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Abbreviations used in the Text

AFRO WHO Regional Offi ce for Africa
AMRO WHO Regional Offi ce for the Americas
AMDT Accompanied MultiDrug Therapy
CBR Community-based rehabilitation
DANLEP Danish Assisted National Leprosy Eradication Programme (India)
EMRO WHO Regional Offi ce for the Eastern Mediterranean
EURO WHO Regional Offi ce for Europe
GIS Geographical Information Systems
GAEL Global Alliance for the Elimination of Leprosy
IAS Indian Administrative Services
ILEP International Federation of Anti-Leprosy Associations
LCU Leprosy Control Unit (India)
LEC Leprosy Elimination Campaigns
LEM Leprosy Elimination Monitoring 
MB Multibacillary leprosy
MDT Multidrug Therapy (Clofazimine, Dapsone, Rifampicin)
MLEC Modifi ed Leprosy Elimination Campaign (India)
NGO Non-governmental Organization
NLEP National Leprosy Eradication Programme (India)
PAHO Pan American Health Organization
PB Paucibacillary leprosy
POD Prevention of disabilities
ROM Rifampicin, Ofl oxacin and Minocycline
SAPEL Special Action Projects for the Elimination of Leprosy
SEARO WHO Regional Offi ce for South-East Asia
TAG Technical Advisory Group
UNDP United Nations Development Programme
WHO World Health Organization
WPRO WHO Regional Offi ce for the Western Pacifi c



WHO Leprosy Elimination Project: Status Report  2002

4

WHO Leprosy Elimination Project: Status Report  2002

5

The elimination of leprosy as a public health 
problem at the global level,1 as announced at 
the 54th World Health Assembly in May 2001, 
although of great historical signifi cance in itself, 
also represents an important watershed in the 
history of the disease and its treatment.  An 
irrevocable shift has now been made in all 
endemic countries towards the integration of 
diagnosis and treatment into the primary health 
care system - thus signifying the fi nal phasing 
out of traditional “control” programmes.  These 
programmes, carried out by specialised workers 
and institutions, were invariably highly centralised 
and did little to bring services to the community.

This transition from “vertical” to integrated 
leprosy services is still on-going. The process 
of change was initially characterised by a rapid 
expansion in geographical coverage with MDT, 
and was later combined with intense media 
campaigns. This resulted in a raised community 
awareness and led to earlier detection and 
treatment.  Treating leprosy like any other skin 
disease has now become a reality,  and making 
free and effective treatment readily available in 
the community is now acknowledged as the best 
way of avoiding the serious disability and grossly 
disfi guring consequences of the disease. Putting 
diagnosis and treatment where the disease 
occurs - in the community - is proving to be 
the single most important way of permanently 
ending the millennia-old stigma attached to this 
disease. 

Reaching elimination at the global level 
also represents a vindication of an elimination 
strategy that was based from its very beginning 
on simplifi ed approaches to case-fi nding at the 
community level, early treatment with MDT and 
epidemiological surveillance.  Over the last 
15 years, the global prevalence has fallen by 
almost 90% and more than 12 million patients 
have been cured in what will surely be seen by 
future generations as one of the most successful 
interventions in the public health domain.  Among 
the 122 countries considered endemic in 1985, 
108 have now reached elimination at the country 
level, and by the end of the year 2002, leprosy 
remained a public health problem in only 14 
countries, situated in Africa, Asia and Latin 
America.  Today, the highest leprosy burden 
is concentrated mainly in six countries, which 
are, in diminishing order of disease burden, 
India, Brazil, Myanmar, Madagascar, Nepal and 
Mozambique. 

Notwithstanding this tremendous achievement, 

1.   Defi ned as being less than 1 case per 10 000 
population. This defi nition of the elimination of leprosy 
is used throughout this report.

which was due almost entirely to the tremendous 
hard work  carried out by national programmes, 
we should not lose sight of the fact that the task 
originally set remains only partially complete.  
The next phase will be to achieve elimination 
at the national level in all endemic countries, 
and then focus on the sub-national areas of high 
endemicity. 

It is in this second phase where we need to 
address the many structural and institutional 
constraints faced by those countries and those 
regions where the disease still survives as 
a major public health problem.  One of the 
most diffi cult issues to address will be that of 
the remaining highly vertical and centralised 
management structures, composed of specialised 
staff often rather distanced from patients and 
the communities they are supposed to serve.   
Fundamental and far-reaching changes to 
management structures must be implemented by 
national programmes over the next few years, in 
terms of integrating and sustaining leprosy control 
activities, and these must be robust enough 
to last through the immediate post-elimination 
phase and beyond.

Despite the formidable challenges that still 
remain before us, we can be confi dent that the 
basic groundwork for integration has now been 
completed in most major endemic countries, 
and it is signifi cant that giving “ownership” of 
the programme to local authorities has been an 
essential part of this process. For any endemic 
country, the fi nal responsibility for eliminating 
leprosy - and for the public health of its citizens 
in general - must remain with the government, if 
control efforts in the post-elimination phase are to 
be sustained. WHO’s role in the short to medium 
term must be to facilitate this development 
process in terms of funding, providing technical 
advice, MDT drug supply and logistics, and 
global advocacy. The long-term view must be 
that we become redundant as soon as possible, 
and to faciliate this process, WHO will continue 
to work intensively with Ministries of Health, 
national programmes and non-governmental 
organizations to make sure that the diagnosis and 
treatment of leprosy become an integral part of 
the national primary health care system. 

NGO participation, where it strengthens and 
facilitates the work and aspirations of the national 
programme, remains a vital and dynamic element 
of the elimination process. The collaboration 

Introduction
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between WHO and NGOs has been particularly 
fruitful in areas where civil strife has restricted 
geographic access to normal MDT services, 
and cross border operations have become 
necessary. 

In such cases, the NGOs’ local fi eld experience 
and WHO’s expertise in procurement and logistics 
have complemented each other particularly well. 
In general, this form of collaboration has meant 
better and more responsive logistics, improved 
data collection and analysis, and still more fl exible 
and patient-friendly MDT delivery systems.

The creation of the Global Alliance (GAEL) 
in Abidjan in November 1999 has ensured that 
resources now available to elimination have 
never been greater in terms of MDT availability, 
NGO funding and donor commitment. Thus  
the condition, not only for ensuring a wider 
geographical coverage of MDT, but for sustaining 
essential leprosy control efforts in the immediate 
post-elimination period and beyond, is already in 
place in most countries. 

However, in order to fully respond to the 
remaining challenges, there is a need for a much 
wider and more fi eld based collaboration than 
before, targeted particularly at remote areas 
and marginalised communities that have still to 

gain full access to MDT treatment.   If the Global 
Alliance is to be anything more than just a political 
forum, the activities of all its partners, whether 
they be founding members, existing associate 
members or new informal collaborators, need to 
be both pragmatic and focussed, aimed at bring-
ing diagnosis and treatment to all communities, 
however remote.

National programmes are now noticeably 
more confi dent that their goal - the elimination of 
leprosy in their own country - is fi nally in sight.  
What remains is for all partners to work closely 
with them and apply our individual and shared 
resources over the coming years to reach our 
common goal.

This Status Report for 2002 provides an 
update on the progress being made  towards 
elimination over the past year, using the latest 
offi cial statistics provided to WHO by the Ministries 
of Health concerned.  It then discusses some of 
the structural and institutional problems that still 
remain to be addressed and resolved by WHO 
together with national elimination programmes 
and its other partners. Country profiles are 
provided for the major endemic countries and 
other priority programmes. The Annex includes a 
summary list of MDT shipments made by WHO 
to individual countries during the year.
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Due to the substantial progress in leprosy 
control achieved by the introduction of MDT, 
the World Health Assembly (WHA) in 1991 
called for the “elimination of leprosy as a public 
health problem by the year 2000”, defining 
elimination as attaining a level of prevalence 
below 1 case per 10,000 population. The 
figures and trends at the time suggested that 
this goal, although ambitious, was feasible. 
Global estimates of the leprosy burden were 
revised from 10-12 million in 1985 to 5.4 million 
in 1991 largely due to the large number of 
patients who had been cured and taken off the 
registers. It was estimated that about 2-3 million 
people had residual Grade 2 deformities.

Global detection reached a peak of 820 000 
in 1998 and then levelled of at around 750 000 
in the following years. WHO attributes this to 
a number of factors, such as the intensified 
efforts of case detection, high transmission of 
the disease in certain areas, over-diagnosis 
or re-registration of previously treated cases, 
targets set for case detection in some pro-
grammes, and leprosy elimination campaigns 
(about 50% of the cases are attributed to the 
wide scale introduction of the LECs).

Elimination as defined in the strategy was 
attained at the global level by the end of the 

year 2000. However, to date 14 countries have 
not been able to reach the elimination target 
at national level.

The elimination strategy had the effect of 
galvanizing governments, non-government 
funding agencies, and communities. WHO 
developed the concept of LECs (Leprosy 
Elimination Campaigns), and SAPELs (Special 
Action Programs for the Elimination of Leprosy) 
in order to detect and treat all patients, includ-
ing those in difficult to access geographic 
areas. The result was an intensification of 
leprosy elimination efforts leading to a signifi-
cant decline in prevalence from 1991 to 1996 
before it started to level-off and reach the 
detection level.

•     by the beginning of 2002, more than 12 
million cases had been cured;

•     among newly detected cases 17% are 
children (below the age of 15), 39% are 
MB based on the clinical classifi cation 
(more than 5 skin lesions), 9% are single 
skin lesion leprosy and 4% present grade 
2 disability at the time of diagnosis;

•     the numbers of relapses remain low, at 
less than one case per 1000 per patient 
per year;

•     no drug resistance following MDT has 

The global leprosy situation

�� ��� ����� ���
� �� �� ����
� �� � ����
�� ���� ���
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been reported;
•     the number of countries showing preva-

lence rates above 1 per 10 000 popula-
tion has been reduced from 122 in 1985 
to 14 at the end of 2001;

•     there are fewer uncovered areas, includ-
ing those which are diffi cult to access or 
contain refugee populations, though this 
remains problematic;

•     the gender imbalance has decreased 
signifi cantly;

•     an increasing number of countries are 
requesting WHO for a free supply of 
MDT drugs.

•     at the beginning of 2002, the number 
of leprosy patients in the world was 
around 635 000, as reported by 106 
countries. About 760 000 new cases 
were detected during 2001. Global 
detection has increased in 2001 when 
compared to 2000, mainly because of 
a significant increase in detection in 
India.

In 2000, 115 countries have reported 677 
180 new cases with classifi cations, out of which 
261 713 (39%) were MB, 352 347 (52%) PB, 61 
091 Single Lesion PB (9%) and there were 29 
cases for which classifi cation was unknown. The 
proportion of MB cases is high in the Eastern 
Mediterranean, Western Pacifi c and European 
region and particularly low in the South East 
Asian Region.

Greatly improved information systems illustrate 
the substantial progress made so far in eliminating 
leprosy as a public health problem, using MDT 
to tackle the disease. The number of cases reg-
istered has been reduced by almost 90% since 
1985, when MDT started being introduced into 
countries on a global scale, from around 5.4 million 
to  less than 0.64 million at the end of 2001 (Table 
1). Although these fi gures have risen compared to 
those reported for the  year 2000, increases can 
almost entirely be attributed to the Indian national 
programme which still faces fundamental opera-
tional problems.

Gender-wise data were not widely reported 
in 2001. Out of 35 395 new cases that have 
been reported with gender from 58 countries, 

Table 1: Latest leprosy situation as 
reported by 106 countries, by WHO region

WHO Region Point New cases
  Prevalence detected
   during 2002

Africa 45 170 39 612
Americas  83 101 42 830
Eastern Mediterranean 7 007 4 758
South East Asia 488 333 668 658
Western Pacifi c 11 755 7 406
Europe 38 53 

 
Total: 635 404 763 317

� �� ��� ���
� �� � ���
� �� � ����

�������� ���������� ���������� ����
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Table 2: Classifi cation of new cases reported during 2000

WHO Region Number of  Total number MB (%) PB (%) SLPB (%) Unknown
 countries of new cases
 providing classifi ed
 information

Africa 44 54 572 35 256(65) 19 096(35) 203(0.4) 17
Americas 6 973 624(64) 282(29) 67(7) 0
Eastern Mediterranean 14 5 378 4 329(80) 970(18) 79(2) 0
South East Asia 8 606 671 215 923(36) 330181(54) 60 567(10) 0
Western Pacifi c 33 7 557 5 557(74) 1816(24) 173(2) 11
Europe 10 29 24(83) 2(7) 2(7) 1

Total: 115 675 180 261 713(39) 352 347(52) 61 091(9) 29

Table 3: Proportion of children under 15 years old among new cases, 2000

WHO Region Number of  Total number Children under       (%)
 countries   of new cases 15 years old 
 providing among new
 information cases

Africa 15 25 256 2 748 11%
Americas 7 1 637 130 8%
Eastern Mediterranean 14 5 412 340 6%
South East Asia 8 606 647 108 513 18%
Western Pacifi c 30 7 540 594 8%
Europe 7 25 2 8%

Total: 81 645 517 112 327 17%

12 207(34%) were female.  Some 5 266 cases 
of relapse have been reported from 79 countries 
during 2000.  The countries that reported the 
largest number of relapses were India (4 566), 
Nepal (125) and Indonesia (109). However, 
due to inconsistent defi nitions the fi gures on 
relapses are likely to be over-reported.  In 
addition, all suspected relapses responded 
well to one more course of the standard MDT 
regimen.

Data from 81 countries that reported the 
proportion of children below 15 years of age 
among new cases shows that, out of 645 517 
cases, 112 327 (17%) were children.  The propor-
tion of children below 15 years of age among 
new cases is particularly high in the African 
and South-East Asian Regions.  The average 
proportion of children in South-East Asia without 
India was 11%.  In the Americas, data on child 
proportion in Brazil is currently not available and 

Table 4: Proportion of disabilities among new cases

WHO Region Number of Total number Grade 2 (%)
 countries providing of new cases Disability
 information
 
Africa 41 52 399 5 827 11%
Americas 6 973 50 5%
Eastern Mediterranean 10 5 412 1 121 21%
South East Asia 8 606 671 16 744 3%
Western Pacifi c 25 7 543 899 12%
Europe 4 25 8 32%

Global Total: 94 673 023 24 649 4%



WHO Leprosy Elimination Project: Status Report  2002

10

WHO Leprosy Elimination Project: Status Report  2002

11

Table 5: Leprosy Situation in the Africa Region (AFRO) showing latest information

Country Point  Prevalence Cases detected Prevalence rate  Detection rate 
  during 2001 per 10 000 per 100 000

Angola 4 115 2 540 3.1 19.1
Benin 278 391 0.4 6.2
Botswana 43 2 0.3 0.1
Burkina Faso 912 836 0.7 6.8
Burundi 364 213 0.5 3.1 
Cameroon 1 349 486 0.9 3.1 
Cape Verde 38 6 0.9 1.4
Central African Republic 455 263 1.2 7.1 
Chad 542 407 0.7 5.2 
Congo 906 394 3.0 13.0 
D.R. Congo 4 584 4 980 0.9 9.4 
Eritrea 13 6 0.0 0.2
Ethiopia 5 022 4 523 0.8 7.1 
Ghana 1 263 1 389 0.6 6.7 
Guinea 1 416 1 689 1.9 22.3 
Kenya 197 180 0.1 0.6
Lesotho 10 10 0.0 0.5 
Liberia 423 566 1.3 17.0 
Mali 659 616 0.6 5.3 
Mauritania 49 104 0.2 3.8
Mauritius 0 0 0.0 0.0
Mozambique 6 775 5 713 3.4 28.5 
Namibia 10 10 0.1 0.6 
Niger 1 348 1 353 1.2 12.2 
Nigeria 6 609 5 981 0.6 5.2 
Senegal 457 464 0.5 4.8 
Seychelles 6 2 0.8 2.6 
Tanzania 5 235 4 656 1.5 13.6 
Togo 320 279 0.7 5.9 
Uganda 911 685 0.4 3.0 
Zambia 753 764 0.8 8.2

Regional Total: 45 170 39 612 0.9 7.9 

Table 6: Leprosy Situation in the Americas Region (AMRO) showing latest information

Country Point  Prevalence Cases detected Prevalence rate  Detection rate 
  during 2001 per 10 000 per 100 000

Argentina 1 766 373 0.5 1.0 
Brazil 77 676 41 070 4.5 23.8 
Chile 0 0 0.0 0.0
Colombia 2 008 574 0.5 1.3 
Ecuador 239 112 0.2 0.9 
Guatemala 0 0 0.0 0.0 
Nicaragua 55 8 0.1 0.2 
Venezuela 1 357 693 0.6 2.8

Regional Total: 83 101 42 830 2.6 13.3 
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therefore not included, which may have reduced 
the average at the Regional level.  It was 9.4% 
in 1998 (Table 3)

Table 4 shows that 94 countries reported the 
proportion of new cases with grade 2 disabilities.  
Out of 673 023 new cases with information on 
their disability status, 24 649 cases (4%) had 
grade 2 disabilities. This proportion is particularly 
low in the Americas and South-East Asia.  In 

the Americas, the latest available information for 
Brazil is 6.0 %.  In South-East Asia, the average 
proportion of new cases with grade 2 disability 
without India was 9%.  In the African Region, the 
relatively high proportion is attributable to the 
high detection of new cases and high proportion 
of grade 2 disabilities in Chad, Côte d’Ivoire, 
Mozambique, and Nigeria. Tables 5 to 9  provide 
a country wise summary of prevalance and 
detection, grouped by WHO regions.

Table 7: Leprosy Situation in the Eastern Mediterranean Region (EMRO) showing latest 
information

Country Point  Prevalence Cases detected Prevalence rate  Detection rate 
  during 2001 per 10 000 per 100 000

Afghanistan 133  22 0.1 0.1
Bahrain 36  7 0.6 1.1
Egypt 2 443  1 521 0.4 2.2
Iran 391  76 0.1 0.1
Jordan 0  0 0.0 0.0 
Morocco 360  74 0.1 0.3 
Oman 8  4 0.0 0.2
Pakistan 1 350  973 0.1 0.6
Qatar 0  10 0.0 1.6
Saudi Arabia 14  48 0.0 0.2
Somalia 299  211 0.3 2.0 
Sudan 1 452  1 299 0.5 4.3
Yemen 521  513 0.3 2.7

Regional total: 7 007  4 758 0.2 1.1 

Table 8: Leprosy Situation in the South East Asia Region (SEARO) showing latest informa-
tion

Country Point  Prevalence Cases detected Prevalence rate  Detection rate 
  during 2001 per 10 000 per 100 000

Bangladesh 8 537 10 740 0.6 8.2 
Bhutan 40 19 0.2 0.9
India 439 782 617 993 4.2 60.1 
Indonesia 17 259 13 286 0.8 6.2 
Myanmar 8 237 9 684 1.8 21.0 
Nepal 10 657 13 830 4.4 56.5 
Sri Lanka 1 570 2 309 0.8 12.1 
Thailand 2 251 797 0.4 1.3

Regional Total: 488 333 668 658 3.2 43.7
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Table 9: Leprosy Situation in the Western Pacifi c Region (WPRO) showing latest informa-
tion

Country Point  Prevalence Cases detected Prevalence rate  Detection rate 
  during 2001 per 10 000 per 100 000

American Samoa 8 5 1.1 7.0
Brunei 5 5 0.2 1.5
Cambodia 526 634 0.4 4.7 
China 3 510 1 726 0.0 0.1
China (Hong Kong) 37 10 0.1 0.1
Cook Islands 0 0 0.0 0.0
F.S. Micronesia 58 88 4.8 72.7
Fiji 6 4 0.1 0.7
French Polynesia 6 4 0.3 1.7
Guam 1 1 0.1 0.6
Japan NA 10 NA 0.0
Kiribati 9 18 1.0 20.2
Republic of Korea 581 36 0.1 0.1 
Lao P.D.R. 200 183 0.4 3.3 
Macao 0 0 0.0 0.0
Malaysia 931 195 0.4 0.8
Marshall Islands 52 63 7.9 95.5
Mongolia 0 0 0.0 0.0
Nauru 3 3 2.5 25.0
New Caledonia 17 7 0.8 3.2
New Zealand 5 2 0.1 0.1
Niue 0 0 0.0 0.0
Northern Mariana Islands 6 5 0.7 6.0 
Papua New Guinea 394 369 0.8 7.6 
Philippines 3 816 2 669 0.5 3.4 
Samoa 17 13 0.9 7.1
Singapore 28 10 0.1 0.3
Solomon Islands 7 7 0.2 1.7
Tonga 0 0 0.0 0.0
Tuvalu 0 0 0.0 0.0 
Vanuatu 2 1 0.1 0.5
Viet Nam 1 530 1 336 0.2 1.7

Regional total: 11 755 7 404 0.07 0.4 

What is the leprosy elimination 
strategy?

The strategy for the elimination of leprosy as 
a public health problem is based on early case 
detection and cure with multidrug therapy.  The 
target as defi ned aims at reducing the prevalence, 
in any given endemic area, to less than one case 
per 10 000 population. The strategy is based 
on certain assumptions which need to be fully 
understood:

•      MDT treatment, together with early case-
fi nding, is the best way available today for 
dealing with the problem of leprosy and 

its consequences; 
•      Impact of MDT on the disease incidence 

will be signifi cant only when there are  no 
more “hidden” cases, when MDT coverage 
reaches optimal levels and is maintained 
for a number of years;

•      As leprosy has a long incubation period and 
an insidious onset, the impact on transmis-
sion will be slow and new cases will 
continue to appear for several years after 
elimination levels have been reached; 

•      The new case detection fi gure is a poor 
proxy indicator for incidence and it mainly 
refl ects the operational performance of 
the programme.

Main issues on the path to leprosy elimination
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The strategy for the elimination of leprosy 
as a public health problem is quite clear in 
having a definite target, which is not only 
aspirational but also managerial.  The strategy 
focuses on:

•     MDT, together with early case-fi nding, 
as the best way of dealing with the 
problem of leprosy and its conse-
quences; 

•     reducing the disease burden in terms 
of prevalence to very low levels, and 
the reduction of disease prevalence 
will lead, in the course of time, to a  
reduction in transmission of infection 
and reduction of disease incidence;

•     preventing the occurrence of disabilities 
by early diagnosis and treatment and 
improved management of cases;

•     changing the negative image of lep-
rosy;

•     working closely with governments and 
every agency interested in leprosy 
elimination in a spirit of true partner-
ship.

Phasing out and handing over

A weak spot in many countries is the collec-
tion and analysis of information on leprosy. 
Several attempts have been made to standardize 
defi nitions and reporting systems, but in general 
these are still too complex and have had limited 
acceptance.  There is an urgent need to identify, 
through independent (and rapid) assessment, 
geographic areas where the transmission of 
leprosy is high.  On the other hand, very sophis-
ticated routine information collection on leprosy 
at health centre level should be stopped.  In a 
signifi cant number of endemic countries, it is still 
virtually impossible to get a clear picture of what 
the situation is, what has been achieved and 
what remains to be done.

Certifi cation or validation is linked with the 
concept of elimination, and therefore it is likely 
that an increasing number of countries and donor 
agencies will ask for it in the near future.  However, 
there are no tools at the moment to carry out 
such an exercise, and existing epidemiological 
surveillance systems are not yet sufficiently 
effective.  The only alternative to certifi cation 
would be to strengthen and maintain surveillance 
systems with a high degree of coverage over 
a number of years, and this is feasible only if 
adequate resources are made available. 

To achieve elimination, it is important that 
MDT services should be available and accessible 

at the most peripheral level so that patients 
can get their treatment at the nearest health 
centre. The integration of MDT services within the 
general health services is regarded as the key to 
achieving elimination.  The rationale behind this 
approach is that the general health services are 
relatively more widely distributed, and have close 
and frequent contact with the local community.  
Involving the general health services will also 
improve case-fi nding and case-holding activities.  
In addition, such integration will help to demystify 
the disease and increase awareness about the 
disease in the community.

The process of integration should be simple 
and practical.  The tasks assigned to the workers 
from the general health services should be clear 
and in line with their daily routine activities, 
including the information systems.  With integra-
tion, more health centres are expected to be 
providing treatment, and the caseload in each 
centre will be relatively low in comparison to the 
attendance at monthly or weekly leprosy clinics 
opened by the specialized/vertical programmes. 
Some countries with larger vertical programmes 
will require assistance in carrying out these 
structural adjustments.

Integration will help in maintaining MDT 
services at the peripheral level, especially in 
areas where prevalence is declining.  Several 
national programmes, even in countries with 
very high prevalence, have integrated leprosy 
services, mainly because of the urgent need 
to expand MDT coverage.  However, it is 
important to have an element of a specialized 
programme in all endemic countries, either at 
the central level or -- in some large countries -- 
at intermediate level.  This specialized element 
for leprosy will be needed for providing techni-
cal guidance, for monitoring and evaluating 
the progress of elimination, for training and for 
research purposes.  Referral centres will also 
support the general health services in diagnos-
ing difficult cases and in providing certain 
specialized care to patients with complications. 

Although the intensifi ed and focused imple-
mentation of the strategy will reduce the leprosy 
burden to very low levels, and therefore liberate 
resources to address other health priorities 
in the community, new cases of leprosy will 
continue to occur after 2005.  In addition, 
a significant number of individuals disabled 
because of past leprosy will need attention.  
The national programmes in partnership with all 
relevant agencies working in the fi eld, through 
integrated health systems at the most peripheral 
levels, will continue to provide the best possible 
care.
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New case detection

The issue of stable, or even increasing detec-
tion in some countries or areas is a major concern 
and calls for in-depth discussion and analysis. 
Some experts even interpret the current high 
detection as a failure of the elimination strategy 
itself. 

However, with an increasing coverage of MDT 
to previously uncovered or poorly covered areas, 
a corresponding increase in new cases is not 
only inevitable but also desirable. Most of the new 
cases detected each year are in fact people that 
developed the overt disease several years earlier, 
but remained undetected for various reasons, 
including poor access to leprosy services and 
ignorance of the availability of a cure. Only a 
small percentage of newly detected cases are 
true incident cases i.e. experiencing the onset 
of the disease within the last year. However, 
for a lack of effective tools it is impossible to 
quantify the contribution of incidence to the new 
case load.

The global leprosy detection trend is indeed 
paradoxical. Information coming from some 
endemic countries clearly shows that after 
repeated leprosy elimination campaigns detection 
trends are showing a signifi cant decline. The 
paradoxical trends with relatively stable detection 
rates in some major endemic countries (notably 
India, which contributes 78% of the global annual 
new case detection) could be the result of several 
operational and administrative shortcomings, 
rather than of epidemiological factors. 

The prevalence of leprosy is still over four times 
the target level in the fi ve most affected countries 
- India, Brazil, Madagascar, Mozambique, and 
Nepal. Taken together, these countries represent 
approximately 90% of the global leprosy burden. 

The reasons for the continued high prevalence 
rates in these countries are varied, most important 
among these being the limited geographical cover-
age of MDT services and therefore poor access 
to leprosy diagnosis and treatment.  A major 
operational problem is that leprosy diagnosis and 
treatment remain a highly centralised activity, 
often only conducted by specialised staff.  In 
addition, the guidelines followed in some countries 
are very rigid and complex. Although many 
policy decisions have been taken by countries 
to address these problems, their implementation 
is slow and the impact will not be perceptible for 
several years. This in part explains the substantial 
hidden caseload which still remains and serves 
as a reservoir of infection, spreading the disease 
in communities. Other reasons include the limited 

community awareness about the availability of 
free and effective treatment, and prejudice. These 
often lead to tragic consequences such as late 
diagnosis, high disability rates and low cure rates. 
Intense fear of leprosy still persists, though to 
a much lesser extent, and at times this leads 
to the stigmatisation of affected persons and 
their families.

In addition, some countries facing civil confl icts 
and economic turmoil have experienced severe 
damage to their health infrastructure, affecting all 
developmental projects. 

What is needed is the implementation of 
a more simplified approach to diagnosis and 
treatment, using the general health worker at the 
village level and making  services more “patient-
friendly” and uncomplicated, so that patients are 
able to complete the course of treatment with the 
minimum disruption to their daily lives .

Impact of campaigns (LECs) on 
detection trends

National programmes in all the top endemic 
countries have been carrying out Leprosy 
Elimination Campaigns (LEC) since 1995 with the 
aim to intensify elimination activities at the grass-
root level.  This initiative is usually carried out in 
countries of high endemicity, targeted towards 
areas where the disease burden is estimated to 
be high and where the routine programme activi-
ties are found to be weak.  The main objectives 
of the Campaigns are: to increase community 
awareness and participation; to improve capacity 
of the general health workers in diagnosis and 
treatment; and to detect cases that are still 
remaining undetected in the community and to 
cure them by providing free access to multi drug 
therapy (MDT).  

The successful implementation of campaigns 
in over 25 endemic countries has led to the 
detection and treatment of more than one million 
cases since 1995. 

In areas where a single round of LEC was 
conducted, the annual detection increased sig-
nifi cantly in the year it was conducted compared 
to preceding years.  This peak in annual detec-
tion was followed by a decline in the following 
years (i.e.  Hodeidah Governorate of Yemen, 
Benue, Sokoto and Zamfara States of Nigeria, 
Binh Thuan Province of Viet Nam, East New 
Britain District of Papua New Guinea, Kampong 
Chhnang, Takeo Kampot, Provinces and Kep 
City of Cambodia and Kosti Province of Sudan).  
However, this decline in annual detection was 
not observed in other areas such as in the 10 
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Table 10: Annual detection trends in areas with repeated LECs

Area and Country Annual Case Detection
(years when LECs conducted) 1995 1996 1997 1998 1999 2000 2001

West Bengal State, India 34 000 27 907 38 134 71 728 54 934 35 666 46 620 
(1998, 1999 and 2001) 
 
Uttar Pradesh State  59 016 64 640 55 859 107 632 111 436 88 198 114 630
(including Uttaranchal Pradesh) 
(1998, 1999 and 2001)

Madhya Pradesh State, India 34 538 36 300 31 449 56 319 47 832 41 599 47 072
(including Chhattisgarh State)
(1998, 1999 and 2001)

Orissa State, India 45 865 42 252 99 341 41 534 65 329 45 216 48 144
(1997, 1999 and 2001)

Bihar State, India 51 265 99 599 104 478 277 336 172 449 137 172 165 682
(including Jharkand) 
(1997, 1998, 1999 and 2001)

Mandalay Division, Myanmar 1 443 1 288 1 585 2 330 5 099 2 301 2 552
(1998, 1999 and 2001)

17 Districts (Terrai areas),  NA 4 354 3 791 14 952 5 646 5 751 5 803
Nepal (1998 and 2001)

Bago District, Myanmar 227 228 532 113 372 163 91
(1997 and 1999)

Pyay District, Myanmar 276 298 754 146 478 181 149 
(1997, 1999 and 2001)

Hmawbi District, Myanmar 167 128 361 100 399 58 50
(1997 and 1999)

Shwebo and Wetlet  147 223 142 492 244 188 282
Townships, Myanmar 
(1998, 1999 and 2001) 

districts of Nepal (hilly and terrai areas) and Cebu 
Province in Philippines. 

In areas where campaigns were repeated, the 
total number of cases detected during the period 
declined in each subsequent round, though was 
higher compared to that in years without any 
special efforts. Over time, the annual detection 
in some areas even dropped to a level that 
was much lower than before the start of the 
campaign. In India, compared to the fi rst round 
of the Campaign, the total number of new cases 
detected during the third round declined by 26% 
in Madhya Pradesh and Chhattisgarh States, 
46% in Uttar Pradesh and Uttaranchal Pradesh 
States, 70% in Bihar and Jharkhand States, 
80% in Orissa and 68% in West Bengal States.  

Similarly, the detection declined by 37% in 
Mandalay Division of Myanmar and by 43% in the 
17 districts of the terrai area in Nepal. 

This decline in new cases detected is most 
likely due to the success of the campaign in 
effectively clearing the backlog cases. The 
profi le of newly detected patients in subsequent 
rounds of campaigns also changed. Though 
the MB proportion among new cases did not 
change much, the grade 2 disabilities proportion 
declined signifi cantly as the delay in detection 
was reduced.  

There is however concern about those areas 
where the annual detection even after carrying 
out two or more rounds of campaign was still 
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around the same level or even higher than what 
was the case before the start of the campaign 
in spite of the signifi cant decline in new case 
detection during each round of the campaign.  The 
example of India, illustrated below, is striking.

Despite the fact that three rounds of large 
scale campaigns were conducted, the number of 
cases annually detected through ‘routine’ leprosy 
services remained stable. This could be due to 
a combination of several factors. One reason 
could be that the campaigns were not conducted 
properly and were unable to clear up the huge 
number of backlog cases present in the area. 
The routine services were thus left to detect 
these cases missed by the campaign at a later 
time.  Another reason could be that the increased 
community awareness as well as the improved 
service coverage might have encouraged patients 
to self-report for treatment after the campaign 
period. Operational factors such as fulfilling 
annual targets for detection, over-diagnosis and 
re-registration of old cured cases could also help 
explain this paradoxical situation.  Continued high 
transmission and high incidence rates could also 
contribute to the annual detection remaining high 
in the campaign area.

India’s experience with modifi ed 
elimination campaigns (MLECs)

The previous campaigns were successful in 
getting state, district authorities and various local 
organisations involved in leprosy elimination 
activities. In addition to the detection of cases, the 
campaigns strengthened the programme through 

capacity building, increased awareness of the 
disease and encouraged self reporting at the 
local health facilities.

The capacity building component of the 
campaigns also helped to strengthen the integra-
tion process by providing training or refresher 
courses to the general health care workers. 
As a result, diagnosis and treatment are being 
delivered by a larger proportion of general health 
workers, thus increasing the geographic coverage 
of MDT services.

The fourth and last MLEC in India is planned 
during the year 2002-03. It will be a combination 
of active search and voluntary reporting (VRC) 
depending on the state prevalence.

Currently, five states (Delhi, Jharkhand, 
Maharashtra, Uttaranchal and West Bengal), 
have already completed the MLEC-IV. Preliminary 
reports have now been received from Jharkhand 
and West Bengal. 

During MLEC-IV, 9939 new cases were 
detected in Jharkhand and 6139 in West Bengal, 
refl ecting in both states a 51% reduction com-
pared to the MLEC-III fi gures, respectively 20 
301 and 12 653 cases. In Jharkhand, the MB 
and grade 2 disability proportions decreased 
while in West Bengal only the later was reduced. 
The proportion of women detected was relatively 
high and stable in both states during both 
campaigns.

As discussed above, the paradoxical detec-
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tion trends after repeated leprosy elimination 
campaigns are mainly the result of several 
operational and administrative shortcomings, 
rather than epidemiological factors. WHO is 
encouraging the Government of India to undertake 
a critical analysis of the current situation. The large 
number of leprosy cases detected in the past 
in India leads to a higher risk of re-registration. 
The standard case defi nition of a new case of 
leprosy should be strictly followed at all levels; 
a mechanism to validate data on case detection 
should be established; the practice of setting 
targets for case detection and discharge should 
be discontinued and instead focus on increasing 
programme coverage and cure rates should be 
promoted.

One way to address this issue is to provide 
closer supervision and routinely cross verify the 
diagnosis of a large sample of new detected 
cases. In order to clearly demonstrate and 
quantify this issue, WHO suggested that an 
evaluation of diagnosis accuracy is conducted, 
by re-examining all new cases detected during 
the last six months in a selected district. This 
will give a clear picture of the actual situation at 
the district level and highlight reasons for any 
differences, as well as actions required to correct 
them. If successful, this could lead to a national 
protocol to repeat this exercise in other districts.  
In addition, there is still a defi cit in female new 
case detection, which needs to be addressed.

Improving service coverage
The Campaigns conducted in Ethiopia were 

able to extend the coverage of leprosy services 
to an additional 19 zones covering 650 health 
facilities.  Thus the number of health facilities 
providing MDT services in Ethiopia increased 
from 36% to 62% as a result of the campaign 
activities. 

Closing the gender gap
Contrary to expectations the proportion of 

female cases among the newly detected cases 
has increased signifi cantly during the Campaigns.  
Evidence of the gender gap in detection being 

reduced was observed especially in Madhya 
Pradesh State.  During the first campaign, 
the female proportion among newly detected 
cases was 31.5% which increased to 39.1% and 
47.6% respectively during the second and third 
campaigns. Similarly in Nepal the proportion 
of female cases detected during the Campaign 
was around 40%.  

Quality of diagnosis
The Campaigns have incorporated immediate 

post-LEC evaluations to assess the quality of 
diagnosis and registrations practices.  Such 
evaluations have been found to be useful in 
improving the capacity of health workers and in 
managing MDT services.

•     India: The outcome of the Campaign 
carried out in Jharkhand State of India 
was evaluated in 6 randomly selected 
districts covering 8 blocks within 4 weeks 
after completing the Campaign.  It was 
reported that the health workers were 
able to examine 47% of the suspected 
cases that were identifi ed by the search 
teams.  Upon re-examination of individu-
als with suspicious skin lesion that were 
not screened, 21% of them were found to 
be having the disease.  Among a sample 
of 267 newly detected paucibacillary (PB) 
cases reported during the Campaigns, 
12% were found to be wrongly diagnosed 
(not a case of leprosy) and 5% of them 
were recycled cases (old cases who 
have completed treatment or defaulters 
being re-registered as a newly detected 
case). 

•     Similarly, among 126 newly detected 
multibacillary (MB) cases that were re-
examined, 8% were wrongly diagnosed 
and 9% were recycled cases.  2 440 
community members were randomly 
interviewed and it was found that 67% of 
them were aware of the activities related 
to the campaign that was conducted in 
their villages and 78% knew that drugs 

Table 11: Detection during MLEC III and MLEC IV in Jharkand and West Bengal

State Population  Total new Detection MB % Grade II Female
 covered cases Rates per of new % of new  % of new 
  detected  10 000 cases cases cases 
   
Jharkand MLEC III 26 909 428 20 301 7.5 37.2 2.5 40.0 
Jharkand MLEC IV 27 472 000 9 939 3.6 31.4 1.8 40.0 
West Bengal MLEC III 80 221 171 12 653 1.6 30.4 1.7 44.0
West Bengal MLEC IV 81 537 000 6 139 0.8 32.0 1.2 42.2
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to treat leprosy patients can be obtained 
from the nearest health centre.

•     Myanmar: The national programme 
also evaluated the Campaign that was 
conducted in Mandalay Division during 
2001.  As part of the evaluation 1,307 
cases that were newly detected were 
re-examined of which 20% were found to 
be wrongly diagnosed.

•     Nepal: A similar evaluation was also 
conducted in Parsa, Dhanusha, Mahottari 
and Kailali Districts in Nepal.  In Kailali 
District, out of 265 newly detected cases 
that were re-examined 7.7% was found 
to be wrongly diagnosed and 2% were 
recycled cases. In Parsa, out of 74 new 
cases re-examined 23% were found to 
be wrongly diagnosed and 6.8% were 
recycled cases.  Similarly, in Dhanusha 
and Mahottari Districts the proportion of 
newly detected cases wrongly diagnosed 
was 10.1% and 21.9% respectively.  The 
recycled case proportion was 9.6% and 
15.2% respectively.

Lessons learnt from LECs
Projections continue to be made claiming 

that there is still a substantial hidden caseload 
and interpreting the current detection levels as 
a failure of the elimination strategy itself.  The 
evidence for this often points to the high numbers 
of new cases emerging even after repeated 
leprosy elimination campaigns.  As a result of the 
successful implementation of the Campaigns in 
over 25 endemic countries more than one million 
new cases have been detected and treated 
since 1995.  It is one of the main reasons for 
the increase observed in annual detection.  In 
addition to increasing the detection, it has also 
promoted and strengthened the integration of 
leprosy services with the general health care 
system.  As a result of this effort, the geographic 
coverage of leprosy services has increased 
signifi cantly in many countries along with sustain-
ing services at the peripheral level.  Various 
public information activities that were carried 
out during the Campaigns have also increased 
awareness about the disease especially at 
the level of villages and wards.  This has in 
return encouraged individuals with suspicious 
skin conditions to self-report for diagnosis and 
treatment.  The active involvement of the various 
community leaders and administrative authorities 
has also helped to increase political commitment 
especially in the campaign areas. All cases 
that were detected during the Campaigns were 
immediately put on MDT.  The active involve-
ment of the general health services during the 
Campaigns made it possible for patients to collect 

their MDT drugs free of charge at a nearby health 
facility saving them the effort of having to travel 
to a special centre which for most patients could 
be some distance from their home. 

Sustainable elimination
The integration of leprosy into the general 

health services is a key component in the strategy 
for leprosy elimination. It improves the coverage 
of leprosy services and makes it an integral part 
of basic health services provided to communities. 
This is considered to be the most effective method 
to ensure that the signifi cant gains in leprosy 
elimination are sustained. We know that new 
cases will continue to appear for several years, 
although in reduced numbers, even after the 
elimination goal has been achieved, due to the 
long incubation period of the disease. Once the 
general health services assume responsibility for 
the diagnosis and treatment of leprosy, patients 
will continue to have access to diagnosis and 
treatment in their own communities - even after 
elimination has been reached.

Specialized leprosy services 
versus integration

The elimination of leprosy is no longer a 
complex medical problem and can be easily 
diagnosed on clinical signs alone, after minimal 
training. The case of India has shown that 
integration is more a structural and managerial 
issue than a technical one. All health workers 
can be trained in simple procedures for diagnosis 
and treatment. Community volunteers can be 
motivated to inform the community to report to 
the nearest health facility and can assist patients 
in regularly getting their treatment. 

A firmer commitment to the public health 
approach is needed from the programme manag-
ers at various levels. Innovative solutions need 
to be found, based on clearly identifying which 
personnel should be retained, and their roles, 
and the redeployment of others, ensuring their 
contribution to the general health services will 
be strengthened. Successful integration can be 
achieved only if the process is well planned, 
simple and practical.  The tasks assigned to 
general health workers should be clear and in 
line with their daily routine activities, including 
the information systems.  However, the chal-
lenge of integration often lies in managing 
the interpersonal and human dimensions as it 
inevitably involves a shift of roles, responsibilities, 
budgets and power.

It is important to maintain an element of a 
specialized programme in all endemic countries, 
either at the central level or - in some large 
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countries - at intermediate level. This should 
provide technical guidance, monitor activities and 
evaluate the progress being achieved towards 
reaching elimination. 

At the time of integration, it is of crucial 
importance that NGOs do not work as a vertical 
system, but integrate their activities in supporting 
the Government programme. In India, a large 
network of leprosy NGOs (about 290), working 
as partners, has helped to augment the leprosy 
elimination efforts with their resources, commit-
ment and expertise. However, the coordination 
among themselves and with the Government 
authorities remains problematic, as the GoI 
guidelines are not always followed causing 
confusion at the local level. Despite the July 2002 
NGOs/VOs workshop, it was observed by the 
NLEP/WHO state and zonal co-ordinators that 
many NGOs have still not adapted their scope of 
activities and way of functioning to the process 
of integration.

Promoting community action
Community participation in leprosy elimination 

activities needs to be increased in order to 
positively change the image of leprosy and 
reduce the fear of leprosy and the stigma 
attached to the disease. A better understanding 
of the obstacles to community participation 
will enable the development of strategies for 
promoting community action. Ignorance about the 
symptoms/signs and curability of the disease is 
often a major problem. The local community and 
its leaders should play a key role in improving 
public awareness of the signs, symptoms and 
treatment of the disease and the availability of 
free and effective treatment. 

Advocacy
Leprosy has always had certain very special 

features, as a disease affecting mainly  under-
served populations and generating intense 
emotions linked with the age-old stigma against 
those affected by it. As a result, the fi ght against 
leprosy has traditionally been undertaken by a 
relatively small group of people, who, although 
highly dedicated are often reluctant to share the 
responsibility for the disease and its control with a 
wider audience. This explains to some extent why 
the tremendous achievements in leprosy control 
during the last two decades are not well known, 
or are even underplayed.  

Today we know leprosy to be curable, but 
making its elimination interesting and attractive to 
the public, the scientifi c community, the decision-
makers and the politicians is not always easy. 
However many countries are now adopting a 
positive communications approach to change 

the image of leprosy, and having considerable 
success using the mass media together with 
community mobilization.

Re-motivating the research com-
munity 

Nowadays there is an element of desperation 
within the leprosy research community because 
epidemiological research and studies on new 
drug development and diagnosis have largely 
disappeared. Given our limited arsenal against 
leprosy, it appears fully justified to maintain 
and support key research activities relevant to 
elimination and beyond. The priority should be 
on developing new tools to support elimination 
efforts, in particular with the development of tests 
for leprosy exposure (both skin tests and simple 
blood tests), tests for the prediction of reactions, 
and better means of prevention of nerve damage. 
In the long term, research could provide tools 
for surveillance of transmission, reactivation 
of disease, detection of non-human sources 
of infection, and emergence of drug-resistant 
leprosy strains. Active preventative interventions 
identifi ed by research would further help reducing 
the incidence of leprosy. 

In addition, there is a particular need to encour-
age and strengthen the capacity for epidemiologi-
cal and operational research. Standardizing 
leprosy treatment to a single regimen would also 
facilitate its integration and ensure the long term 
sustainability of leprosy control. A Uniform MDT 
regimen for both multibacillary and paucibacillary 
leprosy would be of great advantage. 

Prevention of disabilities and 
rehabilitation

Early detection, treatment with MDT and 
management of leprosy reactions is the best 
strategy to prevent the development of deformi-
ties.  For those who are detected late, simple 
disability prevention and management components 
must be incorporated within leprosy elimination 
programmes. With ongoing efforts to integrate 
leprosy services into general  health care services, 
it is crucial that similar efforts are made to provide 
disability prevention, and care services through the 
general rehabilitative system in the country. Special 
services that are provided only for leprosy related 
disabilities perpetuate stigma, are socially divisive, 
and are neither cost-effective nor sustainable.

The approach for rehabilitation of those who 
are severely affected-physically, socially and 
economically-will be to strengthen collaboration 
with other relevant services and organizations 
working in this fi eld.
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Although leprosy remains a public health 
problem in 14 countries (defi ned as having a 
prevalence rate above one per 10 000), leprosy 
as a public health problem is now focused on 
top 6 endemic countries, namely India, Brazil, 
Madagascar, Mozambique, Myanmar and Nepal.  
These are the countries where both prevalence 
and detection are highest, (both above 5 000), 
and prevalence and detection rates are high. 
The total number of cases registered in these six 
countries combined represents 83% of the global 
prevalence and the combined prevalence rate is 
3.9 per 10 000.  Of the top six endemic countries, 
three are from SEARO, which represent over 80% 
of prevalence and 90% of new case detection 
among top endemic countries.  India alone 
represents around 64% of prevalence and 78% 
of new cases world-wide. Although the reduction 
in prevalence is dramatic in historical terms, 
there is clearly a distinct levelling off in the 
reduction curve. 

WHO, in conjunction with the national pro-
grammes, has undertaken a country-by-country 
reassessment of the prevailing situation in the 
major endemic countries.  Although the measures 
and structural adjustments required are all being 
implemented, results will probably only be visible 
a few years down the line.  This section of the 
report provides short profi les of these countries 
together with some other priority countries still 
needing critical WHO support.

Profi les 1: Major endemic countries

Brazil

In Brazil, the detec-
tion trend in terms of 
number of new cases 
detected is more or 
less stable or even has 
shown an increase, as 

it did since the inception of the national pro-
gramme. However, leprosy elimination campaigns 
did not contribute significantly in detecting 
“hidden” cases.  The programme is still managed 
as a highly specialised programme with limited 
stress on integration within the general health 
services. This is changing with the new initiatives 
to decentralize the leprosy elimination efforts to 
municipalities, improve community awareness 
through mass media and gaining high political 
commitment for the elimination efforts.

The key to eliminate leprosy from Brazil is to 
expand coverage of leprosy services by providing 

Brazil: Development Profi le 
1996 1999 2000

Population, total (millions) 161.5 168 170.1
Population growth (annual %) 1.3 1.3 1.3
Population density (people per sq. km) 19.1 19.9 20.1
Life expectancy at birth (years) .. 67.2 .. 
Fertility rate, total (births per woman) .. 2.2 .. 
Mortality rate, infant (per 1,000 live births) .. 32.2 .. 
Mortality rate, under-5 (per 1,000 live births) .. 40 .. 
Malnutrition prevalence (% children < 5) 5.7 .. .. 
Illiteracy rate, adult male (% of males 15+) 16.2 15.2 14.9
Illiteracy rate, adult female (% females 15+) 16.5 15.1 14.6

Source: World Development Indicators, World Bank July 2001

MDT services within the primary health system at 
the municipal level.  To guide this process a Task 
Force was established in January 1999 which 
represented all key players: the National Leprosy 
Program of the Ministry of Health, the municipal 
health secretaries (CONASEMS), PAHO/WHO, 
MORHAN (a social mobilization organization for 
leprosy) and leprosy experts.

The Task Force oversaw the production and 
distribution of information and training kits for use 
in the municipalities, funded jointly by the Ministry 
of Health, WHO and the Novartis Foundation.  
Priority municipalities in the states of Para, 
Tocantins, Rio de Janeiro, and Minas Gerais have 
been identifi ed, and CONASEMS and MORHAN 
will play an important role in the implementation of 
the training and distribution of information kits.

 If it is to meet existing elimination targets, 
special action is required by Brazil to tackle the 
high level of transmission (especially in Norte and 
Nordeste regions), to increase the geographic 
coverage with MDT and to make the programme 
more public health orientated.  The large majority 
of new cases occur in underserved populations 
with little access to information and health care.  
As a result many remain undetected, or are 
detected too late.  

At the same time, there is a general process of 
political decentralisation underway in the country 
which will devolve control of public health services 
(including their funding) to the municipalities, and 
this offers some scope to increase geographical 
coverage with MDT. 
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A Leprosy Elimination Monitoring  exercise 
(LEM) was carried out in June 2000 in Tocantins 
(the ninth largest state in Brazil, with 3.2% of 
the country’s territory but only 0.7% of Brazil’s 
population).  In 1998 the prevalence of leprosy 
was 3 times higher than the average for the whole 
country and the detection rate was 4 times higher.  
The state now ranks fi fth in terms of its prevalence 
rate, and second in terms of its detection rate.  
The state has one of the highest endemic levels 
in the country and there is apparently an upwards 
trend in transmission, probably owing to late 
diagnosis caused by existing access diffi culties 
and the low cover provided by health centres.

The sample selected for the LEM included 24 
municipal districts representing 17% of the total, 
24 health centres and 496 patients, representing 
30.4% of the total at the end of 1998.  The 
average delay in diagnosis was found to be 21 
months.  In more than 50% of cases it was more 
than 1 year, with a large proportion being more 
than fi ve years. The   proportion of new cases with 
disability grade 2 was high, suggesting generally 
late diagnosis. Some 44% of patients reported 
that the monthly collection involved an element 
of cost.  On average each patient spends R$ 3.1 
each time they go for treatment, principally on 
transport which is relatively high bearing in mind 
that the vast majority of patients are on a low 
income.  Twelve per cent of patients have their 
wages stopped when they go to get their monthly 
blister pack.  However, 83% of centres provided 
more than one blister when requested.

India’s economy 
encompasses tradi-
tional village farming, 
modern agriculture, 
handicrafts, a wide 
range of modern indus-
tries, and a multitude 

of support services. Despite impressive growth 
over recent years (6% in 2000), it is estimated 
that more than a third of the population live 

India

below the poverty line. The household income 
or consumption by percentage share was 3.5% 
for the lowest 10% and 33.5% for the highest 
10% (1997).

India has accorded a high priority to the 
control of infectious diseases through a series 
of centrally sponsored disease control pro-
grammes, including leprosy.  In general, the 
performance of these centrally sponsored 
schemes has been uneven with important 
limitations at both the central and state levels.  
Whilst the actual disease control strategy 
used has been clearly defi ned (e.g. MDT for 
leprosy) and successful, the strategies for 
critical complementary activities (such as IEC, 
NGO participation and training) have not been 
as well defi ned and this has been an important 
factor contributing to the uneven performance. 
Detection rates in India are among the highest in 
the world (about 60 per 100 000 population).  

The case detection trend is not showing any 
appreciable decline, and there is no single clear 
explanation for the persistence of this situation 
in spite of a highly specialized and expensive 
vertical programme being in operation for close 
to 50 years. The fi rst problem may lie within the 
system itself, which burdens the fi eld workers with 
annual case detection targets and reduces the 
specifi city of diagnosis.  Secondly, the reluctance 
to fully involve the reasonably well-developed 
primary health care system in leprosy elimination 
activities prevents adequate geographical cover-
age and limits accessibility to MDT services for 
individual patients. Thirdly, the uneven burden of 
the disease in different States of India, and the 
disparate distribution of resources and activities 

India: Development Profi le 
1996 1999 2000

Population, total (millions) 945.6 997.5 1,000
Population growth (annual %) 1.7 1.8 1.8
Population density (people per sq. km) 318 335.5 341.7
Life expectancy at birth (years) .. 63.2 .. 
Fertility rate, total (births per woman) .. 3.1 .. 
Mortality rate, infant (per 1,000 live births) 72 70 .. 
Mortality rate, under-5 (per 1,000 live births) .. 90 .. 
Malnutrition prevalence (% children < 5) .. 47 .. 
Illiteracy rate, adult male (% of males 15+) 34.2 32.2 31.6
Illiteracy rate, adult female (% females 15+) 58.4 55.5 54.6

Source: World Development Indicators, World Bank July 2001
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to the states over the course of the project, 
integration of leprosy control activities with 
the general health services and the reduction 
of the disease prevalence to less than 3 per 
10 000 by end of 2003.  Within the framework 
of the second Leprosy Elimination Project 
assistance is being provided by the World 
Bank for restructuring the leprosy control 
activities and to support the activities needed 
to achieve elimination of leprosy as a public 
health problem. 

India has eleven endemic states which, 
taken together, represent more than 90% of the 
disease burden in India, and have a prevalence 
rate of 4.6 per 10 000. They are Andhra 
Pradesh, Bihar, Chhattisgarh, Jharkhand, 
Karnataka, Madhya Pradesh, Maharashtra, 
Orissa, Tamil Nadu, Uttar Pradesh and West 
Bengal.  

These eleven states also represent a signifi -
cant proportion of the registered cases and 
newly detected cases worldwide and highlight 
the importance of effective implementation of 
intensifi ed elimination strategies there. A failure 

based on historical attitudes, have resulted in 
intense activities in certain States and limited 
activities in others.  It is possible that there 
are other reasons for the confusing detection 
trends in India. The Government with other 
national and international partners took a bold 
decision to decentralise the programme, giving 
its ownership to the states.  In addition, many 
innovative approaches are being implemented 
to bring about a well-planned transition from the 
current vertical programme to full integration 
within the well-established primary health care 
system.

During the year 2000, the MoHFW in col-
laboration with the World Bank and WHO has 
undertaken an in depth assessment of the 
leprosy situation and the performance of NLEP. 
Based on this assessment, plans have been 
prepared with States to intensify elimination 
activities for the second phase of the project. 
The main objective is to transform the national 
leprosy control programme into an effective and 
sustainable programme through a decentralized 
and integrated approach.  Specifi c objectives 
are: decentralization of leprosy control activities 
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to achieve elimination in these eleven states 
would, by defi nition, be a global failure. 

The latest available information indicates 
that there were 342 683 cases registered for 
treatment (PR=3.2/10 000), of which 211 275 
new cases were detected since April 2002 
(NCDR=2/10 000). Among the new cases, the 
proportion of MB cases was 37.2% (78 662 
cases); the proportion of children under 15 years 
old was 15% (31 652 cases); the proportion 
of female was 31.8% (67 171 cases); and the 
proportion of cases with disabilities was 1.8% (3 
726 cases). This can be due to early diagnosis 
of cases or a refl ection of the over-diagnosis in 
children, due to lack of strict application of case 
defi nitions, school surveys, etc. 

The proportion of child cases is high. This 
can be ascribed to one or more of the following 
factors: continued high transmission, intense 
elimination activities targeted to this age group 
like school surveys, or the factor of “over-
diagnosis”. The low proportion of females clearly 
shows a bias in detection. The proportion of 
grade 2 disability cases is low in India compared 
to other countries in the Region.

Trends in prevalence and 
detection

Prevalence has decreased steadily since 
1985, falling by 93% in the period up to March 
2002. From 1998 to March 2001, the prevalence 
showed a declining trend with a small increase in 
March 2002, due to a higher number of new cases 
detected during this year. Trends of detection 
increased in 1999 mostly due to the fi rst Modifi ed 
Leprosy Elimination Campaign (MLEC), which 
was also carried out in 2000. In 2001, there 
was no MLEC conducted in India. The third 
campaign was carried out in at the end of 2001 
until early 2002. 

From 1998 to March 2002, the detection 
trend was stagnant.  This can partly be explained 
by intensifi ed activities, such as MLECs as well 
as a signifi cant increase in the geographical 
coverage of MDT services due to the phased 
integration of the leprosy programme into 
the general health care system. But these 
explanations might not be suffi cient. In countries 
where intensifi ed activities for detection have 
been conducted repeatedly, a large proportion 
of backlog cases were detected and treated. 
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Table 13: Epidemiological indicators, India

Year or   
Indicator

Prevalence trends in 12 priority states, 1998-2002 (rates per 10 000)
1998 5.5 11.7 7.9 7 2.3 9.2 4.9 23.9 7.1 4.1 2 4.8 3.6
1999 4.7 18.9 8.7 14.6 2.4 5.4 3.3 7.6 5.3 4.7 1.8 6.9 7.3
2000 5 18.7 8.5 14.6 2.6 5.8 3.7 11.2 5 6.1 2.1 5.3 8.8
2001 3.7 12.9 7.7 10.9 2.7 3 3.1 7 4.1 4.3 1.7 2.7 5.4
2002 3.2 10.9 10.8 12.9 2.4 2.3 3.3 8.9 3.5 5 2.2 4 5.3

New Case Detection trends in 12 priority states, 1998-2002 (rates per 10 000)
1997-1998 7.3 15.1 12.9 10.9 3.5 5.5 6.8 23.3 6.9 4 1 4.9 4
1998-1999 8.9 36.7 18.8 25 5.1 9.7 5.6 12.4 7.5 28.6 2.4 9.2 17.6
1999-2000 8 21.6 12.1 18 4.4 8 6.6 18 10.2 6.8 2.7 6.8 11.9
2000-2001 8.8 16.6 10.7 14.3 3.3 3.1 4.6 12.3 5.3 5.2 2.2 4.4 7.3
2001-2002 6.4 14 13.7 16.6 3.9 3 5 12.9 5.1 6.6 2.9 5.7 7.4

Case Finding Indicators in 12 priority states in 2002
% children 27 15.4 12.6 14.2 24.9 8 22.7 15.7 27.4 9.3 7.8 13.8 22.1
% MB cases 19.8 34.4 37.1 39.8 29.5 48.5 28.5 30.6 18.1 43.7 38.3 37.7 34.5
% of SSL PB 5.3 0.1 2.7 1 7 2.6 5.9 6.4 23.4 1 0.2 0.9 5.5
% Grade 2 1.4 2.2 3 2.4 0.8 5 1.6 1.7 1.4 1.9 2.3 2.6 2.9
Median delay  11.3 10.1 9.7 13 5.6 10.8 7.2 5.1 9.4 7.7 10.6 8 8.6
in diagnosis*
% females 41.5 35.2 36.4 28.5 46.8 34.8 47.3 40.2 44.5 38.6 NA 31.8 38.7

Child proportion trends in 12 priority states, 1998-2002
1997-1998 27.9 14.5 15.7 17.5 24.5 11.4 22.8 16.8 27 7.8 4.6 17 19.6
1998-1999 27.5 10.4 16 11.7 26 12.1 23.9 17 31.7 1.7 4.7 11.8 23.9
1999-2000 29.2 12.9 16 14.4 25.8 11.2 24.4 17.4 31.6 8.4 5.2 12.8 23.1
2000-2001 19.9 16 15.3 16.9 24.4 8.8 27.8 17.5 24.8 10.7 11.8 12.3 28.2
2001-2002 27 15.4 12.6 14.2 24.9 8 22.7 15.7 27.4 9.3 7.8 13.8 22.1

MB proportion among new cases trends in 12 priority states, 1998-2002
1997-1998 19.6 34.3 35.1 34.1 25.9 43.3 20.1 25 14.7 43.9 52.1 38.6 32.8
1998-1999 17.5 36.5 32.1 38.6 21.9 38.5 23.2 25.2 16.9 39.5 49.2 36.5 32.3
1999-2000 19.6 38.4 23.9 39.9 27.9 52.9 24.9 27.1 17.1 45.5 46.5 37.9 33.7
2000-2001 18.3 37.1 36 35.8 29.5 48.1 32.2 29.2 26 44.3 45.9 41.8 35.4
2001-2002 19.8 34.4 37.1 39.8 29.5 48.5 28.5 30.6 18.1 43.7 38.3 37.7 34.5

Disability grade-II proportion trends in 12 priority states, 1998-2002
1997-1998 2 4.3 4.6 5.2 1.4 7 1.3 2.1 2.5 5.3 16.9 4.7 4
1998-1999 1.6 4.5 3 4.8 0.8 5.5 1.6 2.1 2 1 4.3 4.1 6.2
1999-2000 1.8 3.2 3.3 3.4 1 4.7 1.6 1.9 1.4 2.9 4.3 3.3 3.7
2000-2001 1.4 2.2 3 2.3 1 5.5 2.1 1.8 1.8 2.4 2.6 3.1 2.5
2001-2002 1.4 2.2 3 2.4 0.8 5 1.6 1.7 1.4 1.9 2.3 2.6 2.9

Single Skin Lesion proportion trends in 12 priority states, 1998-2002
1997-1998 NA NA 13.7 NA 37.4 3.9 35.5 19.1 44.2 5.8 11.5 17.3 14.7
1998-1999 30.7 1.5 16.1 2.2 32.3 3.2 32.4 18.7 51.2 6.7 6 5.5 17.1
1999-2000 12.8 3.2 7.7 2 19.8 6 26.4 17.3 39.5 4.6 4.4 3.7 14.5
2000-2001 13.5 2.8 6.8 2.7 11.2 4.4 19.7 15.6 41.3 6.7 8.9 2.9 14.2
2001-2002 5.3 0.1 2.7 1 7 2.6 5.9 6.4 23.4 1 0.2 0.9 5.5

Female proportion trends in 12 priority states, 1998-2002
1997-1998 46 42.2 43.5 31.5 31.3 34.3 47.1 NA NA 23.9 NA NA NA
1998-1999 45 31.1 53.6 37.4 19.3 32.6 48.1 NA 39.9 37.2 NA NA NA
1999-2000 45.4 41.1 36.2 35 21.5 33.8 46.5 NA 38.5 42.8 NA NA NA
2000-2001 45 38.9 37.4 42.7 28.3 39.1 48.5 NA 44.3 35.9 NA NA NA
2001-2002 41.5 35.2 36.4 28.5 46.8 34.8 47.3 40.2 44.5 38.6 NA 31.8 NA
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Consequently the prevalence and the detection 
rates had declined. This is not the case in India. 
It is surprising that after having conducted three 
MLECs, so many cases are still detected. 
Either it means that the quality of detection 
during the MLECs was not up to the mark for 
several potential reasons (low coverage, high 
proportion of suspect cases which did not show 
up for confi rmation), or that the number of new 

detected cases was infl ated. 

As expected, data showed that the number 
of cases detected through consecutive MLECs 
decreased steadily from MLEC-I (463 594 
cases), MLEC-II (213 732) to MLEC-III (164 
993). The preliminary data of two states (West 
Bengal and Jharkhand) that had completed 
MLEC-IV showed the same trend, with about 
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Leprosy Elimination Monitoring
Leprosy Elimination Monitoring (LEM) is designed to identify potential problems that may hinder 
the provision of MDT services or retard progress towards leprosy elimination. It makes a 
comprehensive analysis of the performance of the programme through the collection of three 
sets of indicators, including:

•     Elimination indicators: Internal validity of information on prevalence and detection (crude and 
specifi c) and analysis of trends. This will be based on the analysis of existing information and 
review/updating of leprosy registers;

•     The level of integration of MDT services within General Health Services: availability of MDT 
blister packs and geographic coverage of MDT services. This will be based on a cross-sectional 
survey of randomly selected health facilities and interviews of patients; 

•     Quality of MDT services at national, provincial, district andhealth centre levels: diagnosis, 
case-holding and information. This will be based on a review of individual records, leprosy 
registers. And interviews of individuals in communities. The quality of MDT services will be 
reviewed on the basis of cohort analysis. 

50% reduction in detection as compared to 
the previous MLEC. The decreasing trend in 
detection during consecutive MLECs shows that 
the campaigns are steadily clearing most of the 
backlog cases. But, during the same period, 
the total detection has remained more or less 
constant. Therefore, the detection through routine 
method (or voluntary reporting) has increased 
signifi cantly. 

Progress being made towards 
integration of leprosy services in 
India

The integration of MDT services into the 
general health care system is a key element for 
achieving elimination and also for sustaining 
leprosy activities in the post-elimination phase, 
but is problematic in large programmes such as 
India.  Since the inception of the programme 
higher pay scales and incentives have been given 
to the vertical leprosy staff, and these special 
privileges are naturally hampering the integration 
process. At the same time, the vertical staff is 
reluctant to allow the transfer of programme tasks 
and the general health care staff is unwilling 
to accept additional tasks without any benefi t. 
Nevertheless, in 2002, progress towards integra-
tion in India has been signifi cant, though uneven 
among the various priority states. 

The criteria for functional integration are as 
follows;

•     All health facilities of the general health 
care system should be able to provide 
MDT services;

•     The Medical Offi cer of the general health 
care system makes the diagnosis, clas-
sifi es the patient and initiates the treat-
ment;

•     The subsequent doses of MDT are dis-
tributed by the ANM at the health sub-
centre level, close to the patient’s home;

•     The MDT services are provided on all 
working days and not only on fi xed days 
(weekly or monthly) as organised by the 
vertical staff;

•     The MDT drugs should be stored at the 
health facility level and the drug register 
maintained by the pharmacist;

•     The leprosy register and patient card 
should be available at the health facility 
level and maintained by the general 
health care staff;

•     The monthly report should be made by 
the general health care staff and signed 
by the Medical Offi cer in charge;

•     The vertical structures, like Leprosy 
Control Units, should be dismantled;

•     The vertical staff should be re-deployed 
to general health care facilities.

The main achievement is the increase of 
MDT services coverage by making MDT services 
available at most of the general health care facili-
ties and not only at specialised centres. However, 
it was noticed that a signifi cant proportion of 
hospitals are not providing MDT services.

A larger proportion of Medical Offi cers (MOs) 
of the general health care system is diagnosing 
leprosy cases and initiating the first dose of 
treatment. Where it has not been done, the main 
reasons cited are: 1) MOs are not trained, 2) 
MOs are trained but not confi dent in making the 
diagnosis, 3) presence of the vertical staff doing 
the job, 4) unwillingness to do additional tasks. In 
general, about 80% of MOs had been trained prior 
to the repeated MLECs. However, some pockets 
of untrained MOs had been identified. Plans 
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for training had been set up at the state level.  
Good progress has been made in subsequent 
doses distributed by ANMs at the health sub-
centre level, especially in the states where integra-
tion is progressing well (Orissa, Tamil Nadu, 
Maharashtra, West Bengal, Bihar, Jharkhand,). 
However, this activity is hampered in Bihar, 
Jharkhand, and Uttar Pradesh where a large 
proportion of vacant ANMs posts exist.

A few states have dismantled the vertical 
structures like the Leprosy Control Units (LCUs). 
In them, structural integration has been achieved, 
with leprosy services provided within the general 
health care centres, but some leprosy services 
are still in the hands of the vertical leprosy 
staff. MDT drugs not kept in the health centre 
pharmacy but in the custody of the vertical staff; 
therefore they are only available to patients at the 
time of their weekly or monthly visits. The same 
phenomenon is reported with patient registers 
that are kept with the NLEP staff and not at 
the health centre. This makes it diffi cult for new 
patients to be registered on time when diagnosed 
directly by the Medical Officer of the health 
centre. 

In states where integration is progressing well, 
most of the criteria for fulfi lling integration are 
met. The tasks that are the last to be integrated 
are the leprosy records and reporting system 
to be maintained by the General Health Care 
staff.

In some states (Andra Pradesh, Karnataka, 
Chhattisgarh), the vertical leprosy staff are still 
directly in charge of the leprosy programme, 
providing MDT services to designated LCUs with 
little involvement of general health staff. 

In order to facilitate integration, the WHO 
“Guide to Eliminate Leprosy as a Public Health 
Problem” was translated into 13 Indian languages 
with the support of DANLEP. Already 1,224,000 
copies in 13 Indian languages and English had 
been distributed. A request for additional 260 
000 copies was made to SEARO in September 
2002. It is expected that it will be distributed to 27 
States/UTs before the end of the year.

Leprosy Elimination Monitoring 
(LEM) in India 

The TAG Sub-group on Monitoring and Evalu-
ation, held in New Delhi, India, in early February 
2001, recommended that LEM should be con-
ducted on an annual basis for Group 1 countries, 
and on a selected basis for Group 2 and 3 
countries.  Also, it was recommended that LEM 
should be conducted at State level in India and 

Brazil, considering their geographical and popula-
tion sizes. For the LEM exercises conducted in 
June 2002, the National Institute for Health & 
Family Welfare (NIHFW) was identifi ed by GoI as 
the implementing agency. From the preparation 
to the implementation phase, it included all the 
major partners, GoI, WHO, DANLEP, DFIT, NLR 
and TLM. The survey covered the 12 priority 
states. A sample of 72 districts was drawn up, in 
which a sample of urban and rural health facilities 
was selected.  This fi rst large scale LEM will 
serve as baseline data for similar exercises to 
be carried out in the coming three years, and 
will thereby monitor the progress being achieved 
towards elimination.

Information Education Communi-
cation in India

Nationwide IEC through the mass media 
started in 2002 through the LINTAS (SOMAC) 
agency with a budget of Rs. 11.32 crores. It 
includes TV and radio spots in various languages 
covering the country through public and private 
channels.

During the month preceding the MLEC exer-
cises, a set of IEC activities were conducted at 
State, district and local levels. It includes TV, 
radio & newspapers, hoardings and wall paint-
ings, posters, banners and stickers, launching 
meetings with political leaders, schools quiz, 
interactive stalls, and village meetings. However, 
it is acknowledged by most of the states that 
intensive IEC activities are mainly conducted 
during the MLEC period and little is done during 
the rest of the year. It has been recommended 
that each state and district develop a year-long 
plan for IEC activities focusing on various targeted 
groups, with an emphasis on interpersonal 
communication. 

Cleaning of registers in India
From fi eld observations, WHO recently sug-

gested that the Government carry out a “cleaning 
of registers” exercise in order to get more realistic 
prevalence fi gures. In May 2002, the GoI issued  
guidelines for cleaning the leprosy registers. 
The objective was to update the data with more 
accurate fi gures by deleting patients that were 
still counted but were no longer prevalent cases, 
due to several potential factors: patient that 
had completed the fixed duration treatment, 
defaulters, those referred to another district/state, 
SSL case treated with ROM, etc. This activity 
was completed in most of the states, during 
July-September 2002. 

The preliminary results of the 12 priority states 
show that about 515 000 patients’ records were 
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examined and 65 883 cases deleted (13%). The 
proportion of deleted cases ranged from 1.4% 
in Orissa to 39% in Tamil Nadu. Overall, the 
main reason for deletion was due to patients that 
had completed fi xed duration treatment (66%), 
followed by defaulters (12%), patients treated with 
ROM (12%), doubtful diagnosis (4%), referred to 
other district/state (3%), and Accompanied-MDT 
given (2%).

It was also stressed that updating of leprosy 
registers should be a routine monthly activity, to 
be done when monthly reports are made, and 
not an exercise to be conducted each year, on 
a campaign mode. 

NLEP/WHO State and Zonal Co-
ordinators

In 2002, ten WHO/NLEP coordinators and 
two ILEP coordinators were positioned in the 12 
priority states. In addition fi ve zonal coordinators 
were working in Bihar and Jharkhand. These 
coordinators are providing very useful support 
to the public health approach of the programme. 
They are directly involved in planning, monitoring 
and evaluation of the programme in collabora-
tion with the State Leprosy Offi cers. Their fi eld 
observations provide critical information on 
the existing activities and the evolution of the 
programme. During fi eld visits, they are providing 
on-the-job training to the health workers and 
advocate to the local authorities for ensuring that 
leprosy remains high on the agenda. There are 
sending monthly reports to the Central Leprosy 
Unit and WHO. Feedback is provided to them 
through e-mail and quarterly review meetings 
with the central Government and WHO.

It is planned for the near future to add two 
zonal coordinators in Uttar Pradesh and one in 
Bihar and Madhya Pradesh.

In the WHO “Special Package”, it was planned 
to hire seven IAS as Project Directors for the 7 
most priority states. The objective was to assist 
the state and districts authorities in identifying 
the weak links in programme implementation and 
strengthen them by providing administrative and 
managerial assistance. With the IAS network, 
it was expected that they could provide critical 
support at State and District levels, and comple-
ment the technical component of the programme 
run by the State Leprosy Offi cer. So far, only one 
has been positioned in Uttar Pradesh. 

Capacity Building
WHO believes that a major element of its 

public health role is in working closely with 
government health managers and their partners 

at all levels, to bring about major, sustainable 
improvements in health care provision.  In India 
this has been refl ected by a series of workshops 
during 2002. A critical review of the existing 
leprosy information system was made in May 
2002, with GoI, World Bank, WHO, DANLEP and 
ILEP members. The main objective was to collect 
a limited set of data, useful for monitoring the 
programme through essential indicators which 
could be analysed at various levels for taking 
action. The achievements were the development 
and fi nalisation of an essential indicators list, 
a set of new forms for records (patient card, 
leprosy register, drug register) and monthly 
reports, a validation mechanism with analysis and 
feedback, as well as a performance assessment 
form for district and states. The states were given 
responsibilities for printing and distributing the 
new formats. The implementation of the new 
Simplifi ed Information System is due in November 
2002, taking the opportunity of MLEC to introduce 
the new formats at different levels. 

A workshop on capacity building for planning 
and management for State Leprosy Offi cers, was 
organised by GoI and the CLTRI, Karigiri and 
supported by WHO and  27 SLOs. The objectives 
were to strengthen the SLO skills in planning, 
monitoring, identifying priority areas and activities 
in order to accelerate leprosy elimination in their 
own state. It is expected that the SLOs could 
organise similar capacity building workshops at 
district level to transfer their knowledge to the 
district leprosy managers.

WHO and GoI has identified the National 
Institute of Health & Family Welfare to conduct 
a 3-day NLEP management training courses 
targeted at 360 district Chief Medical Offi cers 
(CMOs) of the priority states. The objective of 
this training is to enhance the CMOs capacity for 
analysing the leprosy situation and trends in their 
district. The CMOs should be able to describe, 
discuss, interpret and use the essential indicators 
for monitoring, supervision and taking corrective 
measures. After this training, it is expected that 
the CMOs, as part of the General Health Care 
system, will be more involved in the implementa-
tion of the leprosy programme. The training is 
scheduled from December 2002 to May 2003, 
with 18 batches of 20 participants. 

Roles and Responsibilities of 
NGOs in India

A national workshop for re-defi ning the roles 
and responsibilities of NGOs/VOs in the context 
of Leprosy Elimination and Integration within 
the primary health care system was held in New 
Delhi during July 2002.
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Madagascar: Development Profi le 
1996 1999 2000

Population, total (millions) 13.7 15.1 15.5
Population growth (annual %) 3.1 3.1 3.1
Population density (people per sq. km) 23.6 25.9 26.7
Life expectancy at birth (years) .. 54.3 .. 
Fertility rate, total (births per woman) .. 5.6 .. 
Mortality rate, infant (per 1,000 live births) .. 90 .. 
Mortality rate, under-5 (per 1,000 live births) .. 149 .. 
Malnutrition prevalence (% children < 5) .. .. .. 
Illiteracy rate, adult male (% of males 15+) 29.2 27.2 26.5
Illiteracy rate, adult female (% females 15+) 44.1 41.2 40.3

Source: World Development Indicators, World Bank July 2001

coverage of leprosy services in the country, in 
particular with the decentralization of leprosy serv-
ices and giving ownership for leprosy elimination 
to local health services.  To support these efforts 
the Ministry of Health and WHO commissioned 
a leading local advertising agency to develop a 
communications campaign to encourage people 
to check their skin for signs of leprosy and have 
themselves examined and treated. The campaign 
was launched in September 2001.  The overall 
tone of the campaign is highly positive, stressing 
the curability of leprosy and the available of free 
treatment. Extensive and colourful visual materials 
have been developed and displayed (e.g. posters, 
bill boards, leafl ets, patient information) as well 
as to improve awareness of the signs of leprosy. 
T-shirts also serve as “advertising space” for the 
curability of leprosy. Radio and TV spots are cur-
rently under production.   MDT was fi rst requested 
from WHO in late 2001 for a supply in 2002.  Up to 
this time, the MDT supply had been made by the 
French ILEP member AFRF (Raoul Follereau), as 
was the case in some other smaller programmes 
in the African region. 

Efforts are being made to extend MDT cover-
age to all the health centres, or even to all 
the villages in the high endemic zones. The 
participation of community health workers in the 
management of leprosy cases and fl exibility in 
the supervision of the treatment would encourage 
patients to report regularly for treatment. 

Mozambique
Before the peace 
accord of October 
1992, Mozambique’s 
economy was devas-
tated by a protracted 
civil war.  In 1994, it 
ranked as one of the 

poorest countries in the world.  Growth slowed 
and infl ation rose in 2000 due to devastating 
fl ooding in the early part of the year.  The country 
depends on foreign assistance to balance the 
budget and to pay for a trade imbalance in which 
imports greatly outnumber exports.  

Madagascar
Madagascar faces 

problems of chronic 
malnutrition, under 
funded health and 
education facilities, 

and a roughly 3% annual population growth rate. 
Only about 10 per cent (1988-1993 estimate) of 
the rural population has access to safe drinking 
water, and over the last decade there has been a 
decline in the number having access to safe water 
in urban areas.

A signifi cant increase in the number of cases 
detected in recent years cannot be explained 
just by the intensifi cation of activities.  The likely 
reason for such a constant increase, with a high 
proportion of MB patients, is the slow expansion 
of leprosy services to previously uncovered 
areas.  This is further complicated by the current 
political and economic turmoil.  There are hopeful 
signs that the situation is improving and the 
political commitment for leprosy elimination will 
be forthcoming.

Research conducted in Madagascar in the 
late 1990s revealed the extent of the fear and 
prejudice surrounding leprosy.  Old traditions 
to “protect” the population from leprosy are still 
practiced in many communities including not 
burying leprosy patients in family tombs for fear 
of infecting other corpses.  To some extent this is 
not surprising given the limited coverage of MDT 
and poor awareness of the availability of free and 
effective treatment.

The prevalence rate in Madagascar was 5.91 
cases for 10,000 inhabitants in 1999 and the per-
centage of health services providing MDT care 
was 60%. The major problems encountered in the 
programme are the weak competence of health 
workers at the peripheral level and the persistence 
of taboos and myths still surrounding leprosy. 

Many steps have been taken to improve the 

NGOs/VOs have played a vital role through the 
history of leprosy control in India. Presently, 290 
voluntary organisations are engaged in various 
types of activities, including case detection, treat-
ment, public awareness, training, physiotherapy, 
reconstructive surgery and rehabilitation services. 
The objectives of the workshop were to: 1) re-
defi ne the role and responsibilities of NGOs/VOs 
given the integration context, 2) defi ne criteria for 
selecting the NGOs/VOs for funding, and 3) to 
develop a system for monitoring, supervision and 
evaluation of NGOs/VOs.
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Mozambique: Development Profi le 
1996 1999 2000

Population, total (millions) 16.2 17.3 17.6
Population growth (annual %) 2.6 1.9 1.8
Population density (people per sq. km) 20.7 22.1 22.5
Life expectancy at birth (years) .. 43.1 .. 
Fertility rate, total (births per woman) .. 5.2 .. 
Mortality rate, infant (per 1,000 live births) .. 131.2 .. 
Mortality rate, under-5 (per 1,000 live births) .. 203 .. 
Malnutrition prevalence (% children < 5) 47 .. .. 
Illiteracy rate, adult male (% of males 15+) 43.8 40.7 39.9
Illiteracy rate, adult female (% females 15+) 75.2 72.1 71.3

Source: World Development Indicators, World Bank July 2001

Geographic coverage of MDT services 
remains poor.  The MDT distribution system 
is still highly centralised and infl exible, with 
patients having little access to treatment in 
their own community. The prevalence rate at 
the end of 1999 was 2.6 per 10 000 population. 
Health service coverage is estimated at around 
42%. 

Some high endemic zones remain: out of a 
total of 38 districts, 8 have a prevalence rate 
higher than 5 per 10 000. LECs in Niassa, 
Nampula, Cabo Delgado and fi ve districts of 
Zambesia took place in 1999, being postponed 
from 1998 because of the rains.  

The most endemic parts of the country 
are the 5 provinces in the North. The leprosy 
programme remains vertical and the health 
service coverage is low in general. A plan of 
action to accelerate leprosy elimination activities 
was formulated in an informal meeting held in 
Geneva in May 2000 with the participation of 
all the partners. 

Solutions identified include a survey to 
evaluate the geographic coverage of MDT 
services in the villages, conducting LECs in 
the provinces in the north combined with the 
opening of new MDT centres, and the creation 
of Provincial Task Forces in the fi ve Northern 
provinces.  

With WHO’s encouragement, a National 
Task Force was created and started functioning 
in the fi rst quarter or 2000. Major strategies to 
reach the elimination goal are social mobilisa-
tion, participation of village volunteers, and 

decentralisation of leprosy elimination activities 
to the District level.

Although Myanmar 
remains a poor country 
and living standards for 
the majority have prob-
ably not improved over 
the past decade,the 

health services in the country have been greatly 
extended, and since 1964 the number of rural 
health stations, dispensaries, and hospitals has 
steadily increased. In 1995-1996 the country had 
more than 730 hospitals with a total of 28,370 
beds, and 12,245 doctors (1 per 3,554 people), 
but these offi cial fi gures may not be accurate. The 
number of malaria cases has sharply declined, 
however, as a result of aid provided by the World 
Health Organization. 

The rate of HIV infection and the number of 
people contracting AIDS have increased rapidly 
in the early 1990s.  A detailed plan of action for 
accelerating leprosy elimination was discussed 
in an informal meeting held in Geneva in Sep-
tember 2000 with participation of all partners. 
In the leprosy programme, coverage has been 
mainly concentrating on a limited number of 
states/divisions, which were historically regarded 
as high endemic areas. The activities in the 
remaining parts of the country were negligible for 
various reasons, including problems of insecurity 
in the border areas.  In recent years, Myanmar 
has taken concrete steps to expand the MDT 
service coverage to all the states and divisions.  
The programme is fully integrated within the 
basic health services with referral and specialised 
support provided by a handful of vertical staff. 
The country is most likely to achieve the goal of 
elimination very shortly.

All Regional authorities will be strengthened 
for better supervision and monitoring of health 
workers at lower levels. Information campaigns 
using mass media, video clips, printing media 
and IEC kits will be implemented. In 2001, 
the geographic coverage of MDT services was 

Myanmar

Myanmar: Development Profi le 
1996 1999 2000

Population, total (millions) 43.4 45 45.6
Population growth (annual %) 1.2 1.3 1.3
Population density (people per sq. km) 66 68.5 69.4
Life expectancy at birth (years) .. 59.7 .. 
Fertility rate, total (births per woman) .. 3.1 .. 
Mortality rate, infant (per 1,000 live births) .. 77.4 .. 
Mortality rate, under-5 (per 1,000 live births) .. 120 .. 
Malnutrition prevalence (% children < 5) .. .. .. 
Illiteracy rate, adult male (% of males 15+) 11.6 11.2 11
Illiteracy rate, adult female (% females 15+) 21.7 19.9 19.4

Source: World Development Indicators, World Bank July 2001
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improved in 7 States and 2 Divisions through 
refresher training, strengthening of supervision, 
re-deployment of existing staff and by ensuring 
that MDT blister packs are available in all health 
facilities. Extra quantities of MDT were shipped 
to Myanmar in December 2000 to accommodate 
this. Community awareness promotion and case-
fi nding activities will be strengthened by carrying 
out Campaigns and by providing IEC kits and 
simple guidelines for elimination in the local 
language to all health facilities in the country. The 
mass media will also be used systematically to 
increase community awareness and to reduce 
stigma. 

A detailed plan of action for accelerating 
leprosy elimination was discussed in an informal 
meeting held in Geneva in September 2000 
with participation of all partners. MDT blister 
packs, training of general health workers and 
strengthening of Regional authorities in these 
remote areas is urgently needed. These can be fol-
lowed by intensifi ed case fi nding activities (LECs). 
All Regional authorities will be strengthened 
for better supervision and monitoring of health 
workers at lower levels. Information campaigns 
using mass media, video fl ips, printing media 
and IEC kits will be implemented. 

In 2001, the geographic coverage of MDT 
services was improved in 7 States and 2 Divisions 
through refresher training, strengthening of 
supervision, re-deployment of existing staff and 
by ensuring that MDT blister packs are available 
in all health facilities. 

Extra quantities of MDT were shipped to 
Myanmar in December 2000 to accommodate 
this. Community awareness promotion and case-
fi nding activities will be strengthened by carrying 
out Campaigns and by providing IEC kits and 
simple guidelines for elimination in local language 
to all health facilities in the country. The mass 
media will also be used systematically to increase 
community awareness and to reduce stigma. 

A programme review will be carried out during 

Nepal is among the 
poorest and least devel-
oped countries in the 
world, with nearly half 
of its population living 
below the poverty line. 
Agriculture is the main-
stay of the economy, pro-
viding a livelihood for 
over 80% of the popula-

tion and accounting for 41% of GDP.

Political instability - five different govern-
ments over the past few years - has hampered 
Kathmandu’s ability to forge consensus to 
implement key economic reforms, including 
those in the health sector. The international 
community’s role of funding more than 60% of 
Nepal’s development budget and more than 
28% of total budgetary expenditures will likely 
continue as a major ingredient of growth.

No organized social welfare system operates 
in Nepal. Christian missionaries, however, have 
established hospitals and clinics in the country.  
Diseases such as meningitis, typhoid, and 
hepatitis are widespread, and although health 
services are slowly expanding, hospitals are not 
well equipped. Many people turn to traditional 
healers rather than to hospitals. 

LECs conducted in 1999 revealed that the 
disease burden in the Eastern Region and 
Central Region, the so called ‘low endemic 
areas’, was much higher than estimated, prob-
ably resulting from poor geographic coverage 
of MDT services. The defaulter rate remains 
very high, amounting to 5 000 patients in 
1999, resulting in low cure rates.  Detailed 
strategies to accelerate leprosy elimination 
were elaborated in an informal meeting held in 
Geneva in September 2000 with participation of 
all partners. It is urgent in Nepal to conduct an 
in-depth analysis to gain a clearer picture of the 
leprosy situation with special attention to these 
Regions. Regional and District health authorities 
should be strengthened and more involved in 
the development of plans of action for leprosy 
elimination. Training of health workers, together 
with strengthening supervision and monitoring 
by management training workshops for district 
health offi cers, introduction of accompanied MDT 
services to improve cure rate, and intensifi ed 
case fi nding activities such as LECs are the 

Nepal

the year 2002 to evaluate the progress towards 
elimination.



WHO Leprosy Elimination Project: Status Report  2002

30

WHO Leprosy Elimination Project: Status Report  2002

31

key strategies to intensify leprosy elimination 
activities.  

Accessibility is to be further improved by 
extending the integration of MDT services up 
to the sub-health post level in all the Regions. 
IEC materials and simplified guidelines for 
elimination in local language will be provided to 
all health facilities to improve the MDT services 
and community awareness. In addition, mass 
media will be used to promote awareness and to 
reduce the stigma against the disease.

Profi les 2: Other priority countries

Angola is an 
economy in disarray 
because of a quarter 
century of nearly con-
tinuous warfare. 

Subsistence agri-
culture provides the main livelihood for 85% 
of the population. 

The known patients are treated only in a 
restricted number of health facilities, to which 
they often travel great distances to.  Many areas 
are inaccessible to health workers due to the 
bad state of the roads or lack of transport, and 
political instability in some areas.  A signifi cant 
number of undetected patients are thought 
to exist outside those areas covered by the 
functional health services.  

There is now a greater importance given 
to the MDT supply and the logistical planning 
that needs to be made in order to achieve 
maximum geographic coverage.  Strategies to 
accelerate leprosy elimination activities were 
discussed in detail in Geneva in May 2000 
with the participation of all partners, and the 
national programme, and political commitment 
for infectious disease control remains high. The 
Task Force for leprosy elimination has been 
functional in Angola since 1998. 

Angola

Angola: Development Profi le 
1996 1999 2000

Population, total (millions) 11.3 12.4 12.7
Population growth (annual %) 3.1 2.9 2.9
Population density (people per sq. km) 9.1 9.9 10.2
Life expectancy at birth (years) .. 46.5 .. 
Fertility rate, total (births per woman) .. 6.7 .. 
Mortality rate, infant (per 1,000 live births) .. 126.8 .. 
Mortality rate, under-5 (per 1,000 live births) .. 208 .. 
Malnutrition prevalence (% children < 5) 40.6 .. .. 
Illiteracy rate, adult male (% of males 15+) .. .. .. 
Illiteracy rate, adult female (% females 15+) .. .. .. 

Source: World Development Indicators, World Bank July 2001

Dem. Rep. of Congo
There are very few 
physicians in the Dem-
ocratic Republic of 
Congo.  Medical help is 
available in Kinshasa, 
but the lack of adequate 
health care is a serious 

problem in rural areas. International relief 
organizations or traditional healers are often the 
only sources to turn to for health care. Malaria 
is widespread, as are yellow fever, AIDS, and 
cholera. 

Up to 1997, part of the MDT drug supply in 
the Democratic Republic of Congo was covered 
by the Damien Foundation.  Since then WHO has 
extended its supply to the rest of the country. In 
1999, several provinces became unreachable 
from Kinshasa and there has been no movement 

Congo, D.R. Development Profi le 
1996 1999 2000

Population, total (millions) 45.3 49.8 51.4
Population growth (annual %) 3.2 3.2 3.2
Population density (people per sq. km) 20 22 22.7
Life expectancy at birth (years) .. 45.8 .. 
Fertility rate, total (births per woman) .. 6.2 .. 
Mortality rate, infant (per 1,000 live births) .. 85 .. 
Mortality rate, under-5 (per 1,000 live births) .. 161 .. 
Malnutrition prevalence (% children < 5) .. .. .. 
Illiteracy rate, adult male (% of males 15+) 30.9 27.6 26.5
Illiteracy rate, adult female (% females 15+) 56.1 51.3 49.7

Source: World Development Indicators, World Bank July 2001
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of MDT through the national programme. Instead, 
WHO has collaborated with two NGOs (Damien 
Foundation (Belgium) and American Leprosy 
Missions) by air freighting drug shipments to 
adjoining countries from where the NGOs moved 
the MDT into the provinces affected. 

In this way, WHO shipped MDT through the 
WHO offi ce in Bangui (CAR) for North Equator 
region and to Kigali in Rwanda for onward 
transport by road to Goma, just across the border 
from Rwanda and on Lake Kivu in the eastern 
part of the country.

Ethiopia
There are some 
adequate medical facil-
ities in Addis Ababa, 
but even there many 
Ethiopians do not have 

proper access to them. Malnutrition and diseases 
such as meningitis, cholera, and yellow fever 
are common.

Shipments of MDT blister packs by WHO to 
Ethiopia were reduced in 1996 to compensate 
for the large quantities of loose drugs still in 
the distribution system, and overall quantities 
were then increased during the following years 
as the loose drugs were phased out and/or 
expired.  However, MDT drug management is 
still a problem for the national programme. Stock 
levels reported in August 1999 indicated that 
only small quantities were needed in 2000, and 
these were duly shipped in May of that year. 
However,  a further emergency request was 
made in late December 2000 suggesting that 
procurement planning in the programme needs 
to be improved. Informal discussions were held 
in Geneva in February 2000 on the integration 
of leprosy control activities into the general 
health services. 

The combined TB and Leprosy Programme of 
Ethiopia has been expanding services in all the 
States during the past years through integration 

Ethiopia: Development Profi le 
1996 1999 2000

Population, total (millions) 58.2 62.8 64.3
Population growth (annual %) 3 2.4 2.4
Population density (people per sq. km) 58.2 62.8 64.3
Life expectancy at birth (years) .. 42.4 .. 
Fertility rate, total (births per woman) .. 6.3 .. 
Mortality rate, infant (per 1,000 live births) .. 103.7 .. 
Mortality rate, under-5 (per 1,000 live births) .. 166 .. 
Malnutrition prevalence (% children < 5) .. .. .. 
Illiteracy rate, adult male (% of males 15+) 59.4 57.2 56.4
Illiteracy rate, adult female (% females 15+) 72.3 68.2 66.8

Source: World Development Indicators, World Bank July 2001

with the general health services.  The vertical 
leprosy service was dismantled as a result of 
the goverment’s policy to integrate.  

Overall, the joint TB and Leprosy services 
has now covered around 40-50% of the health 
facilities in the various states.  However, diffi cul-
ties in drug supply logistics especially for TB 
drugs along with shortages in human resources 
at all levels have slowed the integration process. 
On the other hand, the multidrug therapy treat-
ment (MDT) services could be expanded without 
much additional in-puts because of the limited 
resources needed to achieve it.  

Although the goal of elimination in Ethiopia 
was achieved in 2001, it is important that 
the geographic coverage of MDT services be 
expanded as soon as possible without linking it 
with DOTS expansion. In addition, the leprosy 
problem seems to be limited to two major 
regions- namely Amhara and Oromiya, which 
contribute more than 80% of the leprosy burden 
in Ethiopia.  The distribution of TB is much 
wider.
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Guinea
There is only about 
one doctor for every 
10,000 people in 
Guinea, and half of 
all doctors are located 
in Conakry. Only the 
wealthy can afford qual-

ity care. However, many Centres de Santé (health 
centres) are being opened in rural areas where 
people can get low-cost care and essential 
medications. Traditional healers practise in nearly 
every village and are often the fi rst source of 
medical care. Childhood diseases and malaria 
are widespread, and waterborne diseases are 
common. The infant mortality rate of 145 deaths 
per 1,000 live births (1990) is one of the highest 
in the world. The average life expectancy (1995 
estimate) is among the lowest in the world.

The prevalence rate at the end of 1999 was 
2.07 cases per 10 000 population. Leprosy 
endemicity has been stable and there are 10 to 
20% of wrongly diagnosed cases. Geographic 
coverage of MDT services has achieved 100% 
of all health centres. 

The Task Force for leprosy elimination has 
been created at the national level. The challenges 
for reaching leprosy elimination today include 
the unsatisfactory capacity of health personnel, 
limited involvement of the community, hard 
to reach areas and insuffi cient transportation 
system for logistics. Strategies to tackle with 
these challenges are training and supervision of 
health workers, social mobilisation and special 
actions for hard to reach areas. 

Guinea: Development Profi le 
1996 1999 2000

Population, total (millions) 6.8 7.3 7.4
Population growth (annual %) 2.5 2.3 2.2
Population density (people per sq. km) 27.5 29.5 30.2
Life expectancy at birth (years) .. 46.4 .. 
Fertility rate, total (births per woman) .. 5.3 .. 
Mortality rate, infant (per 1,000 live births) .. 96 .. 
Mortality rate, under-5 (per 1,000 live births) .. 167 .. 
Malnutrition prevalence (% children < 5) .. 23.2 .. 
Illiteracy rate, adult male (% of males 15+) .. .. .. 
Illiteracy rate, adult female (% females 15+) .. .. .. 

Source: World Development Indicators, World Bank July 2001

There are now clear indications that AFRF 
will stop the supply of MDT to Guinea in line with 
other countries formerly supplied by them.  WHO 
will therefore start supplying its own MDT on a 
regular basis. However, a supply of WHO was not 
requested for 2001 or 2002 as it seems existing 
stocks are adequate.

Indonesia
Indonesia has a 
reasonably good health 
infrastructure, having 
7,243 main primary 
health centres (a rate 
of 3.6 centres (Puske-
mas) per 100,000 pop-

ulation), 21,000 sub-health centres (Puskemas 
Pembantu) and over 250,000 Integrated Health 
Posts (Posyandu). 

Secondary and tertiary health care is provided 
through 873 general hospitals. The entire health 
infrastructure is manned by 31,500 medical 
staff (including dentists) and 155,000 para-
medical workers. The national leprosy elimination 
programme, the Sub Directorate Kusta, has 
15 provincial leprosy offi cers and 41 provincial 
leprosy supervisors. At the district level, 54 
doctors and 318 district supervisors are assisting 
the programme. 

Fifteen provinces out of a total of 26 already 
have a prevalence of less than 1/10,000 popula-
tion, and 8 others have a prevalence rate of 
between 1 and 2. The prevalence rate of South 
Sulawesi however remains at 2.23 and in Irian 
Jaya it is 3.68.  Maluku has the highest reported 
prevalence rate of 6.83/10,000 population. The 
Disability Grade 2 rate also varies widely, with 
a rate close to 0 in Riau and Kalimanthan and 
40.2% in the province of Jambi. 

Even in the 11 out of 26 provinces which 
carry about 88% of the disease burden in the 
country,  the disease distribution is not uniform. 
This calls for a strategy to identify priority areas 
and intensifi cation of activities in the selected 
areas. 

Indonesia: Development Profi le 
1996 1999 2000

Population, total (millions) 197.2 207 210.4
Population growth (annual %) 1.6 1.6 1.6
Population density (people per sq. km) 108.8 114.3 116.2
Life expectancy at birth (years) .. 65.7 .. 
Fertility rate, total (births per woman) 2.8 2.6 .. 
Mortality rate, infant (per 1,000 live births) .. 41.9 .. 
Mortality rate, under-5 (per 1,000 live births) .. 52 .. 
Malnutrition prevalence (% children < 5) .. .. .. 
Illiteracy rate, adult male (% of males 15+) 9.8 8.5 8.1
Illiteracy rate, adult female (% females 15+) 21.2 18.7 17.9

Source: World Development Indicators, World Bank July 2001
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Paraguay
A Leprosy Elimina-
tion Monitoring (LEM) 
exercise in April 2001 
highlighted many struc-
tural problems in the 

programme of Paraguay, including late diagnosis, 
caused by poor geographic coverage and access 
to MDT services.  The national programme is 
highly vertical, with virtually no relation to the 
general health services at regional or district 
level.  Poor accessibility creates conditions 
which encourage late diagnosis, the development 
of disability, the maintenance of transmission 
and the high probability of considerable hidden 
prevalence.

Grade 2 disability is high, which suggests late 
diagnosis, and the possibility of considerable 
hidden prevalence. The average delay in diagnosis 
is 35 months (in more than 60% of cases it was 
more than 1 year, with a large proportion being 
diagnosed after more than fi ve years)

The average distance that patients have 
to travel is 28 km, and is obviously related to 
the limited number of health centres providing 
treatment for leprosy.  More than 60% of patients 
have to travel more than 1 km for their treatment, 
while 30% have to travel more than 10 km, 
covering distances of 30, 50 and even 130 km.  
On average each patient spends around $2.30 
each time they go for treatment, which is high, 
bearing in mind that the vast majority of patients 

Paraguay: Development Profi le 
1996 1999 2000

Population, total (millions) 5 5.4 5.5
Population growth (annual %) 2.6 2.6 2.5
Population density (people per sq. km) 12.5 13.5 13.8
Life expectancy at birth (years) .. 70 .. 
Fertility rate, total (births per woman) 4.3 4 .. 
Mortality rate, infant (per 1,000 live births) .. 23.8 .. 
Mortality rate, under-5 (per 1,000 live births) .. 27 .. 
Malnutrition prevalence (% children < 5) .. .. .. 
Illiteracy rate, adult male (% of males 15+) 6.4 5.8 5.6
Illiteracy rate, adult female (% females 15+) 

Source: World Development Indicators, World Bank July 2001

are on a low income.  Among those who do have 
costs  the average rises to approximately $7.70, 
principally on transport, but 11% of patients have 
their wages stopped when they go to get their 
monthly supervised dose.

Sudan
Sudan is buffeted by 
civil war, chronic insta-
bility, adverse weather, 
and weak world agri-
cultural prices,

 Limited health services are badly underfunded 
and are virtually non-existent in rural areas.  
Malaria and leishmaniasis are endemic in most 
areas, and undernourishment and malnutrition 
are common.  WHO now provides MDT supplies 
to several NGOs working in South Sudan, most 
of them working out of  the UN border camp at 
Lokichoggio in Kenya. 

Until recently there has been a lack of coordi-
nation of these NGOs but the situation is now 
much improved.

Sudan: Development Profi le 
1996 1999 2000

Population, total (millions) 27.2 29 29.7
Population growth (annual %) 2 2.3 2.3
Population density (people per sq. km) 11.4 12.2 12.5
Life expectancy at birth (years) .. 55.5 .. 
Fertility rate, total (births per woman) .. 4.5 .. 
Mortality rate, infant (per 1,000 live births) .. 67.2 .. 
Mortality rate, under-5 (per 1,000 live births) .. 109 .. 
Malnutrition prevalence (% children < 5) .. .. .. 
Illiteracy rate, adult male (% of males 15+) 33.8 31.1 30.2
Illiteracy rate, adult female (% females 15+) 59.7 55.1 53.7

Source: World Development Indicators, World Bank July 2001
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MDT procurement
During the period 1995-1999, WHO supplied 

MDT free of cost to over 70 different countries, 
utilising a US$50 million drug fund donated by 
the Nippon Foundation.  These funds were used 
for the commercial purchase of MDT and its 
shipment to the port of entry in the recipient 
countries.  Under the terms of a MoU signed 
in late 1999 between WHO and Novartis, the 
latter agreed to provide MDT free of cost to all 
countries in need up to the end of 2005.  As part 
of the donation, Novartis also committed itself 
to funding all freight and handling costs to the 
port of entry, which in the case of India involves 
delivery to 5 different government medical stores 
situated in Karnal (Haryana), Mumbai (Bombay), 
Chennai,  (Madras), Kolkata (Calcutta) and 
Hyderabad (Andhra Pradesh).

Although Novartis routinely takes care of 
quality assurance prior to the release of the 
individual drugs to the blistering contractor, 
WHO also conducts its own batch testing, which 
is conducted at independent laboratories in 
Switzerland and at a WHO collaboration centre 
in Hungary.  WHO is reimbursed in full for these 
tests by Novartis.

In 2002 Novartis carried out a full scale re-
appraisal of blister design and packaging, aimed 
at improving resistance to environmental heat, 

MDT drug supply

Ensuring that MDT is available and readily 
accessible to patients at the community 
level is one of the essential elements in the 
elimination strategy, without which all the 
efforts of case-fi nding, diagnosis, classifi ca-
tion and drug supply are rendered meaning-
less.  Much greater emphasis needs to 
be given to ensuring that all communities 
have free and unfettered access to treat-
ment, even in the most peripheral areas.  

moisture and physical damage in the fi eld, as well 
as making the treatment more “patient friendly” 
- an important factor in treating a disease that 
carries with it the stigma of the past.   

A new pack of six blisters was introduced, with 
improved strength and rigidity, and corresponding 
to a full course of treatment for PB patients, while 
two packs would accommodate the full course for 
MB patients.  These packs perfectly complement 
the current WHO initiative to encourage treatment 
within the community, as patients now have an 
alternative choice to the monthly “supervised” 
doses usually insisted upon by centralised 
delivery systems, often at the cost of low patient 
compliance.  

The boxes are now presented in four lan-
guages and contain patients’ information leafl ets 
in English, French, Brazilian Portuguese and 
Hindi.  Field packs (containing 8 boxes of blisters) 
and transport packs have also been completely 
re-designed, made physically smaller for easier 
handling and increased strength, and patient 
information leaflets in several languages will 
be inserted to promote use of the MDT at the 
community level.  For Novartis, this has involved 
substantial new investment costs.

The chart below gives an indication of how the 
supply of MDT drugs (both quantities and type) 
has changed over the period 1995 to 2003. It 
should be noted that the quantity shown for 2003 
is a projection based on government requests 
made during the last quarter of 2002 and will 
most likely increase slightly during the course of 
2003. The quantities shown on the chart over the 
period 1995-2002 are actual amounts shipped 
to countries but should not be interpreted as 
refl ecting either the global prevalence or the new 
case detection during individual years; the MDT 
supplied has a long shelf life of between 3 to 4 
years and an oversupply to individual countries in 
one year is often “corrected” by a corresponding 
under supply the following year: supply in any one 
year depends not only on the existing caseload 
but on the anticipated caseload in the coming anticipated caseload in the coming anticipated
year (particularly important when LECs are 
planned) and existing stocks of MDT drugs. 
To illustrate this point, the planned supply in 
2002 was initially larger than in 2001 but due 
to large existing stocks in India more than 30% 
of shipments were postponed to 2003. Thus 
the actual quantities shipped in 2002 appear 
significantly less than would otherwise have 
been the case.

Novartis has planned to produce and maintain 
a buffer stock of MDT during 2003, which will 
be kept under optimum storage conditions at 
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the blistering manufacturer in Denmark. Stock 
will rotated and shipped as required, following 
established “First in, fi rst out” principles. In order 
to maintain maximum shelf life any remaining 
buffer stock at the end of the year will form 
part of the new regular supply for 2004, and 
the buffer stock will gradually be replaced with 
fresh stocks.

Details of the MDT supplied during 2002 is 
provided in the Annex, which also shows the 
use of the buffer stock held in Geneva.  In some 
cases, WHO provided MDT blisters to replace 
existing drugs previously supplied by NGOs 
which was reaching its expiry date.

Meetings were held with Novartis in December 
2002 to fi nalise the projected requirements for 
the supply of MDT in 2003, based on individual 
country requests submitted to WHO in August of 
2002. Such meetings are essential as Novartis 
has to plan its procurement of raw substance 
well in advance and schedule production of 
rifampicin, clofazimine and dapsone with contract 
agents and subsidiaries. Blistering contractors 
also have to plan their own procurement of the 
blistering materials and packaging from a number 
of suppliers so that production can continue 
without interruption.  

 Buffer stocks are maintained at the Scanp-
harm factory at Novartis’ own expense,  the level 
of which is based on a proportion of the annual 
global needs. In 2003 this proportion will be 
around 40% of the total requirement for the year. 
Buffer stocks should therefore accommodate 
all anticipated emergency requests even from 
national programmes as large as India and Brazil, 
and enable WHO to respond more rapidly to such 

MDT Drug Supply by WHO

•     Planning annual production and supply 
of MDT with Novartis and procuring on 
behalf of all endemic countries;

•     Collecting, compiling and checking 
annual country requests;

•     Using experienced and reliable freight 
forwarders to reduce possible ship-
ment delays, providing emergency 
supplies, and establish planned supply 
cycles to match requirements and 
avoid overstocking;

•     Assisting in customs clearance of ship-
ments at the country level through the 
WHO Representatives’ offi ce;

•     Standardising the reporting of regis-
tered prevalence and MDT drug fl ow 
information systems on a sub-national, 
rather than national, level;

•     Producing guidelines for national man-
agers, and arranging meetings on drug 
supply systems during national and 
international conferences;

•     Developing simple computerized data-
base systems to record drug flow 
and other essential indicators at sub-
national levels.

requests.  In recent years, any large emergency 
request has usually followed leprosy elimination 
campaigns (LECs) which have detected a larger 
number of new cases than anticipated.

MDT distribution in the fi eld
In 2001, 50 countries reported valid informa-

tion on MDT service coverage, defi ned as the 
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WHO continues to strengthen its existing 
partnerships with UN agencies, with leprosy and 
non-leprosy NGOs and to forge new fi eld based 
relationships. This spirit of partnership has been 
particularly fruitful in extending MDT treatment 
to war-torn or diffi cult to access areas, and in 
situations where the national programme does 
not function.  For example, in the D.R. Congo, 
several provinces have become unreachable 
from Kinshasa since 1999 and there has been 
no movement of MDT through the national 
programme. Instead, WHO has worked closely 
with the Damien Foundation (Belgium) by shipping 
drugs to Kigali in Rwanda for onward transport 
by road to Goma, just across the border from 
Rwanda and on to Lake Kivu in the eastern part 
of the country. Similarly, WHO has shipped MDT 
to ALM representatives through the WHO offi ce 
in Bangui (CAR) for North Equator region via 

Partners in Elimination

proportion of health facilities having MDT among 
total number of health facilities.  Out of these 50 
countries, 22 countries had the coverage higher 
than 80% whereas there were 14 countries where 
MDT coverage was lower than 10%.  

Although the answer varies between differ-
ent national programmes, there are certain 
common features to all programmes facing 
serious operational constraints at national and 
sub-national levels.  Past experience gained by 
WHO over several years during visits to many 
endemic countries has shown that detection 
and treatment of leprosy remains a highly 
centralised and specialised activity, leaving many 
communities isolated and denied full access to 
MDT services.  

Lack of community awareness about the 
nature of the disease and its treatment results 
in late diagnosis and the high probability of 
residual disability, even after the cure with 
MDT.  Conversely, easier access to MDT at 
the community level encourages early self-
reporting of the disease, which can dramatically 
reduce the rate of disability by producing an 
early cure.  

MDT supply management in India
Recent observations by the NLEP/WHO State 

and Zonal coordinators in the high endemic 
states have shown that MDT drug stocks at the 
health facility and/or district levels are often 
inappropriate, with either a shortage or an 
excess of stock.  It appears that the indent and 
re-supply procedures are not standardised at 
these levels. In addition, indents are not based 

on caseload, leading to unrealistic requests. 
The reason may be partly due to the transition 
period of integration, where MDT indent and 
storage are not yet integrated with the general 
drug supply. This issue was brought up with the 
programme managers and efforts were made to 
streamline the MDT stock management. 

This activity will continue to be closely 
monitored in order to avoid shortages or excess 
stocks being held at the various levels. It is 
expected that this component of the programme 
will be better managed in the future, with the 
implementation of the new simplifi ed information 
and reporting system. 

Procurement of ROM blisters
Using funds provided by The Nippon Founda-

tion, WHO supplied a total of 170,000 ROM 
blisters in 2001, all of which were shipped to India.  
In 2002, following a similar request from India, 
a further 140,000 was procured and shipped. In 
addition, a buffer stock of 30,000 blisters was 
shipped to Geneva

Following partial shipment of the ROM drugs 
to Chennai and Geneva, it was noticed that 
around 35,000 blisters had a shelf life of less 
than two years.  Under normal circumstances this 
may have been adequate, but it did represent a 
signifi cant departure from the usual shelf life. 

The supplier in Denmark has now apologised 
and promised to replace the whole of the amount 
(including delivery) at their own expense. No 
ROM blisters have been offi cially requested yet 
for 2003.

Gemena. 

UN Special Initiative
Under this initiative, LEP is collaborating 

closely with UNHCR and Operation Life Line 
Sudan (South) in order to expand leprosy 
services in countries facing complex emergen-
cies.  With support from UNHCR and the respec-
tive national programme of the host country, 
efforts are being made to train the health workers 
in an integrated approach in the refugee camps 
in Sudan, Uganda, Guinea, and Tanzania.  A 
guide and posters are being made available. 
The UNHCR health co-ordinator in Afghanistan 
is also developing a plan to train the medical 
staff.  

In collaboration with Operation Life Line Sudan 
(joint initiative of UNICEF, WHO and NGOs) 
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Summary of Recommendations 
of GAEL meeting in Brasilia, 
2002

•     Broader partnerships are required at 
national and local levels to ensure MDT 
services are delivered free of cost to 
all communities;

•     Intensified and special efforts are 
needed in some countries facing dis-
ruption of normal health services;

•     Flexible MDT delivery systems such 
as Accompanied MDT should be intro-
duced to increase accessibility to all 
patients especially in remote areas and 
amongst underserved populations.

•     There is an urgent need to change the 
negative image of leprosy to protect 
human dignity, promote equity and 
support integration into general health 
services. The use of images of visibly 
disabled persons should be strongly 
discouraged.

•     Rehabilitation of persons disabled 
because of leprosy should be inte-
grated into established community 
based programmes for all the disa-
bled.

•     Monitoring and surveillance need 
to be more focused and reflect the 
progress being achieved towards 
reaching elimination, especially in at-
risk communities. The leprosy situation 
should be continuously updated. 

The GAEL commitment 
•      Providing access to high quality MDT 

drugs free of charge to all patients, 
together with early case-detection, is 
the best way of dealing with the problem 
of leprosy and its consequences.  
Reducing the disease burden in terms 
of prevalence to very low levels will 
lead, in the course of time, to a reduc-
tion in transmission of infection, and 
a reduction of disease incidence.  By 
the end of 2001, more than 11 million 
cases have been cured, and currently 
all of registered cases are receiving 
MDT.  The numbers of relapses remain 
low, at about 0.1% person years, and 
drug resistance following MDT has not 
been reported;

•      Increasing the geographical coverage 
of MDT services by enabling all health 
facilities in endemic districts to diag-
nose and treat leprosy and its complica-
tions will promote early detection and 
treatment by raising community aware-
ness.  This will reduce the occurrence 
of disabilities, improve case manage-
ment, and maintain high treatment 
completion and cure rates.

•      Changing the negative image of lep-
rosy; particularly at the community 
level, through information, education, 
and advocacy.

•      Closely monitoring progress towards 
elimination at the sub-national level

integrated leprosy services are being established 
in the Southern part of Sudan with the active 
support of more than 10 NGOs.  Over 2,000 
patients have been provided MDT as a result of 
this collaboration.  In Somalia, with the support 
of the WHO Co-ordinator Offi ce for Somalia and 
an NGO (World Concern), leprosy services are 
being introduced in the western and eastern part 
of the country.  Over 1,200 patients were provided 
treatment in 2002 through this initiative. LEP is 
currently collaborating with other departments 
in WHO under the initiative of Communicable 
Diseases in Complex Emergencies.  It aims to 
integrate leprosy services in the primary health 
care system that is to be established in the war 
torn regions of Angola.  

Meeting of the Global Alliance, 
Brasilia 2002

With the creation of a Global Alliance in 
Abidjan in November 1999, new resources 

became available for the fi nal phase of eliminating 
leprosy as a public health problem.  The Global 
Alliance exists as a high-level forum for all the 
major partners to generate political and resource 
commitments to the elimination of leprosy, and 
to implement and adapt the intensifi ed strategy 
discussed in this report.  The Global Alliance 
partners work closely with the governments of 
endemic countries at national and sub-national 
levels, in this critical fi nal effort for the elimination 
of this disease.

The second meeting of the Global Alliance 
took place in Brasilia in January 2002, and 
endorsed the common strategy being pursued by 
the GAEL partners. However, although reaching 
the target of elimination at the global level 
is undoubtedly a cause for celebration by all 
partners, the task originally set remains only 
partially complete, as some major endemic 
countries still have to reach the elimination goal 
at the national level. There is a consensus among 
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WHO and other partners are fully committed 
and will continue to sustain the political com-
mitment for leprosy elimination, especially in 
countries that will require additional efforts.  

Objectives and challenges

partners, experts and national authorities of 
the leprosy endemic countries on the further 
steps needed to eliminate the disease and the 
social stigma associated with it. Highly innovative 
solutions will be needed to resolve the problems 
of highly vertical and centralised management 
structures and the problem of reaching pockets 
of high endemicity still surviving owing to poor 
accessibility. The Alliance is a forum to generate 
high-level political and social commitment to 
detect and cure all those affected by the disease 
with multidrug therapy.

The elimination strategy endorsed by all 
GAEL partners has enabled the mobilization of 
signifi cant resources and political commitment 
for leprosy.  This has resulted in large-scale 
implementation of MDT, which has brought many 
new cases under treatment and reduced the pool 
of infection in the communities.  Over the past 16 
years, more than 12 million patients have been 
cured with MDT.  In addition, about four million 
people have been protected from developing 
deformities.   Out of 122 countries where leprosy 
was considered a public health problem in 1985, 
108 countries have reached the elimination 
target of a prevalence rate below one case 
per 10 000 population.  The leprosy burden 
is now concentrated in the six most endemic 
countries (Brazil, India, Madagascar, Mozambique, 
Myanmar and Nepal) which account for more than 
80% of prevalence and detection worldwide.

At the meeting, the ministers of health from 
major leprosy endemic countries, major interna-
tional partners and WHO reaffi rmed their commit-
ment to reach the goal in the remaining endemic 
countries by the year 2005.  Today, leprosy is 
recognized in every country as a simple curable 
disease.  The treatment, a combination of three 
drugs, known as multidrug therapy (MDT) is 
available free of cost to all those who need it.  
This is largely due to donations from The Nippon 
Foundation and Novartis and the efforts of all 
partners and national authorities to ensure 
that MDT reaches the most peripheral health 
centres.  However, there are still areas and 
communities, which remain underserved in many 
endemic countries.  Special efforts and innovative 
approaches will be needed to bring MDT services 
to these communities if elimination is to be 
achieved in the true sense of the word.

All national programme managers attending 
the meeting expressed their commitment to 
ensure that leprosy services will be fully integrated 
within the existing general health services.  This 
is the only way which will make MDT services 
accessible to all, reduce the historical stigma 
attached to the disease and sustain the achieve-
ments made, even after the goal is reached 
at the national and subnational levels.  There 
is an urgent need to further simplify technical 
procedures, including wider use of Accompanied 
MDT, and adaptation of an integrated informa-
tion and surveillance system to enable general 
health workers to deal with leprosy in their 
communities.

The active involvement and participation of 
community leaders and members is crucial for 
success. Information, education and communica-
tion (IEC) tools are being developed to spread 
appropriate messages to motivate the communi-
ties to seek diagnosis and treatment as early as 
possible.  The key messages are that leprosy is 
a simple disease, completely curable with MDT 
and that the treatment is available free of cost 
at the nearest health centre.  All programmes 
must ensure that every health facility is capable 
of offering MDT services on every working day to 
the community it serves.

The experts agreed that in spite of the tremen-
dous progress made, there is still a long way to 
go in dealing with the challenge of prevention of 
disabilities and rehabilitation of affected individu-
als.  WHO and its partners need to develop an 
integrated strategy so that services available for 
other disabled and handicapped individuals are 
also available for leprosy.  In addition, extensive 
intersectoral collaboration will be needed with 
all social and welfare organizations to include 
leprosy within the community-based rehabilitation 
services.  There was consensus that any special 
programme, designed only for those disabled or 
handicapped owing to leprosy, will promote stigma 
and will not be sustainable in the long term.

The Alliance will lead to better field-level 
collaboration among partners and will thereby 
facilitate more effi cient and cost-effective utilization 
of resources. GAEL will permit cross-fertilization 
of ideas and approaches among policy-makers 
and programme managers.

The challenge is to work more closely with the 
governments of endemic countries at national and 
sub-national levels to adapt and implement each 
of the main elements of the intensifi ed elimination 



WHO Leprosy Elimination Project: Status Report  2002

40

WHO Leprosy Elimination Project: Status Report  2002

41

Reducing stigma in Brazil
In Brazil, Morhan, the social mobilization 

NGO has convinced Globo, the leading TV 
station to get involved in leprosy elimination. 
In addition to producing and airing TV spots 
free of charge, one of the leading characters 
in a Telenovela (soap opera) develops leprosy. 
Morhan also maintains Telehansens a toll 
free telephone service for people to call in for 
information, learn where the closest treatment 
centre is or complain about services. 

BBC MPM is currently working with WHO, 
the Ministry of Health, the major Brazilian TV 
stations and Morhan to develop a national 
mass media campaign on leprosy. The Ministry 
of Health has also produced and distributed 
significant quantities of print materials to 
support leprosy elimination efforts. Pastoral 
da Criança, a leading NGO in Brazil, is also 
mobilizing its extensive network of volunteers 
for leprosy. The campaign will be launched in 
January 2003 and aims at encouraging people 
to check their skin and seek timely treatment.  
The public awareness campaign together with 
improved availability of MDT are changing 
local perception of leprosy and leprosy is 
slowly but surely being considered as a normal 
disease.

Key activities planned by WHO for 2003
Elimination activities carried out during 

the last three years have been perceived by 
endemic countries as highly relevant and 
effective ways of dealing with their leprosy 
problem.  All countries where leprosy is still 
a public health problem have taken concrete 
steps to intensify activities and clear signs 
are beginning to emerge that these efforts are 
leading to a sustained elimination of leprosy.  
In countries where the disease has been 
eliminated recently, efforts are being made 

to ensure that surveillance and MDT drug 
supplies will continue.  However, the key 
elements of the strategy still require further 
innovative approaches, better adaptation to 
local realities as well as greater attention to the 
implementation process itself.  To achieve the 
goal of elimination in the remaining countries 
WHO will continue to encourage close col-
laboration at country level with every govern-
ment and agency, including NGOs, concerned 
with leprosy elimination.

strategy discussed in previous sections of this 
report.  Broader partnership will help in mobilizing 
new expertise and additional resources for 
implementing innovative strategies at local level.  
Leprosy programme managers at all levels, will 
be further motivated by being part of a global 
initiative and will share experiences with other 
public health managers.  Ownership of leprosy 
elimination will be actively given to national 
managers, and this will be particularly important 
for activities related to logistics, programme 
management and disease surveillance.

In the coming years, the health priorities and 
commitments of endemic countries are likely 
to change, with other diseases like malaria, 
tuberculosis and AIDS, (including issues like bio-
terrorism) likely to divert the bulk of all available 
resources for health.  While this can be totally 
justifi ed on public health grounds, it will still be 
important to ensure that leprosy is kept on the 
health agenda so that the opportunity for its 
elimination is not lost.  The GAEL will be a high-
level forum for all the major partners to generate 
and sustain political and resource commitments 
for fi nal elimination.  Many excellent institutions 
have contributed immensely towards improving 
care through research and training in this long 
battle against leprosy.  They will be needed 
now to further simplify case management, 
improve surveillance, strengthen socio-economic 
rehabilitation services and remain alert to counter 
any unforeseen challenges in the path towards 
ultimate elimination of this disease during the 
twenty-fi rst century.

Changing the image of leprosy
In line with the fi nal push strategy, substantial 

progress has been made towards changing the 
image of leprosy. What is particularly gratifying to 
note is that national programmes have completely 
adopted the concept of using a positive image for 
leprosy and are taking the lead in this area. For 
example, the Ministry of Health in India took the 

initiative to get Bollywood - India’s Hollywood - on 
board for leprosy elimination. Extremely powerful 
and entertaining advertisements using one of 
the leading Bollywood stars have been produced 
and widely screened. 

CNN in collaboration with WHO has produced 
and aired four TV spots, virtually free of charge, 
to create awareness of progress made towards 
leprosy elimination. WHO in collaboration with  
the Novartis Foundation has also produced TV 
spots on diagnosis and treatment which are 
ready for broadcasting in English, French and 
Portuguese. 
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Key activities to be supported in 
India during 2003

The Indian programme has made a major 
policy decision to decentralise and integrate 
leprosy services.  This is the most signifi cant 
change in policy in the last 50 years of NLEP’s 
existence.  The main activities will be to 
strengthen the State level management of the 
programme, improving management capacity 
of district level managers and continuous 
monitoring exercises in all endemic states 
through LEM.

In addition, the issue of a large number of 
vertical leprosy staff will need to be addressed. 
Innovative solutions need to be found, based 
on clearly identifying which personnel should 
be retained, and the feasibility of the redeploy-
ment of others, ensuring their contribution to 
general health services will continue and be 
strengthened.  

In order to implement the comprehensive 
range of activities needed, WHO has shifted its 
focus on the promotion of certain fi eld activities 
at the country level.  In particular this will 
mean improving data collection and analysis, 
include the updating of leprosy registers, develop-
ing a network of focal points at national and 
sub-national levels, phasing out of vertical 
programmes, constant communication with 
national programmes and ensuring a rapid 
response in providing promotional material, 
guidelines and MDT drugs. 

Main activities to be carried out
In addition to regular activities of coordination, 

organization of national, regional and global 
meetings, surveillance monitoring and evaluation, 
MDT supply and monitoring and preparation of 
reports and advocacy material, focus will be 
given to:

•     Review of the current situation in countries 
where leprosy is still a public health 
problem, and active updating of leprosy 
registers.

•     Technical support to national programmes 
to accelerate elimination and integration 
in the 6 major endemic countries.

•     Implementation of intensive elimination 
projects in India, Nepal, Myanmar and 
Madagascar.

•     Implementation of an integrated leprosy 
surveillance system at the local level in 
all countries.

•     Implementation of LEM in major endemic 
countries, and at the State level in Brazil 
and India.

The implementation of the programme and the 
use of funds at the local level will be supervised 
by the WHO field staff in collaboration with 
the health authorities. During the year 2003, 
emphasis will continue to be given to the following 
areas:

•      updating leprosy registers in major 
endemic countries; 

•      intensifi ed elimination activities in selected 
countries, including participation in a UN 
initiative for diffi cult countries; 

•      improved logistics for drug and other 
supplies; 

•      intensive monitoring and evaluation; 
•      operational research; and 
•      meetings of members of the Alliance to 

sustain political commitment.

Activity 1: updating leprosy registers in 
major endemic countries and validating case 
detction in India

The experiences from several endemic coun-
tries clearly indicate that in spite of signifi cant 
improvements in practices related to case 
registration and case management, some serious 
drawbacks still exist.  Some observational studies 
done in Myanmar and India have indicated that at 
any given point in time between 40% and 75% of 
patients shown on the treatment registers should 
have been off the register. 

There are several reasons for keeping the 
patients on the registers even after completion of 
the required course of MDT regimen.  Some of 
these reasons are related to lack of supervision, 
non-adherence to national treatment guidelines 
and sometimes intentional to show an infl ated 
disease burden in the area.  

Such practices have clearly undermined 
the achievements of the programme and made 
situation analysis difficult.  Most programme 
managers feel that the problem is becoming 
acute in the face of reducing prevalence and 
needs urgent attention.  Draft guidelines have 
been prepared and some countries have initiated 
corrective actions.

Activity 2: Intensifi ed Leprosy Elimination 
Activities in selected countries

The following shaded section covers the key 
activities to be carried out in selected major 
endemic countries.
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The approaches to improve and strengthen 
the IEC component of the programme will be 
another key area.  This will need an impact 
assessment of ongoing activities and identifi ca-
tion of the best tools to promote community 
participation in the programme.

As the integration process is being imple-
mented, a simplifi ed integrated disease surveil-
lance system needs to be put in place to include 
information on the occurrence of leprosy within 
this system.  WHO will work closely with the 
GoI to ensure that all other partners support 
the national plans of action and the strategy 
to implement it.

Key activities to be supported in 
Madagascar during 2003

The programme has still a very low geo-
graphic coverage and only 60% of the Basic 
Health Centres ensure patients’ follow-up.  
All these factors contribute to restrict the 
access of the patients to MDT services and 
can explain the importance of the hidden cases 
or cases not yet detected.  The objectives of 
the intensifi ed plan are:

•     To reduce the leprosy prevalence at 
national level to less than 1 per 10 000 
inhabitants by the end of 2003

•     To reduce grade-2 disabilities from 
8% to less than 5% among the new 
cases by the end of 2003 and to avoid 
disabilities for the cases under treat-
ment.

Specifi c annual objectives are:

•     Detect at least 90% of the estimated 
cases i.e. 7 000 cases a year

•     Ensure a coverage with Accompanied 
MDT for 100% of the detected cases

•     Decrease to less than 5% the propor-
tion of patients showing a Grade-2 
disability at the end of the treatment

•     Increase the cured rate from 60% 
(estimated) to more than 95%.

The main activities will be:

•     To integrate the leprosy elimination 
activities into the National Health 
Plan.

•     To implement IEC activities through 
“elimination kits” and make them avail-

able to the programme (training kits, 
health education kits, monitoring kits).

•     To increase the detection activities 
through participation of the community 
within the framework of the “quinzaine 
lèpre” (2-week for leprosy).

•     To put all the detected cases under 
MDT and ensure follow-up of treatment 
until they are completely cured in the 
framework of Accompanied -MDT. 

•     Close collaboration between the var-
ious ministries and organizations 
involved in leprosy elimination within 
the framework of the new “Global Alli-
ance for the Elimination of Leprosy” 
and of the “Steering committee for the 
elimination of leprosy”.

•     To strengthen the prevention of disabili-
ties and to improve the management 
of disabilities within the project and 
rehabilitation of physically handicapped 
persons.

•     Follow-up and evaluation of the inter-
ventions.

•     Decentralization of the programme 
in the regions and health districts for 
a better implementation of leprosy 
elimination activities at local level.

Key activities to be supported in 
Myanmar during 2003

The elimination programme will be intensify-
ing its efforts to attain the goal of elimination 
at the national level by end of 2003.  The main 
thrust will be on decentralization and increasing 
ownership at the township level.  Key activities 
to be supported are:

•     Updating/cleaning of the registers: 
the current treatment registers main-
tained at the township and rural health 
centres will be updated.  This will be 
carried out by the township health 
departments with the support of the 
staff of the elimination programme.  

•     Focused leprosy elimination cam-
paigns in hyper-endemic townships: 
in order to achieve elimination at 
the township level and to improve 
the services leprosy elimination cam-
paigns are to be carried out in selected 
townships.  Capacity building of the 
general health services will be carried 
out along with improving community 
awareness and participation.  Through 
these efforts self-reporting will be 
increased and cure rates improved.   
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•     Increasing ownership by township 
health departments: with the aim to 
improve programme management at 
the township levels.  Management 
training workshops are to be con-
ducted for township medical offi cers.  
In addition, periodic review meetings 
are to be held at the township level 
with all the staff from the rural health 
centres.  These meetings will be 
chaired by the township medical 
offi cer. 

•     Strengthening monitoring and supervi-
sion: the rural health centres and 
maternal and child clinics in urban 
areas will be closely supervised so 
that suffi cient stocks of MDT drugs 
are available at the health facilities, 
and to ensure that the general health 
worker is capable of diagnosing and 
treating a case of leprosy, registers 
are properly maintained, and IEC 
materials and manuals are available.  

•     Improving community participation 
and awareness: through the use of 
various electronic and print media 
community awareness is to be 
increased.  Specifi c information will 
be provided to the public to promote 
self reporting.  Workshops will be con-
ducted for various local organizations 
to obtain their support for elimination 
activities in the fi eld.

•     Coordination of plans for elimination: 
coordination meetings with various 
stakeholders for elimination will be 
held annually to develop detailed 
plans and to re-enforce their commit-
ments.

Key activities to be supported in 
Nepal during 2003

With the aim to achieve elimination by the 
end of the year 2003, coverage will be further 
improved along with promoting decentralization 
and increasing ownership at the regional levels.  
The following key activities will be supported. 

•     Analysis of the situation in Regions: 
an in-depth analysis of the regional 
situation with regard to the districts 
to be given special attention will be 
carried out annually.

•     Decentralization of elimination plans 
to Regions and Districts: regional and 
district health authorities will be more 
involved in the development of plans 
for elimination.  The regional offi ces 

are to be strengthened by providing 
them with regional coordinators to help 
in the implementation and monitoring 
of the plan. 

•     Provision of fl exible MDT in all health 
posts and sub-health posts: the delivery 
of fl exible MDT services at the health 
post and sub-health post levels is to be 
strengthened by providing task-oriented 
training for those health workers who 
have not yet been trained.  Informa-
tion, education and communication 
(IEC) materials as well as simplifi ed 
guidelines in local languages are to 
be provided to all the health workers 
to help them in the delivery of MDT 
services in the community. 

•     Intensifi ed case-fi nding: based on the 
in-depth review of the situation certain 
districts where the disease burden is still 
high are to be selected for LECs.  The 
general health workers will be trained 
to improve their skills in diagnosis 
and treatment.  Self reporting will be 
increased by improving community 
awareness. 

•     Awareness campaigns: community 
awareness is to be promoted mainly 
through the use of mass media (TV, 
radio and print) so as to maintain the 
achievements made during the past 
LEC.  The existing information materials 
will be modified and new ones are 
to be developed in local languages 
for community awareness promotion 
activities.

•     Supervision and monitoring: the capac-
ity of the district health officers and 
district TB and leprosy assistants for 
supervision are to be improved by 
conducting a management training 
workshop for them.  A simplifi ed infor-
mation system will be established for 
the general health services which is 
in line with the current management 
information system.  

•     Leprosy elimination monitoring: LEM 
exercises are to be carried out in the 
fi ve regions each year in 2003. 

•     Technical support to the national pro-
gramme:  will be strengthened by 
providing a consultant stationed at the 
central level. 

•     Improving MDT drugs supply logistics: 
the national requirements for MDT 
drugs will be provided by WHO annu-
ally.  The drug supply logistics within 
the country will be strengthened in 
collaboration with various partners 
working in the Regions.
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Activity 3: Improved logistics for MDT drugs 
and other supplies

A far greater emphasis will be given to 
improving logistics of the MDT drug supply in 
all countries, to ensure that patients have free 
and unfettered access to treatment.  Where 
necessary, WHO will employ its own local staff to 
carry out key activities.  In India, twenty local staff 
have already been recruited by WHO to work in 
priority states and areas to monitor drug fl ows 
and availability, and will work closely with the 
State Leprosy Offi cers, with staff in the districts, 
and in the medical stores.  WHO will also recruit 
Project Managers to co-ordinate these field 
based activities in seven to eleven major endemic 
States.

The “Accompanied MDT” concept now being 
introduced will also improve logistics, especially in 
hard to access areas, is more patient friendly, and 
will reduce defaulter rates.  The new improved 
packaging of MDT blisters which will contain 
only six blister-packs per box, will facilitate 
use of A-MDT and simplify supply logistics and 
security. 

Activity 4: Intensive monitoring and evalua-
tion

WHO will continue to assist countries in 
undertaking the following activities:

•     Independent Monitoring of Leprosy 
Elimination: to assess levels of integra-
tion, quality care including cure rates, 
and availability of MDT drugs.  LEM has 
been designed to supplement routinely 
collected information on disease distribu-
tion with more detailed information on 
programme performance and levels of 
integration.  In India, this exercise will be 
undertaken at least every year in each 
of the priority States.

•     Collection and Analysis of Essential 
Indicators: essential indicators will 
be collected at the local level and 
aggregated at district, sub-national and 
national level.  They include prevalence, 
detection by type of leprosy, by age 
groups, by sex, by scheduled caste/tribe, 
disabilities among newly detected cases, 
and cure.  The already existing leprosy 
information systems will be adapted 
to take into account the distribution 
of the disease in various population 
groups.  Simplifi ed patient cards and 
reporting forms have been adapted and 
computerized.

Activity 5: Technical meetings on operational 
research 

It is clear that in some endemic countries 
the period of time required to reach elimination 
may not be easy to estimate, particularly in 
areas/pockets with high new case detection 
rates.  In view of these uncertainties and possible 
difficulties, and taking into account that our 
arsenal against leprosy is limited, it appears fully 
justifi ed to revitalise leprosy research activities, 
in order to develop new diagnostic, prophylactic 
and epidemiological tools.  In addition, there is 
a particular need to encourage and strengthen 
the capacity for epidemiological and operational 
studies.  Optimal methods for the early detection 
and treatment of reactions and neuritis need to 
be developed and approaches to their prevention 
explored.  With the application of intensified 
strategies for leprosy elimination and the introduc-
tion of major institutional changes in many 
programmes, there is an urgent need to set 
up field observation studies to increase the 
effectiveness of the strategy.

Progress with Integration

Studies have been undertaken during the last 
few years to integrate the leprosy elimination 
activities within the general health services or with 
other disease control programmes. Encouraging 
results have been obtained from such studies and 
administrative steps have been taken accordingly 
in several endemic countries.  However, further 
studies will be necessary to fi nd out the modalities 
to strengthen the integrated system all over the 
country and provide best services through a 
single health facility available to the patient at 
his/her doorstep.

Accompanied MDT

This is a fairly new concept, which is based 
on the principles of tailoring the services to 
the convenience of the patients.  The patients 
are given a choice to collect the full course 
of treatment (six packs for PB and 12 packs 
for MB leprosy) at the time of diagnosis. It is 
accompanied by an “information kit”, delivered 
both verbally and in printed format, explaining 
about the disease, its treatment and possible 
problems a patient may encounter during the 
course of therapy.  

It also advises on when and where to report 
in case of problems.  This is explained to 
the patients and where needed to the person 
accompanying them.  This has been studied in 
some settings with very encouraging results, 
in terms of improved compliance and saving 
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considerable costs to the patients and their 
families.  It is feasible to apply this concept to 
many other areas, as MDT has been proven to 
be safe and effective in curing the disease and 
preventing the emergence of drug resistance.  
In addition, the treatment has been standard-
ized and remains unchanged during the entire 
course.  

The numbers of patients who develop special 
problems are fewer under MDT and appropriate 
counselling and referral will be able to solve 
the problem.

Reaching marginalized population groups

In spite of the tremendous progress made 
with the implementation of MDT services all over 
the world, the issue of bringing leprosy services 
to marginalized groups (particularly women), 
slum dwellers, those below the poverty line and 
the under-privileged, remains a major challenge 
for every programme.  For various socio-cultural 
reasons and circumstances, marginalized groups 
have remained neglected and generally outside 
the national health systems.  Studies are therefore 
necessary to fi nd ways and means to ensure 
that they receive the benefi ts of MDT services 
as others. 

Leprosy in the urban and peri-urban areas

While the basic strategy for eliminating leprosy 
in urban areas of all categories is no different from 
the strategy in rural areas, rapid industrialization 
and the increasing density of migrant labour 
populations in urban/peri-urban areas pose many 
operational challenges.  Often these areas remain 
outside the reach of the health services.  In 
addition, the high mobility of these groups poses 
additional problems with treatment compliance.  
Studies will be needed to fi nd the most cost-
effective approaches to ensure that new cases 
among this group are detected and cured.  Co-
ordination between government and NGOs, as 
well as local authorities, dermatologists and 
general practitioners, will be needed to make 
MDT services available. 

Improving community participation

It is well known that in many district/village 
level disease control programmes community 
participation and involvement have been crucial.  
Further studies would therefore be useful to 
identify new approaches in ensuring that well-
informed local communities actively participate 
and demand adequate leprosy services from the 
health care providers. 
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Table 14: MDT Drug Supply in 2002
African Region (blisters)

Country MB Adult MB Child PB Adult PB Child

Angola 70 560 10 656 22 454 8 948
Burundi 5 656 250 500 500
Cameroon 10 100 500 2 500 400 
C.A.R. 4 608 96 576 96 
Congo 5 568 192 4 128 192 
DR Congo 31 230 3 486 6 624 8 584
Eq. Guinea 200 100 100 
Eritrea 1 000  1 000
Ethiopia 49 536 5 760 20 736 1 728
Ghana   1 950 1 000
Kenya 1 200 240 480 480
Lesotho 750 250 750 250
Liberia 1 200 250 850 150 
Madagascar 29 760  12 480 4 800
Malawi 1 950  1 700 250 
Mali 16 800 1 000 2 400 500
Mauritanie 960 192 384 96 
Mozambique 36 000 2 304 15 024  
Nigeria   4 320 1 728
Rwanda 750 250 750 250
Senegal 960  1 920  
Seychelles 150  100
Sierra Leone   1 950 1 000
Tanzania 50 178 1 950 12 500 2 900
Tchad 5 184  5 492
Togo 1 152  1 728 
Uganda 5 406  3 428 250 
Zambia 4 608  1 728 

Totals: 336 006 27 476 128 562 34 102

Table 15: MDT Drug Supply in 2002
Americas Region (blisters)

Country MB Adult MB Child PB Adult PB Child

Argentina 6 000 250 1 500 450 
Bolivia 240 96 144 48 
Brasil 358 100 39 400 165 180 18 250
Colombia 13 950  2 900 
Cuba 5 040 240 960
Dominican Rep. 1 200 240 960 
Ecuador 3 400 
Jamaica 384 48  48
Mexico 4 800  1 450 500 
Paraguay 5 300  1 450 500
Trinidad & Tobago 1 000  900 100
Venezuela 8 200 500 2 900 

Totals: 409 564 40 774 178 344 19 896

* Use of Geneva buffer stock in 2002 is given in  
Table 20.

Table 16: MDT Drug Supply in 2002
Eastern Mediterranean Region (blisters)

Country MB Adult MB Child PB Adult PB Child

Egypt 14 880   
Iran 11 550 2 910 6 240 3 390
Pakistan 5 300  1 450 500 
Sudan 45 544 2 804 8 412 2 228
Yemen 6 240 

Totals: 83 514 5 714 16 102 6 118

Annex: MDT supply by country in 2002*

Table 17: MDT Drug Supply in 2002
South East Asia Region (blisters)

Country MB Adult MB Child PB Adult PB Child

Bhutan 1 000  
East Timor 5 000 350 750 250
India 3 940 230 82 112 667 560 218 672
Indonesia 109 672 21 812 14 784 3 456
Maldives 250
Nepal 40 320 10 504 65 056 8 256
Sri Lanka 5 184 1 152 10 368 2 592

Totals: 4 101 656 115 930 758 518 233 226
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Table 18: MDT Drug Supply in 2002
Western Pacifi c Region (blisters)

Country MB Adult MB Child PB Adult PB Child

China 68 074 3 102 2 900  
Laos 1 000 500 850 150 
Malaysia 3 360  1 920 
Micronesia 576 288 192 192
PNG 7 200 1 000  1 450 1 450
Philippines 49 834 3 102 4 800 864 
Viet Nam  1 008 3 408 528 
WPRO Buffer 1 728 576 1 728 576

Totals: 131 772 9 576 17 248 3 760

Table 19: MDT Drug Supply in 2002
Global Summary excluding Geneva buffer*

Country MB Adult MB Child PB Adult PB Child

Africa 336 006 27 476 128 562 34 102
Americas 409 564 40 774 178 344 19 896
Eastern Med. 83 514 5 714 16 102 6 118
S.E. Asia 4 101 656 115 930 758 518 233 226
W. Pacifi c 131 772 9 576 17 248 3 760

Totals: 5 102 940 207 708 1115 104 304 890

Table 20: MDT Drug Supply in 2002
Use of Geneva Buffer stock (blisters)

Country MB Adult MB Child PB Adult PB Child

Bangladesh    2 800
Bhutan  100 100 100
Burkina Faso  750 2 500 750
Cambodia  500  300
Cameroon 5 760 576 2 544 48
CAR 4 576 550 2 364 200
Comores 5 300 2 100 1 300 1 100
Costa Rica  100 250 100
Cuba   50 50
El Salvador 392 200  
Gabon 1 000 120  100
Ghana 1 500 150 250 100
Guinee 6 000 1 000 4 800 2 000
Guinee-Bissau  200 500 200
Honduras 12  30 
Indonesia 5 000   
Japan 144  48 
Kiribati 144   
Lebanon 150  100 
Liberia 4 608 576 1 728 864
Libya 300  300 
Madagascar  6 000  
Malawi 1 152 48 672 48
Nauru  50  50
Peru 1 500 100 400 100
Portugal 500 50  
Russia  192  144 
Saudi Arabia 336 48 144 48
Senegal 500 150 500 100
South Sudan 1 800 150 900 600
Tchad 2 000 600  400
Trinidad & Tobago  50  
Uganda  400  
Uruguay 240 50 50 50
Zambia  550 1 200 200

Totals: 43 106 15 168 20 874 10 308


