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ABSTRACT Multi-drug therapy (MDT) and Leprosy Elimination Campaigns (LEC) are the major strategies for 
eliminating leprosy. We report the results of a LEC conducted in 2006 in Qazvin. A total of 1987 individuals 
(1379 household contacts of 319 registered leprosy patients and 608 people from 3 endemic villages with a high 
prevalence of leprosy) were examined for detection of new cases of leprosy. All new cases were given MDT 
and were reviewed after a year. There were 256 suspected cases of leprosy, 13 of whom were confirmed as new 
cases (7 were classified as multibacillary leprosy). None had visible deformity nor was < 20 years old. All patients 
completed the recommended MDT course. The few cases detected suggest that in low prevalence areas, a long-
term approach of integrated leprosy services and disability management may be more appropriate than LEC as 
a leprosy elimination strategy.
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محلة التخلص من اجلذام يف مقاطعة قزوين يف مجهورية إيران اإلسالمية )2007-2006(
رضا قاسمي برقي، هبزاد بيجني، عيل أصغر هبلوان

محلة  نتائج  الباحثون  وقد سجل  اجلذام.  من  التخلص  محالت  ويف  املتعددة،  باألدوية  املعاجلة  يف  اجلذام  من  التخلُّص  اسرتاتيجية  تتمثَّل  اخلالصة: 
التخلص من اجلذام التي أجريت يف عام 2006 يف مقاطعة قزوين. وتم فحص إمجايل 1987 شخصًا للكشف عن حاالت اجلذام اجلديدة )1379 من 
املخالطني يف األَُس لـ 319 من املرىض املسجلني املصابني باجلذام، و608 من أشخاص يف ثالث قرى َيَتَوطَُّن فيها املرض وانتشار اجلذام فيها مرتفع(. 
د األدوية، وروجعت حالتهم بعد عام. كان هناك 256 حالة مشتبه يف إصابتها باجلذام، ثالثة عرش  وقد أعطيت مجيع احلاالت اجلديدة عالجًا متعدِّ
ه مرئي، ومل يكن  حالة منها تأكدت إصابتها واعُتربت حاالت جديدة )منها سبع حاالت ُصنِّفت عىل أهنا كثرية الَعَصويَّات(. ومل ُيْكَتَشْف أيُّ تشوُّ
عمر أّي من املرىض أقل من 20 سنة. وقد أكمل مجيع املرىض املقرر العالجي املوىص به باألدوية املتعددة. وتدل قلة احلاالت املكتشفة يف املناطق ذات 
االنتشار املنخفض، عىل أن األسلوب الطويل األمد خلدمات اجلذام املتكاملة ومعاجلة اإلعاقات يمكن أن يكون أْنَسَب من محلة التخلص من اجلذام، 

كاسرتاتيجية للتخلص من اجلذام.

Leprosy elimination campaign in Qazvin province, 
Islamic Republic of Iran )2006–07(
R. Qasemi-Barqi,1 B. Bijani 1 and A.A. Pahlevan 2

Campagne pour l’élimination de la lèpre dans la province de Qazvin de 2006 à 2007 )République islamique 
d’Iran(

RÉSUMÉ La polychimiothérapie et les campagnes d’élimination de la lèpre sont des stratégies importantes pour 
vaincre la maladie. Nous présentons les résultats de la campagne d’élimination de la lèpre conduite en 2006 
dans la province de Qazvin. Au total, 1987 personnes (1379 contacts issus du même foyer que les 319 patients 
enregistrés comme atteints de la lèpre et 608 personnes provenant de trois villages endémiques à forte 
prévalence) ont été examinées à des fins de dépistage de nouveaux cas de lèpre. Tous les nouveaux cas ont reçu 
une polychimiothérapie, puis ont été réexaminés après un an. Au cours de ce suivi, 256 cas suspects de lèpre 
ont été détectés, et 13 d’entre eux étaient des nouveaux cas confirmés (7 ont été classés comme des cas de lèpre 
multibacillaire). Aucun d’entre eux n’était porteur d’une déformation visible, ni âgé de moins de 20 ans. Tous les 
patients ont suivi le traitement de polychimiothérapie recommandé jusqu’à son terme. Le nombre réduit de cas 
détectés laisse à penser que dans les zones de faible prévalence, une approche sur le long terme comprenant des 
services de lutte antilépreuse intégrés et de prise en charge de l’incapacité serait une stratégie plus appropriée  
qu’une campagne d’élimination de la lèpre.
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Introduction

In 2004, data from 114 countries indi-
cated that 407 791 new cases of leprosy 
were detected, and globally there were 
altogether 286 063 cases at the begin-
ning of 2005 [1]. Approximately 2 to 3 
million people are currently affected by 
active leprosy infection or post-infection 
sequelae worldwide [2].

Elimination of leprosy (reducing 
the prevalence of leprosy to less than 
1 leprosy case per 10 000 population) 
is the goal of the World Health Or-
ganization (WHO) [3]. By reducing 
the prevalence of leprosy to this level, 
it is expected that the transmission of 
Mycobacterium leprae will be interrupted 
leading to a gradual disappearance of 
the disease, although a number of au-
thorities are less optimistic about such a 
hypothesis [4]. An alternative paradigm 
to controlling of leprosy that has been 
proposed is to live with leprosy while 
rendering it harmless [4].

The current approach to elimina-
tion of leprosy as a public health prob-
lem relies primarily on detection of 
patients with untreated hidden leprosy 
and treating sufferers with a multi-drug 
therapy (MDT) protocol. The WHO 
leprosy control programme is reported 
to have successfully accelerated the per-
centage of patients with leprosy who are 
receiving anti-leprosy drugs, which has 
resulted in a reduction in the prevalence 
of the disease worldwide [5]. 

In 1995, the WHO introduced a 
new initiative, Leprosy Elimination 
Campaign (LEC), which aims to detect 
and treat patients with hidden leprosy 
[6]. A review of LECs in 24 countries 
in 1999 showed that > 500 000 new 
cases of leprosy were detected by LECs 
[6]. LECs also succeeded in promoting 
community awareness, reducing stigma 
and improving the accessibility of MDT 
and the skills of general health workers 
for diagnosis and treatment, especially 
in areas with poor care services [6]. Af-
ter elimination of leprosy at the global 

level, the next challenge is to eliminate 
the disease at the national and district 
levels from every single country in the 
world [6].

The province of Qazvin is situated in 
north of the Islamic Republic of Iran in 
the southern part of the Alborz Moun-
tains. It has a population of around 1 14 
0 000 (2006 census) living in 20 cities 
with 4 major cities comprising 18 sec-
tions, 44 rural districts and 1543 villages. 
The national health services network 
in Qazvin province includes 289 rural 
health houses and 83 rural and urban 
health centres [7].

Leprosy control activities in the Is-
lamic Republic of Iran began in 1958. 
This started in Qazvin through admin-
istration of dapsone monotherapy fol-
lowed by the introduction of MDT 
in 1989 for treatment of leprosy. The 
prevalence of leprosy in the country in 
2008 was calculated at 0.008 per 10 000 
population and Qazvin was one of the 3 
provinces with a high detection rate [8].

The main purpose of this study was 
to identify whether the performance of 
a LEC had the potential to increase the 
detection of hidden cases in an endemic 
area compared to routine leprosy case 
detection activities.

Methods

This campaign was carried out between 
1 March 2006 and 30 June 2006. The 
names and addresses of all patients with 
leprosy registered during 1958–2005 
were obtained from the Qazvin Health 
Center (QHC) records (319 patients). 
The household contacts of the 319 
cases were traced; there were 2871 con-
tacts of whom 1379 were available. The 
1379 household contacts together with 
608 individuals from 3 endemic villages 
with a high prevalence for leprosy were 
examined by an expert team consisting 
of a general practitioner qualified in 
leprosy and a health technician quali-
fied in both the clinical and laboratory 

aspects of leprosy with about 30 years of 
experiences.

All suspected cases were referred to 
the Infectious Diseases Ward, Bou-Ali 
General Hospital, Qazvin University 
of Medical Sciences and re-examined 
by a monitoring team (an infectious 
diseases specialist and a dermatologist). 
Suspicion of a case was based on ob-
servation of cutaneous manifestations 
(either with hypo- or hyperpigmented 
lesions). Cutaneous smears were taken 
from suspected individuals. Following 
acid fast staining, all smears were stud-
ied by an experienced microbiologist. 
Confirmed diagnosis was based on the 
Iranian Ministry of Health and Edu-
cation guide, which was based on the 
WHO guide [9].

The cases with a confirmed diagno-
sis of leprosy were treated with MDT 
immediately. Duration of the treatment 
was according to WHO MDT guide-
lines [9].

Clinical examination of all the pa-
tients treated with MDT was carried 
out a year after LEC to assess the out-
come of therapy.

Results

There were 258 suspected cases, 
of whom 13 were confirmed as new 
cases with 7 of the 13 classified as multi-
bacillary (MB). None of the new cases 
was under 20 years of age or showed any 
visible deformities, all grade 0 (Table 1).

The reasons these 13 individuals 
were considered new cases of leprosy 
were: a) none of them had a history of 
anti-leprosy treatment (occurrence of 
relapse), and b) none of them had grade 
2 disability (Table 1).

The incidence of leprosy in the Qaz-
vin in 2005 was 0.03/10 000 popula-
tion. During the LEC, 319 registered 
leprosy cases were found from 1958 to 
2005. The incidence after the study at 
the end of the year 2006 was 1.1/10 000 
population.



EMHJ  •  Vol. 17  No. 12  •  2011 Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

922

All 13 patients confirmed with 
leprosy completed the recommended 
course of MDT (6 months for pauci-
bacillary leprosy and 12 months for 
multibacillary leprosy according to the 
treatment guidelines of the National 
Leprosy Programme) with no need for 
further treatment [9].

The 13 patients after the comple-
tion of the anti-leprosy therapy, as with 
other leprosy patients, entered a sup-
port system including a state-run medi-
cal follow-up division and a social and 
economic advocacy facility, which gives 
support for leprosy patients through a 

charity foundation and also direct gov-
ernment financial aid.

Discussion

We found 13 new cases of leprosy in 
LEC, which is a considerable increase 
(4 in 2005 against 13 in 2006). Hence, 
this demonstrates the potential of 
LEC in detecting the hidden cases and 
indicates that LEC is a valuable stra-
tegic procedure for detecting hidden 
cases of leprosy in endemic area and 
also for household contacts. Despite 

the large increase in case detection, the 
prevalence of leprosy in Qazvin prov-
ince is lower than the limit defined by 
WHO (1/10 000) [3]. We failed to 
trace around 50% of the contacts of 
the leprosy cases and this represents a 
limitation of our study as and we may 
have missed other cases.

Some experts suggest that BCG 
vaccination plays a role in preventing 
leprosy [10,11]. All neonates in this 
region receive BCG vaccination at the 
time of birth and because of the wide-
spread distribution of primary health 
care (PHC) centres, the coverage of 
BCG vaccination has been > 99% since 
1995. Therefore if BCG does play a 
role, this may explain the low number of 
cases in this area.

The main goal of the world leprosy 
programme is the elimination of leprosy 
at the global, national and district levels. 
Although some hypotheses indicate the 
possibility of infectious sources as well 
as patients [12], leprosy elimination 
is possible and the global strategy for 
this achievement is to detect and treat 
hidden cases of leprosy by MDT. MDT 
has been made available by WHO free 
of charge to all patients worldwide since 
1995 and provides a simple yet highly 
effective cure for all types of leprosy 
[13]. Currently, MDT and LECs in 
high prevalence areas are considered 
the 2 major strategies for controlling 
and eliminating leprosy.

In a LEC programme in Nigeria 
during an 8-week case finding period 
in 1998, 323 new cases were detected, 
24 of whom (6.8%) were children, 
236 (67%) were multibacillary and 64 
(18%) had visible deformities [6]. Fol-
low-up of patients placed on MDT in 
December 1999 revealed cure rates of 
97% for paucibacillary leprosy and 96% 
for multibacillary leprosy. The authors 
concluded that LEC is cost-effective es-
pecially because it could be performed 
in a short period of time and utilized 
continuous media campaign to ensure 
that everyone learns about the signs of 
leprosy and its cure [6]. 

Table 1 Distribution of the new leprosy cases detected through the leprosy 
elimination campaign by age and disability grade

Variable New cases )No.(

Age (years)

0–10 0

11–20 0

21–30 3

31–40 3

41–50 2

51–60 1

> 60 4

Disability grade

0 13

1 0

2 0

Total 13

Table 2 Annual leprosy case detection in Qazvin province, 1996–2008

Year New leprosy cases )No.(

1996 5

1997 7

1998 5

1999 12

2000 6

2001 14

2002 7

2003 6

2004 6

2005 4

2006 13

2007 3

2008 4
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Similarly, in a modified LEC in the state 
of Orissa in India in 1998, 28.9 million people 
were examined and 62 804 cases of leprosy 
were confirmed by experienced observers [14]. 
The total number of new cases detected and 
put on MDT treatment during only 7 days was 
approximately equal to that of a routine popula-
tion survey by the leprosy services that would 
be recorded over a period of 2 years. In the 5 
months following the completion of the cam-
paign, the voluntary reporting rate increased 
from 50% to 90% [14].

In another LEC in 15 endemic areas of Ama-
zonas state in Brazil in 1997, only 40 new cases 
were found. Compared to results in other states 
of Brazil, this number was low, possibly due to 
the development of health education activities 
and regular community services in the states of 
Amazonas [15].

In Table 2, the annual detected cases 
of leprosy found in the province of Qazvin 
(1996–2008) are shown. During this 13-year 
period, although 2 LECs were carried out 
throughout the province (2001 and 2006), 
there was no marked increase in the number 
of new leprosy cases found. Hence, it seems 
that in low prevalence areas such as Qazvin, 
LEC is not the most appropriate case-finding 
strategy.

All new cases detected in our LEC were over 
20 years old. The absence of any patient < 20 
years in our study as well as the absence of any 
patients with grade 2 disability or higher (Tables 
1 & 3) suggest that transmission of M. leprae in 
Qazvin is under control and those with current 
leprosy are people who were infected many 
years ago. This indicates that the leprosy elimi-
nation programme in this province has been 
successful over the past 2 decades (Tables 2 & 
3). A report by WHO indicated that at the end 
of 2005, 9.25% of new cases in African regions 
and 8.2% in American regions were under 15 
years of age [16,17]. 

Although some authors believe that the dis-
ease is too complex to be eliminated by simple 
elimination programmes [18], we believe that 
the goal of elimination of leprosy is achiev-
able and the key element is the integration of 
leprosy services into general health services in 
countries with a low prevalence. In the mean-
time, the performance of occasional LEC in 

endemic areas and among household 
contacts could increase the detection 
rate. Hence, the follow-up of house-
hold contacts and the residents in 
endemic areas through LEC activities 
by the health system is recommended.

In the post-elimination situation, 
WHO recommends a new strategy – 
WHO Global Strategy 2006–2010 for 
Control of Leprosy. In addition to case 
detection and MDT, the new strategy 
emphasizes the prevention of leprosy-
related disabilities and rehabilitation 
through shifting from a campaign-
oriented elimination strategy toward 
a long-term approach of sustaining 
integrated quality leprosy services, 
disability management, reduction of 
stigma and discrimination through 
increased advocacy. The recently pub-
lished global strategy has included new 
indicators for monitoring and evalua-
tion of leprosy control activities, such 
as newly detected patients with grade 
2 disability, treatment completion rate, 
and proportion of children among new 
cases [19].

Conclusion

LEC is considered to be of major im-
portance in the elimination of leprosy, 
particularly in areas with a high preva-
lence of the disease. However, in low 
prevalence regions, it may not be the 
most appropriate and cost-effective ap-
proach. Instead, in such areas, efforts 
should be shifted from a campaign-
oriented strategy to long-term compre-
hensive and supportive (both medical 
and economic) services.
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