to peripheral centres, training of personnel, health education and social reintegration 
of patients and their families. It is expected that the majority of activities will be supported by 
national and international NGOs operating in the country. Particularly, Switzerland supports 
the national programme technically and financially in administration, provision of training, 
logistics and technical and audio-visual equipment. The Moroccan Association for Applied 
Agriculture and Training, a national NGO, responds to the social needs of leprosy patients. 
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4.8 Oman 

The Department of Surveillance and Disease Control in the Ministry of Health is 
responsible for management of leprosy control programme at the central level. The leprosy 
clinics in 10 health regions are responsible for diagnosis and treatment of leprosy cases. There 
are two leprosy referral centres in the country: A1 Nahda Hospital acts as a referral clinic and 
the National Health Laboratory "Darseit" is responsible for laboratory identification of cases. 
Dermatologists are serving in all regional and district hospitals. 

The National Leprosy Manual (2nd edition) was produced in 1999. According to 
existing regulations, all leprosy cases should undergo detailed epidemiological investigation. 
MDT is provided free of charge to all leprosy patients. Screening of contacts is obligatory 
during a 5-year period. Prompt defaulter-retrieval actions are implemented in case of non- 
compliance by the patient with the treatment schedule. 

All cases of leprosy identified by the private hospitals and clinics as well as by military 
hospitals and Sultan Qabous University Hospital are referred to the central leprosy unit in the 
Ministry of Health. Treatment of leprosy is done only by the public health,centres. There are 
no NGOs in the country involved in leprosy control activities. 

Five MB cases of leprosy were identified among nationals in 1999 as well as 2 1 PB and 
6 MB cases among non-nationals. Future activities will be focused on maintenance of the 
well-developed surveillance system, stl-engthening of health educativri a~tivititts among 
leprosy patients and contacts, and provision of MDT treatment to all identified cases. 

4.9 Pakistan 

In 1996 a prevalence of less than 1 case per 10 000 population was achieved in 
Pakistan. It is estimated that between 15 to 20 thousand individuals are still infected and the 
first sign of the disease in those individuals will develop in the next decade. 26 000 patients 
are in need of different forms of rehabilitation and 19 427 patients are under surveillance. 

972 new leprosy patients were diagnosed in 1998. The majority of them were registered 
in Greater Karachi (519 cases) where the detection rate was 5.6 per 100 000 population. The 
detection rate at the national level was 0.74 per 100 000. 

MDT was p~ovided tu all newly diag~losed lep~osy cases. By tlltt erid of 1998, the total 
number of leprosy cases on chemotherapy was 2049. The national prevalence rate was 0.16 
per 10 000 population. 

The number of relapses in 1998 was 27. Grade 2 disability was identified in 24% of new 
cases. 10% of new cases were children in age groups under 15 years. 

With the reduction of the number of leprosy cases in all provinces, leprosy staff 
supported by the Marie Adelaide Leprosy Centre, in addition to their duties were involved in 
implementation of new tasks, namely, tuberculosis control in Azad Jammu and Kashmir and 
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northern areas, and in blindness control in Baluchistan, North West Frontier Province 
(NWFP), rural Sindh and parts of Greater Karachi. Prevention of blindness activities have 
been introduced in Punjab and in some areas of NWFP where leprosy control activities were 
supported by Aid to Leprosy Patients, an NGO. In order to implement new tasks, 87 leprosy 
technicians were retrained as ophthalmic technicians and 59 technicians received additional 
training in tuberculosis diagnosis. 

The Leprosy Control Programme in Pakistan presently focused more on the activities 
implemented under the programme called operation 2020, whidl gives priority to long-term 
comprehensive leprosy care, including preventionltreatment of deformities, rehabilitation, 
active search for patients and promotion of awareness among patients, families, public, 
medical and paramedical personnel, and integrating the leprosy infrastructure into 
comprehensive eye or tuberculosis services. 

4.10 Saudi Arabia 

86 leprosy cases were diagnosed during 1998. Of these, 36 were nationals and 50 cases 
were non-nationals. Among Saudis 25 cases were male and 11 female; with 22 PB cases and 
14 MB cases. 

All patients received MDT treatment which was provided mainly by dermatologists. 
MDT drugs are available free of charge for the patients. Non-Saudi cases are usually deported 
fiom the country as soon as they are fit enough. 

The leprosy surveillance and control activities are not integrated within the primary 
health care system. Staff education regarding leprosy elimination is mostly carried out 
through pamphlets and brochures. 

4.11 Sudan 

Leprosy is a public health problem in Sudan. The disease in associated with a high level 
of stigma among the population. It is under-diagnosed and under-reported in remote and civil 
strife areas. The most affected areas are Darfur, Kordofan and Central zones. 

The total number of newly detected cases in 1998 was 2077, and 2911 cases were 
registered under MDT treatment by the end of the year. Up to end of June 1999, the total 
number of newly detected cases was 1315, while the number of cases registered for MDT 
treatment was 2338. Although the current overall prevalence of the disease is less than 0.9 per 
10 000 population, some states and provinces have areas with a prevalence of 2 to 4 cases per 
10 000 population. 

The ratio of PBIMB cases is around 1:3. The overall rate of disability grade 2 among 
newly detected cases is about 17%. 

The leprosy control activities have been the responsibility of the department of control 
of endemic and epidemic diseases in the Federal Ministry of Health since the early 1970s. The 
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National Leprosy Control Unit was formed in 1991 with the assistance of the German 
Leprosy Relief Association (GLRA). The National Leprosy Control Programme was formed 
in 1992. 

Leprosy control activities are fully integrated into the health services, with the 
involvement of dermatology units in hospitals and health centres, medical officers in different 
hospitals and various categories of health workers in over 580 health units. Two national 
centres, Abu Rof and Khartoum Skin Hospital, are active as reference, training and research 
centres on leprosy. Support to thc National Lcprosy Control Progran~me (NLCP) is prvvided 
by WHO and by several nongovernmental organizations. 

The main constraints experienced by the NLCP include the low priority assigned to the 
programme in the public health sector, transfer of trained staff to other programmes and the 
private sector, brain drain to other countries and the high stigma attaching to the disease. The 
NLCP operates mainly in areas with low coverage of health services and remote areas with 
insecurity due to tribal conflict and civil strife. 

The NLCP has to sustain activities all over the country and at the same time intensify 
activities in states that have high endemic rates. 

4.12 Syrian Arab Republic 

Primary health care physicians in all health ccntrcs and hospitals are respoilsible for 
diagnosis of leprosy patients and refer them to the leprosy hospital in rural Damascus 
province. All patients are provided with MDT treatment. 

Training courses on leprosy control have been held only for the staff of the leprosy 
hospital. Health education is provided for the patients and members of their families. The 
cumulative number of leprosy patients registered in the country is 149. All of them are under 
post-treatment surveillance by the leprosy hospital staff every 6 months. Some local NGOs 
provide assistance in social rehabilitation of leprosy patients. 

4.13 Tunisia 

The leprosy control activities are integrated within the primary health care system. The 
medical and paramedical staff in the health centres are responsible for diagnosis and treatment 
of patients. Thcrc nrc scvcrnl spccific forms which should be filled in and ll~aiiltai~led by the 
patient and the medical personnel in order to supervise MDT treatment and recording of 
clinical symptoms and laboratory investigations. All leprosy cases are recorded in the central 
register. 

During the period from 1983 to 1998 the total number of registered leprosy cases in 
Tunisia was 244. The majority of cases were identified in three regions; namely Mallouleche 
(77 cases), Bemi-Khadeche (65 cases) and Zoued (52 cases). Four new leprosy cases were 
diagnosed in 1998. 
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The case detection rate was 0.01 per 100 000 population and the prevalence rate was 0.3 
per 10 000. Out of 154 leprosy cases which received MDT treatment 90 had completed 
treatment by 1998. 

Seven leprosy training courses for medical and paramedical personnel were conducted 
in different regions of the country during the period from 1987 to 1995. 

4.14 Republic of Yemen 

The National Leprosy Elimination Programme carries out its field activities in 14 
governorates of the country. There are 34 clinics run by primary health care workers or 
medical assistants trained at the NLEP headquarters in Taiz. 584 leprosy patients were 
diagnosed in these clinics during 1999. The monthly supervision of the field clinic activities is 
carried out by the field supervisors from NLEP headquarters. The Skin and Venereal Diseases 
Hospital located in the City of Light, Taiz is the NLEP headquarters. It is the only available 
referral hospital for the treatment of leprosy and its complications in Yemen. From 1987 to the 
end of September 1999, altogether 1 174 different categories of personnel were trained in 
NLEP headquarters. 

Leprosy declincd from a peak of 1714 rcgistcrcd cascs with n prcvnlcncc ratc of 1.5 per 
10 000 and a detection rate of 1.4 per 100 000 population in 1985 to 584 cases with a 
prevalence rate of 0.3 per 10 000 and a detection rate of 2.3 per 100 000 population at the end 
of September 1999. In 1998, the total number of newly registered leprosy cases was 734 with 
a detection rate of 4.0 per 100 000 population. The increase in the number of new cases was 
due to implementation of SAPEL and LEC projects. 16% of new cases had grade 2 
disabilities. The prevalence rate by the end of 1998 was 0.38 per 10 000; 64% of diagnosed 
cases had MB forms of disease and 36% PB forms. 

MDT treatment was provided to 100% patients through clinics and sub-clinics. Health 
education to individual patients, as well as pamphlets and posters to educate patients on the 
importance of regular treatment and disability prevention, were also provided through these 
treatment centres. Health education of the general public on diagnosis and treatment of 
leprosy was carried out through radio broadcasts, television spots and other mass media 
activities. 

The NLEP is supported by the German Leprosy Relief Association and Yemen Leprosy 
Elimination Society. Starting from 1996, the activities of the NLEP were extended to 
tuberculosis control. A combined leprosy-tuberculosis project was set up at the end of 1996 
and the detection activities started in 1997. Training courses for different categories of 
tuberculosis and leprosy staff were conducted. 

5. ACHIEVEMENTS OVER THE LAST 15 YEARS 

The widespread implementation of the strategy based on early case detection and cure 
with multidrug therapy (MDT) has made significant progress towards eliminating leprosy as a 
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public health problem. The achievements over the past 15 years can be summarized as 
follows: 

The global prevalence has been reduced from 5.4 million in 1998 to 0.82 million at the 
beginning of 1999. 

Out of 122 countries where leprosy was considered to be a public health problem, 98 
have reached the elimination target. 

About 10 million individuals have been cured with MDT. 

The number of relapses remains negligible (about 0.1 % person years). 

Drug resistance following MDT has not been reported. 

About 2 million individuals have been prevented from becoming disabled. 

6. REMAINING CHALLENGES 

In spite of the impressive achievements, many challenges remain. These include the 
following: 

Leprosy is still a public health problem in 24 countries. 

It is likely that 10-12 countries will not reach the elimination target by the end of 2000. 

It is estimated that about 2.5 million new patients need to be diagnosed and cured before 
the year 2005. 

There is an urgent need to integrate MDT services with the general health services in 
order to improve coverage and accessibility. 

There is a need to renew political and resource commitments from the decision-makers 
and all interested partners. 

Use of innovative strategies is necessary to increase community involvement in the 
elimination activities. 

It is essential to make use of social marketing approaches to create a positive image for 
leprosy. 

Simple and integrated surveillance systems as well as referral systems need to be put in 
place. 
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It is necessary to implement best practice for case management, including prevention 
and management of disabilities, and integrated services for rehabilitation of disabled 
individuals. 

7. LEPROSY ELIMINATION ADVISORY GROUP (LEAG) MEETING 
RECOMMENDATIONS 

The Leprosy Elimination Advisory Group Meeting, which was held on 12-13 April 
1999, made the following recommendations. 

1. Elimination strategy remains valid but needs to be focused and intensified. 

2. Core activities of the strategy should include promotion of integration of MDT services 
within primary health care, research to further enhance control efforts and forging new 
and strengthened partnership at all levels to make the strategy as effective as possible. 

3. Partners should also be sought from other health disciplines and from sectors other than 
health. 

The focused/intensified strategy will have a two-fold aim: 

In each of the countries which have not yet reached the elimination stage, to undertake 
an in-depth review of the situation which should be carried out as soon as possible so as 
to step up the activities and put into place the mechanism and resources to achieve the 
specified goal by the year 2000 or shortly thereafter. 

In those countries that have achieved the elimination goal nationally, to ensure the 
sustainability of the gains that have been made and initiate activities aimed at reaching 
the target figure at the appropriate sub-national level. 

8. WHO INTENSIFIED STRATEGY FOR 2000-2005 

The current elimination strategy, based on detecting patients early and curing them with 
MDT remains valid. The future plan envisages intensification and focused implementation of 
this strategy by adapting it to local realities. 

improving access to MDT services by capacity-building in all health facilities in 
endemic districts; 

ensuring availability of free MDT drugs at the nearest health centre to the patients, 
through improved logistics; 

motivating individuals to actively seek treatment by creating a positive community 
image for leprosy and advocacy for elimination; 
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ensuring high cure rates through patient-friendly drug delivery systems; 

strengthening simplified monitoring and surveillance activities at the district level; 

sustaining interventions for the prevention and management of disabilities. 

Based on the current situation, countries in the Region should classify areas within the 
country into two groups: 

1. where elimination target has not yet been reached; 

2. where elimination has been achieved. 

Group 1 areas: need to intensify activities to reach elimination. 

Main activities include the following: 

Adapt the strategy to local realities and develop a detailed plan of action with clear 
time-frames. 

Undertake capacity-building in all health facilities in endemic districts to provide MDT 
services. 

Set up improved MDT distribution system to provide easy and uninterrupted access to 
free MDT drugs. 

Ensure high cure rates. 

Promote self-reporting for diagnosis and treatment. 

Closely monitor progress of elimination. 

Sustain interventions for the prevention and management of disabilities. 

Create a positive image of leprosy through appropriate messages. 

Group 2 areas: nccd to sustain eli~lli~lativ~t level 

Main activities include the following: 

Sustain elimination at all levels. 

Provide simplified guidelines and materials to diagnosing and treating leprosy at the 
health centres. 

Provide easy access to MDT drugs free of charge. 
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Sustain intervention for the prevention and management of disabilities. 

Set up simple integrated surveillance systems as well as referral systems. 

Beyond the year 2005: Although implementation of the intensified strategy will reduce 
the disease burden to very low levels, new cases of leprosy will continue to occur after the 
year 2005. In addition a significant number of individuals disabled because of past leprosy 
will need care and attention. It will be the responsibility of the national programmes to work 
closely with relevant partners and provide, through integrated Health and Welfare Services, 
the best possible care for these individuals. 

9. THE GLOBAL ALLIANCE FOR ELIMINATION OF LEPROSY (GAEL) 

One of the most significant new developments is the establishment of a Global Alliance 
for the Elimination of Leprosy (GAEL) which was announced by the Director-General of the 
WHO on 15 November 1999 at the opening of the Third International Conference for the 
Elimination of Leprosy, 15-1 7 November 1999, in Abidjan, CBte d'Ivoire. GAEL will be the 
main forum to express political and resources commitments, share common objectives and 
strategies and to review progress towards elimination in the major endemic countries. GAEL, 
whicl~ irlcludes represci~tatives from all major cndcmic countrics, thc Nippon 
FoundationISasakawa Memorial Health Foundation, NovartisfNovartis Foundation for 
Sustainable Development, the International Federation of Anti-Leprosy Associations (ILEP), 
the World Bank and the Danish International Development Agency (DANIDA) will be 
coordinated by WHO. India will chair GAEL during 2000. 

10. INTEGRATION OF ELIMINATION ACTIVITIES INTO GENERAL HEALTH 
SERVICES 

Integration of health services has been defined as a process of bringing together 
common functions within and between organizations to solve common problems. Factors 
encouraging integration are: 

need to improve multi drug therapy (MDT) service coverage; 

Simplicity of diagnostic and treatment procedures, which can be placed in the hands of 
general health workers; 

Strong primary health care systems; 

improved case-finding and case-holding activities as more health workers will be 
providing MDT services; 

promotion of community participation; 

Reduction in stigma by providing MDT service along with other health activities; 
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Cost-effectiveness of integration and sustainability of MDT services. 

Core components to be ensured in an integrated system are: 

MDT services are available at a health facility which is easily accessible to leprosy 
patients; 

an integrated surveillance system is in place so as to be able to monitor trends; 

support from referral centres (specialized leprosy institution or specialized 
dermatological centre) to help in the diagnosis and management of difficult cases; 

cost-effectiveness of integrated MDT services. 

11. LEPROSY ELIMINATION CAMPAIGN AND SPECIAL PROJECTS 

The Leprosy Elimination Campaign (LEC) is an initiative to strengthen the involvement 
of the general health services to increase community awareness about early signs and 
curability of leprosy and to change the image of leprosy. 

The LEC strategy is aimed at promoting early diagnosis through self-reporting; enabling 
patients to have easy access to diagnosis and treatment at the nearest health centre and 
ensuring flexibility in the delivery of treatment; changing the image of leprosy through 
appropriate messages; involving community leaders and volunteers; and ensuring that all 
cases detected are properly treated and cured. 

Special projects to provide MDT services to populations which are difficult to reach 
because of geographical andlor political re-sons should be carried out in collaboration with 
other health programmes and NGOs. Innovative approaches should be used in trying to 
provide MDT services to patients living under such difficult conditions. 

12. PREVENTION OF IMPAIRMENTS AND DISABILITIES 

Leprosy is a leading cause of permanent physical disabilities in the world. It is 
estimated that there are between 2 million and 3 million individuals who are disabled due to 
past leprosy. The disabilities caused by the disease are visible and therefore generate intense 
social stigma and rejection of the individual by the community. In addition, it causes 
significant economic loss to the families. 

The best strategy for prevention of impairments and disabilities are: 

early case detection through awareness creation 

early cure with MDT by providing easy access to MDT services 
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early detection of nerve damage by proper patient education and follow-up 

early recognition and management of reactions through availability and proper use of 
corticosteroids. 

13. COMMUNITY INVOLVEMENT IN CIIANGING TIIE IMAGE OF LEPROSY 

The role of communities in solving the problem of leprosy needs to be increased. The 
strategy for better community involvement in elimination of leprosy must utilize all available 
resources and should be based on sound knowledge about the disease. The age-old stigma 
associated with the disease remains an obstacle to self-reporting of leprosy patients and 
initiation of early treatment. As a result, a significant number of leprosy patients continue to 
hide the disease and are at risk of developing irreversible impairments and psychological or 
physical disabilities. Changing the image of leprosy and involving the community in the 
elimination process as an active partner should be considered as an important task for every 
national control programme. This cannot be accomplished without good knowledge about the 
origin and extent of the stigma of leprosy in the specific conditions of different nations and 
communities. 

Scvcral reasons can be identified for the presence of stigma among the community, 
including social, local and religious beliefs, misconceptions about leprosy as an incurable, 
highly contagious or mutilating disease or as the result of a curse from God. 

The key messages which should be addressed to communities in order to reduce stigma 
and to change the image of leprosy must be simple and understandable to the community. 
They should emphasize that leprosy is not a special disease and it is curable, that effective 
treatment is available free of charge and deformities can be prevented through early treatment. 
Community, religious, social and political leaders can play a key role in improvement of 
public awareness of the disease and correction of incorrect beliefs and misconceptions. 

The communication of messages related to leprosy should make use of mass media, 
festivals and other community events as well as celebration of national and international 
leprosy days. They can be delivered through pamphlets, leaflets, posters or folk media, such 
as songs, street theatres and story telling. The selection of media should be appropriate for the 
target audience. 

Increased public awareness and knowledge of leprosy elimination strategies may be 
crucial in case-finding, provision of MDT, ensuring patient compliance with treatment, 
reduction of defaulters and reintegration of patients into communities. It will also facilitate 
provision of financial support from NGOs and prioritization of the programme among 
decision-makers. 

Awareness-raising has to be initiated, particularly among women, in order to engage 
them in leprosy control activities and make services more accessible to them. Women can be 
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trained as volunteers to detect leprosy in the early stages among members of the community 
and report to the medical staff. 

14. IDENTIFICATION OF NATIONAL PRIORITIES AND PLANS 

The participants discussed the future priorities and plans to achieve leprosy elimination 
targets. The first group was formed from the representatives of countries where leprosy still 
has public health significance at sub-national levels (Egypt, Morocco, Pakistan, Sudan and 
Republic of Yemen). The second group comprised the representatives of countries where 
leprosy is not a public health problem at national and sub-national levels (Iraq, Jordan, 
Lebanon, Libyan Arab Jarnahiriya, Oman, Saudi Arabia and Tunisia). 

The main objective for the first group of countries was identified as intensification of 
activities for elimination of leprosy at national and sub-national levels. The priority activities 
were considered to be: 

a stratification of territories according to the results of situation analysis; 

a ensuring easy access to MDT services; 

improving cure rates; 

promoting self-reporting of leprosy cases; 

a monitoring progress in elimination of leprosy through a simplified information system; 

a improving quality of care, including prevention of disabilities. 

The objective of the second group of countries will be to sustain elimination activities at 
all levels. The priority activities were considered to be: 

ensuring adequate and free supply of MDT drugs; 

a maintaining proper expertise in leprosy; 

a promoting self-reporting and contact examination; 

a monitoring the trends of the disease at sub-national level. 

Plans of action for 2000-2001 were presented by Egypt, Sudan, Morocco and Republic 
of Yemen. The plans were discussed and modified according to leprosy elimination priorities. 
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15. CONCLUSIONS 

The Member States of the WHO Eastern Mediterranean Region have made significant 
progress, reaching the target of elimination of leprosy in all countries at the national level. A 
continuous decline in the registered prevalence was observed in all Member States as a result 
of the concerted efforts of the national programmes and their partners. It is expected that this 
declining trend will continue. However, efforts are needed to simplify and improve the 
surveillance system in some Member States. Because of the uneven distribution of leprosy in 
somc cndcmic countrics, thcrc is a need to reach eliminatioi~ at sub-national levels. I n  order to 
achieve this, special attention will be needed from decision-makers, national health 
authorities, social organizations and donor agencies. 

It is extremely important to reach the elimination target at sub-national level as early as 
possible through intensified and focused implementation of already available technology and 
strategies at local level. 

In countries where leprosy is no longer considered as a major public health problem, all 
measures should be taken by the national health authorities to maintain expertise in leprosy. 

16. RECOMMENDATIONS 

1. Based on the current status of elimination in the Member States, a detailed situation 
analysis should be carried out in order to identify pockets of high endemicity within the 
country and to intensify elimination activities in order to attain the goal at sub-national 
levels. 

2. In areas at sub-national level where elimination has been reached, all efforts should be 
made to sustain the current activities for the next 3-5 years and to closely monitor the 
trend. 

3. There is a need to ensure continued political support and financial resources to keep 
leprosy on the health agenda in order to reach elimination at the sub-national level in all 
countries. 

4. WHO and its partners should continue to provide essential technical and logistic support 
(i.e. MDT drugs and guidelines) including organizing periodic technical meetings for 
national programme managers of Member States. 

5 .  In view of the decreasing prevalence trends in the Member States it is recommended 
that the leprosy surveillance be strengthened and integrated within the primary health 
care system. 

6. Member States should ensure that national expertise is maintained, including the need to 
identify proper referral centres to support the general health services in the diagnosis 
and management of difficult cases. In this respect, the existing dermatological and other 
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appropriate referral facilities should be better utilized and their linkages with the 
elimination programme strengthened. 

7. Capacity-building among medical, paramedical staff and laboratory technicians in 
diagnosis and treatment of leprosy should be continued in all endemic countries. 

8. Prevention of impairments and disabilities should be improved through early 
recognition of leprosy cases, proper management of complications and health education 
of the patients and their contacts. All governmental and nongovernmental organizations 
should be encouraged to actively integrate rehabilitation of people disabled by leprosy 
with such services that are available for other disabled people in the community. 

9. All possible measures should be taken to change positively the image of leprosy among 
communities and medical personnel. Communities should be motivated and encouraged 
to become an active partner in leprosy elimination activities. 
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Annex 1 

AGENDA 

Opening session 

Introduction of participants. 

Nomination and election of chairman and rapporteur. 

Adoption of the agenda and programme of work. 

Review of global situation. 

Regional overview. 

Country reports. 

Analysis of achievements and remaining challenges 

WHO Intensified Strategy for 2000-2005. 

Leprosy Elimination Advisory Group (LEACi) Meeting Recommendations 

Integration of elimination activities into general health services. 

Leprosy Elimination Campaign and Special Projects. 

Identification of national priorities and plans for 2000-2001. 

Prevention of impairments and disabilities. 

Community involvement in changing the image of leprosy 

Conclusions and recommendations. 

Closing session. 
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Annex 2 

PROGRAMME 

Monday, 29 November 1999 

08:30-09:OO Registration 
09:00-10:OO Opening session 

- Message fio~ll Dr Hussein A.Gezai~y, Regional Director, WHO/EMRO 
- Message from H.E. The Minister of Health, Jordan 
- Introduction of participants 
- Election of chairman and rapporteur 
- Adoption of agenda and programme of work 

10:30-1l:OO Review of global situation 
11 :00-11:30 Regional overview 
1 1 :30-13 :00 Country reports 
14:00-16:30 Country reports (continued) 

Tuesday, 30 November 1999 

08:30-09:30 Achievements in implementation of elimination strategies and 
remaining challenges 

09:30-10:OO LEAG meeting recommendations 
09:30-10.30 WHO Intensified Strategy for 2000-2005 
11 :00-12130 Presentation and discussions on: 

- Integration into general health services 
- Community involvement in creating positive image of leprosy 
- Global alliance and partners 
- Prevention of disabilities 
- Legal aspects related to leprosy 
- Leprosy elimination campaigns and other initiatives 

12:30-15:30 Review of essential elements for intensifying and sustaining elimination 
Group discussion 
- Group I: intensifying activities for elimination at national and 

sub-national levels 
- Group 11: sustaining elimination at all levels 

Wednesday, 1 December 1999 

08:30-10:30 Presentations and discussion of Group reports 
1 1  :00-12:30 Presentations and discussion on national plan of action 2000-2001 
12:30-14:OO Conclusions and recommendations 
14:00-14:30 Closing session 
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National Leprosy Control Programme 
Ministry of Public Health 
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National Manager 
Leprosy Control Programme 
General People's Committee for Health and 
Social Security 
Tripoli 
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MOROCCO 
Dr Abderrahman Filali Baba 
National Programme Administrator for 
Leprosy Control 
Ministry of Health 
Rabat 

OMAN 
Dr Abdullah Harnoud Al Taei 
Specialist in Dermatology 
Ministry of Health 
Muscat 

PAKISTAN 
Dr Qazi Abdus Saboor 
Chairman, Leprosy Control Board 
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Islamabad 

SAUDI ARABIA 
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Riyadh 

SUDAN 
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Director, National Leprosy Control Programme 
Federal Ministry of Health 
Khartoum 
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Control Programme 
Federal Ministry of Health 
Khartoum 
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REPUBLIC OF YEMEN 
Ur Yassin Abdul Aleem Al-Qubati 
Director, National Leprosy Control Programme 
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