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The leprosy situation in the Western Pacific Region 
is undergoing a . gradual change towards improvement, due 
mainly to the introduction of multidrug therapy. In 1987 the 
Fortieth World Health Assembly adopted a resolution on the 
elimination of leprosy (WHA40.35). In particular, it urged 
Member States to allocate adequate priority and resources to 
leprosycontrol. In 1991 the Assembly adopted a further 
resolution calling for commitment·· to the . elimination tif 
leprosy as a··. public health problem .. by . the· year ... 2000 
(WHA44.9) .. This report provides information on the current 
epidemiological status of lepro.'f .. regionwide and the 
measures to be taken to eliminate this diaease. 
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1. INTRODUCfION 

Leprosy is a health problem which affects at different degrees of severity all countries in 
the Western Pacific Region. The occurrence of drug resistance to the only available 
anti-leprosy drug. dapsone, in the 1970s, led to a search for new anti-leprosy regimens, using 
new drugs, and to the introduction of the multidrug therapy in 1982. In 1983, the Regional 
Committee for the Western Pacific urged Member States to take the necessary action to 
implement multidrug therapy, within the framework of primary health care (resolution 
WPR/RC34.RI9). In May 1987, the Fortieth World Health Assembly in its resolution 
WHA40.35 urged Member States to pursue their support for leprosy treatment based on 
multidrug therapy, in order to achieve leprosy control and rehabilitation. 

A regional workshop on leprosy control held in Manila in June 1989 recommended that 
every effort should be taken to eliminate leprosy or confIrm elimination of leprosyl in four 
countries in the South Pacific, namely Cook Islands, Fiji, Samoa and Tonga, by 1995. It 
also concluded that all countries and areas in the Region could eliminate leprosy as a public 
health problem by the year 2000. Leprosy is considered a public health problem when 
the incidence rate is 1 or more per 100 000 and the prevalence rate 1 or more per 10000 
(see resolution WHA44.9). 

2. EPIDEMIOWGICAL STATUS 

2.1 Leprosy situation in the Region 

There has been a marked improvement in the leprosy situation in the Region. The total 
of registered cases was 245000 in 1986, dropping to 197648 in 1989, and 152210 by the end of 
1990. The prevalence thus dropped from 1.7 per 10000 population in 1986 to 1.4 per 10000 
population in 1989 and 1 per 10000 in 1990 (see Figure 1). 

This corresponds to the general trend worldwide. There was an increase of patients in 
1985 because of intensified case-fmding activities. This was followed by a general decrease 
resulting from the introduction of multidrug therapy (see Figure 2), which allows the removal 
of patients from the registries after treatment for 6 or 24 months. 

2.2 Leprosy situation in countries and areas 

The countries and areas of the Region fall into four main categories with regard to the 
prevalence of leprosy and the prospects for its elimination. 

- Category 1: Elimination of leprosy has already been achieved. In these countries and 
areas there are either no leprosy cases or leprosy is not a public health problem since 
the prevalence rate is well below 1 per 10 000 and the incidence rate less than 1 per 
100 000 annually. All new or existing cases receive multidrug therapy. Australia, 
Brunei Darussalam, Cook Islands, French Polynesia, Japan, New Zealand, the 
Republic of Korea, Tonga and Wallis and Futuna are in this category. 

lElimination is dermed as reaching a level of prevalence below one case per 10 000 population. 
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- Category 2: Elimination should be reached within 5 years because at least 75% of the 
existing cases receive multidrug therapy. China, Fiji, Guam, Hong Kong, Macao, 
Malaysia, New Caledonia, Samoa and Singapore are in this category. 

- Category 3: Nationwide coverage with multidrug therapy is less than 75% and the 
epidemiological indicators are above those shown in Category 1. American Samoa, 
the Marshall Islands, the Federated States of Micronesia, Palau, the Philippines, 
Solomon Islands and Vanuatu belong to this category. 

- Category 4: Leprosy is still a major health problem but multidrug therapy has been 
introduced and covers at least one third of all existing and new cases: Cambodia, 
Kiribati, the Lao People's Democratic Republic, Papua New Guinea and Viet Nam 
are still in this category. 

The leprosy situation of the remaining five areas has not been fully assessed. These are 
the Northern Mariana Islands, Nauru, Niue, Tokelau and Tuvalu. 

3. CURRENT ACfIVITIES 

WHO is currently collaborating with ten countries and areas in case-rmding and 
multidrug therapy programmes. In some countries these have been combined with tuberculosis 
control activities. Work on providing multidrug therapy has been especially intense in China, 
the Federated States of Micronesia, Papua New Guinea, the Philippines and Viet Nam. 

China has made it a national policy to carry out multidrug therapy nationwide. This has 
had the effect of reducing prevalence from 6 to 5 per 10 000 in the space of one year, from 
1989 to 1990. By the end of 1990 there were 55240 registered cases of leprosy in China. 

In the Federated States of Micronesia, managers have been trained to run multidrug 
therapy programmes in each of the four states. All registered cases are now under therapy, but 
the incidence rate is still high. In Papua New Guinea a programme to eliminate leprosy by the 
year 2000 has been set up. Though rapid progress has been made, the incidence rate is still 15 
per 100 000. In the Philippines far-reaching training programmes have been carried out so that 
multidrug therapy can be provided nationwide. Coverage has increased rapidly but 
improvements are still needed in case-rmding and reporting. In Viet Nam, multidrug therapy is 
being extended to more provinces. National coverage has increased from 4% in 1985 to 38% in 
1990. 

4. TARGETS FOR ELIMINATION 

As a preliminary to regionwide elimination, plans have been made to eliminate leprosy in 
the following four countries by 1995: Cook Islands, Fiji, Samoa and Tonga. In Cook Islands 
and Tonga prevalence and incidence rates already indicate a break in transmission of leprosy in 
the community, but elimination has yet to be confirmed. In Fiji and Samoa, elimination can be 
achieved if case detection activities are intensified. The following steps must be taken in these 
four countries to achieve elimination. In most cases they are applicable to all countries where 
the elimination of leprosy is within reach. 
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(1) The epidemiological data in each country should be consolidated through surveys of 
specific areas and population groups. These should include the contacts of known patients, and 
schoolchildren. 

(2) Training of additional nursing staff and responsible programme managers must be 
provided as a first step, through fellowships. Governments should increase their specialized 
leprosy staff in order to conduct more intensive leprosy case-fmding activities, surveillance of 
the registered cases and thorough treatment with multidrug therapy. Specific training in 
dermatology will be provided this year in three countries, Cook Islands, Samoa and Tonga. 
This will enable health workers to recognize leprosy skin lesions in the course of their normal 
work. 

(3) The drugs needed for multidrug therapy must be available without interruption. 
Supplies should be sufficient not only for active cases but for the retreatment, where possible, 
of former patients who received dapsone monotherapy, to prevent relapses. 

(4) The appointment of one or two medical officers in the South Pacific as coordinators of 
the national leprosy control programmes would ensure that all parts of the plan for elimination 
are implemented. 

Elimination of leprosy is also feasible in the other parts of the Region by the year 2000. 
Coverage of registered cases with multidrug therapy is increasing regularly in all countries and 
areas, and should soon reach 100% in some of them. However, equally important is to 
intensify case-fmding measures in order to reduce the pool of infectious patients. 

Going one step further, national leprosy programme managers should soon make 
decisions to control all possible sources of infection. Contacts of known patients should be put 
under surveillance for five years at least. Relapses should be seen as an emergency and 
retreated immediately. Where the number of former patients is low, systematic retreatment 
can be undertaken. 

Subsequently, serosurveys of specific groups should be conducted to ascertain that 
transmission of leprosy has defmitely stopped. 

S. CONCLUSION 

The new regimens of leprosy treatment with multidrug therapy have brought a gradual 
decline in the incidence and prevalence of the disease throughout the Region. However, 
extreme vigilance and an intensification of leprosy control activities are necessary to achieve 
the elimination of leprosy. Even the goal of elimination of leprosy by 1995 in four countries in 
the South Pacific can only be attained with substantial additional human and fmancial 
resources. 

A more ambitious plan, to eliminate leprosy in all countries and areas of the Region by 
the year 2000, is also being considered. There are well founded hopes that new forms of 
treatment, with a new generation of drugs, will provide a complete cure for leprosy within a 
very short period of treatment. Nevertheless, the elimination of leprosy in the Region will only 
be reached if complacency is overcome and if leprosy control activities are greatly intensified in 
the coming years. 
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Figure 1. Leprosy prevalence and multi drug therapy coverage 
in the Western Pacific Region 
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Figure 2. Progress of multi drug therapy coverage 
in the Western Pacific Region 
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