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BACKGROUND AND OBJECTIVES OF THE CONSULTATION

Integration of leprosy contrel and care for leprosy patients inte the primary health
care {(PHC) system is making difficult and slow progress in most endemic countries.

For the current WHO strategy for leprosy comtrol (based on early case finding, adequate
treatment with multid¥ug therapy (MDT) and health education) to be effective, & significant
coverage of the endemic population is required,

In order to identify the optimal methods for integrating vertical leprosy control
programmes into the PHC system in different situatiens, it is necessary to have a full
understanding of the constraints Invelved, and to identify the most important problems and
their solutioms.

The objectives of the consultation were as follows:-

1. General objectives

1.1 To review country experiences with leprosy control as an integrated part of the FHC

° system,

1.2 To discuss and develop approaches for integrating leprosy contrel ionto the PRC system
under different situvations;

1.3 To identify areas for health systems research regarding integration of leprosy control
into the PHC system;

2. BSpacific objectives

2.1 To review constraints impeding integration of leprosy control into the PHC system and
suggest practical solutilons;

2.2 To identify mechanisms for promoting community participation in leprasy controlj

2,3 To identify the role of general public health managers (particularly at the
intermediate level) in an Integrated leprosy control programme;

2.4 To identify the role of specialized leprosy control staff in an integrated leprosy
control programme.

° THE PRIMARY HEALTH CARE SYSTEM

The meeting defined the 'PHC system' as the inteprared health system hased on the FHC
approach, and declded to address itself mainly to the problems of integrating Ileprosy
control into the district health system based on PHC, This system includes the first
referral level (e.g. Distriet Hospital).

The PHC approach 1s considered as an overall approach of the entire' health system
directing itself to the feollowing main principles:

- equitable use of heslth resources;

- comrunity participation;

- intersectoral cooperation.

In most countries the district level is considered the most appropriate level for the
organization of an effective PHC infrastructure but it has been reported that the

administration {including rthe distriet health servieces management} of the districts is
generally very weak.
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MAIN LIMITATIONS REGARDING THE IMPLEMENTATION OF LEPROSY CONTROL THROUGH A VERTICAL
PROGRAMME

The meeting Ldentified the following items as the main and most frequeatly occurring
limitations regarding the implementation of leprosy control through a vertical programmer

- Insufficient ¢overage of the populatlion by vertical programmes.
Inefficiency with regard to rhe use of resources (finances, equipment, manpower).

A disproportionmately high amount of raesources for vertical laeprosy contrel
programnes is often used for imstitutional care of patients,

Relatively too much attention 1g given to methods of acrive case finding.

Laclk of comprehensive health care.

Staff of vertical leprosy control programmes often have sporadic contact with the
community due to the fact that clinics are conducted periodically (mo continuity

of services).

A vertical approach, separating the leprosy services from the general health
services, iIncreases the stigma related to leprosy among the community and the
general staff.

Managerial weakness of some vertical programmes.

Vertical programmes are often more dependent on donor agencies than Integrated
programmes, (Integration reduces the danger of a collapse of the programme 1f
donor agencies withdraw their assistance).

Lack of job satisfaction for specialized leprosy field workers.
- Lack of career opportunities for peripheral specizlized leprosy workers.

Practically all of the limitations listed above jusrify the integration of leprosy
control into the PHC system,

INTEGRATION OF THE LEPROSY CONTROL PROGRAMME INTO THE PHC SYSTEM

In practically all countrles where leprosy 1z endemie, leprosy control activities were
started as vertical programmes but now they are gradually being integrated Into the general
health services, Although many countries report that leprosy control has been integrated,
it appears that, depending on the situational diversity of the various countries, many of
the vertical characteristics have remained in the process of iIntegration. This is
especially the case with technical supervision, drug supply and the provision of
transport. A wlde wvarlety of (transitional) mixtures exist between vertical leprosy
control programmes and fully integrated (administratively and operationally) programmes.

Review of the main ronstraints regarding the integration of leprosy contrel iunto the PHC
szstem

The various constraints regarding the iuntegration of lepresy contrel into the PHC
system, as identified during the consultation have been grouped according to lssues
appearing in the Report on the Consultation on Operational Issues in the Tramsition from
Vertical Programmes Toward Integrated Primary Health Care, New Delhi, 4-12 Jume 1984, WHO
(SH5/85,5), (See sectiom 6.2).

The identification of practical solutions to these constraints is an important
pre-requisite for the formulation of rtecommendations for the optimal strategy to
integration of leprosy control into the PHC system. For this reason the selection of the
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most velevant constraints of integration and the identification of practical and adequate
solutions is imperative whenever integration of leprosy control inte the PHC system is
considered. The meeting appreciated that it is impossible to identify a universally
acceptable blueprint of solutions due to the different situations in various countries (see
section 7.3).

KEY ISSUES
The meering formed three groups to discuss the following key issues;
L. Community participation and Iintersectoral cooperation.

2. Identification of tasks related to leprosy control for the different levels of the
primary health care system.

3. Essential steps dn the process of transition of vertical leprosy control
programmes into the primary health care system,

All groups had to identify areas for health systems research according to its
vespactive subjects,

Community Participation and Intersectoral Cooperation

In order to improve the effectiveness and efficiency of iIntegrated leprosy control
programmes, it iz necessary to  identify optimal wmethods for promoting community
participation in leprosy control, including methods for approaching the community.

The objective of the requested participation is for the community to assist (a) in the
ldentification of suspect patients, (b) in motivating patients to receive regular
treatment, (¢) in socially accepting and supporting leprosy patients, and (d) in caring for
the disabled. Effective participation by a coumunity in decision making can only be
expected when the community is well informed. Such information sghould econtailn basic
knowledge about leprosy, its physical and social consequences, as well as its treatment.

As leprosy should be seen in the context of the whole health problem, activities to
establish community participation should always be undertaken as an Integral part of
general health activities (see sectionm 7.1).

Intersectoral cooperation is most effective at the community level. However, efficient
cooperation can only be achieved when the total health seector - government and
non-governmental organizations (NGOs) — work together with other sectors for the bhenefit of
the patient.

The type of assistance other sectors can give might be, e.g. 1in ensuring and
facilitating equal employment opportunities, rehabilitation of patients, agricultural
support and support by teachers and religious leaders.

Identifjcation of tasks related to leprosy control for the different levels of the primary
health care system

Recognizing that thealth-related activities should preferably be undertaken by
adequately trained workers at the mest peripheral Jlevel of health services, the
participants agreed upon tasks related te leprosy control for respective levels of the
primary health care system as shown in Table 2.

The presentation has been limited to & broad outline of tasks which, although not a
blueprint for every country, is nevertheless adaptable to the diversity of situations of
different countries, Each country will have to define the most appropriate level for the
tasks identified.

General public health managers, especially at the intermediate level, are often mnot
adequately trained for management functions, including administrative and technical aspects.
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An important condition for successful integration of leprosy contrel into the PHC
gyetem 15 that the role (tasks and responsibilities) of specialized leprosy control staff
in the integrated programme ghould be well defined beforehand.

Leprosy control staff who have basic qualifications for general health functioms should
be assimilated in the PHC system. However, staff trained in leprosy only, should receive
further training 1if they are to have additional general functions unless they become
specialized leprosy staff of the technical support system.

Essential steps in the process of transition of vertical leprosy control progragmes in the

PHC system

An ill-plaunned process of integration may easily lead to fallure and to a poorer
performance of the leprosy programme. This may happen if integration is intreduced without
scrutlny for possible constraints, A sueccessful transition requires Identification of
solutions to these constraints, The list of possible constraiats to integration could be
used as a checklist (sectiom 6.2).

The plapning and jmplementation of the process of integration should be a combined
effort of the general public health managers and the wanagers/specialists of the Jeprosy

control programme and should include the following stems:
1. Commitment

A pre-requisite for the integration of leprosy into the primary health care system 1s a
commitment to integration by the politricians, professionals, and the community. In order
to achieve this, the principle of integratiom must also be actively advocated by WHO,
Non—-povernmental organizations (NGOs) and other agencies.

2. Siruvation Analysis

A, Infrastructure: A situation analysie regarding the infrastructure should include
the PHC system, the existing leprosy control programme, other existing vertical
programmes, existing voluntary agency programmes and their exisring relationships
and should take into consideration:

- QOrganizational structure, including managerial and technical capability
- Manpower including Community Health Workers (CHWs)

- Facilities including referral centres and laboeratories

- Communication, supplies and equipment including drugs and tramsport

- Reporting systems

- Financial  rescurces: governmental, non-governmental and those from
reciplents, e.g. through health insurance

- State of affairs regsrding community participation and iatersectoral
cooparation.

B. Leprosy Problem: Considerations regarding the leprosy problem should include:

- Prevalence rates of leprosy
- Community perception of leprosy including staff and patients
- Current treatment of leprosy

- Operational performance of the vertical programme.
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3. Selection of pricrities

Based on the situational analysis, the problems to be solved for implementation of
optimal integration of leprosy control {iate the PHC system should be identified, Given the
primary objective that all leproay patients should receive regular treatment with MDT, the
activities to be undertaken to solve these problems should be ranked in order of pricrity.

4, Development of plan of action

The plan of action should include all activities as identified under No. 3 above.
Among issues to be considered are the following:

- Decisions should be made concerning technical support and the relarionship between
technical and administrative support for each level of the PHC system, especially
regarding technical supervigion, referral, training, monitoring and evaluation.

- Speclal attention ghould he given to a clear definition of tasks, responsibilities
and relationship between technical and adminlstrative staff, This requires the
formulation of adequate job descriptions for health staff at each level of the PHC

system. Attention should be paid to rhe role of special leprosy institutions if
still existing.

- Decisions should be made on the number and type of personnel required ar each
level of the PHC system.

- The establighment of an adequate method for the wmonitoring and evaluation of the
performance of all levels of staff within the integrated leprosy control
programme, as outlined in the report of a WHO Study Group on Epidemiolegy in
Relation te Control {(TRS 716). Routinely collected data from peripheral workers
should be limited to data thar have direct bearing on decision making.

- Responsibility for logistics and procurement should be clearly defined.

- Appropriate training, based on needs didentified in the situational analysis,
should be arranged for:

. existing general health staff

. exlsting vertical leprosy staff
. wid=level managers
. existing schoels for health personnel

- Community participation should be ensured.

- An adedquate budget should be prepared.

- A phased introduction {phasing of place and time) =hould be considered bur
adequate targeting should prevent unnecessary delay in achieving total coverage of

the country.

5. Implementation

Integration stould be implemented in accordance with the plan of action,

6. Monitoring and evaluation of the process of integration

Monitoring of rhe process of integrarion and regular evaluatien is of wviral
importance, Evaluation should be based on targets and may lead to re—adjustment of such
targets. While doing this the impact of the process of integrationm on the lepreosy control
performance should be carefully wonitored as well,
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It was vrecognized ar rhe mesatring that identification of a wuniversally applicable
blueprint for gll steps in the process of rhe rrameition iz not feagible, However, it was
felt that a creative and adequately frrained programme manager, using the outline of steps

as presented above, should be able to work out an effective plan of action appropriate for
his specifie situation.

CONCLUSTONS

Although the need for integration of vertical leprosy control programmes into the PHC
system 1is widely recognized, the transition has been glow In many countries. In most
countries where integration has been implemented, many vertical characteristics still
remain, e.g., system of technical supervision, referral of patients, drug supply and
financing,

Integration of leprosy comtrol into the PHC system does not imply thar all specialized
elements should disappear from the health services. It does, however, mean that leprosy
control activities will become the tesponsibility of decentralized, umultipurpose and
permanent health services which provide the community, including the leprosy patients, with
integrated, comprehensive and continuous health care.

Leprosy control should be fully implemented by multipurpose workers of the PHC gystem
within which 2 specialized leprosy component chould bea available for technical supervision,
advice and referral, Depending on the local situwation (e.g. prevalence of leprosy,
training of the various levels of health staff ete), each country will decide at which
level (national, regional, disrriet) of rhe PHC system such specialized support should be
available,

It is recognized that the integration of a vertical leprosy contrel programme into rthe
PHC system requires careful and adequate plenning 1in advance, and needs to be introduced
step—by—step (phasing in place, time and activities), It should gradually expand to cover
the whole country. Targets should be ger realistically to prevent unnecesscary delay.

Most vertical programmes have detailed reporting systems which the specialized staff
appeat to handle adequately. After integratiom, however, the reporting system should be
modified and indeed simplified to allow for meaningful data collection by the peripheral
healrh workers. Only data direcrly linked to decision—making needs to be collected.

Action-oriented health systems research, directed to decislon-making is needed to:

= ascertain cost—effective and optimal strategies for case detectionm, treatment
(including patient care for disability prevention) and follow-up of patients;

- identify the lowest peripheral level of the PHC system fo which individual tasks
should be effectively delegated:

= identify and validate methods for monitoring of task performance and evaluation of
programme effectiveness. This research includes the wvalidation of appropriate
indicators and the definition of the minimum dara requirements,

The incorporation of leprosy (control) inte the curricula of medical faculties and
paramedical schools ig essential for rhe successful integrarion of leprosy contrel into the
FPHC syctem.

Sysrematic management tralning, geared to planning, monitoring and evaluation of

integrated leprosy control programmes, is needed for intermediate—level health services
managers,

The operational combination of vertrical ¢onmtrol progrzmmes for leprosy and tuberculosis
should not be confused with integrarion. Basically, such combined programmes are subject
to the same limitations as are vertical control programmes for leprosy alone
{see section 5),
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1. IKTRODUCTION

The consultation was held at WHO Headquarters in Geneva from 16-1E June. Participants
from nine countries took part together with repregentatives from the Regional Office for
South-East Asia, Interpational Federation of Anti-Leprosy Asscciations and stafi of WHO
Secretariat, The participants were selected from countries where (1)} leprosy has been
integrated into the PHC system, (2) there is partial integration and {(3) & wertical
approach 1is still in use.

The meeting was opened by Dr F. Assaad, Director, Division of Communicable Diseases,
WHO, Geneva. In his opening remarks Dr Assaad stated that, in his view, the consultation
on implemeatation of leprosy control as an integrated part of the primary health care
system was important. Vertical programmes for leprosy control ought to be a thing of the
past rather than a fact to be confronted nowadays, He urged the patticipants in the
consultation to identify subjects for health systems research for the purpese of finding
the best ways to change from vertical to integrated programmes, while at the same time
ensuring cost—effective leprosy c¢ontrol.

2. BACKGROUND

Integration of leprosy control and the care of leprosy patients into the PHC system is
making difficult and slow progress in most endemic countries. This is oftem attributed to
the stigma attached to the disease in the community and among health workers and partly te
the reluctance of speclalized personnel/institutions to delegate their responsibiliries to
other sectors in the health services, and to the reluctance of the peripheral health
workers to accept leprosy conttol activities as an additiomal burden to their routine work,

Although it was initially expected that the introduction of the multidrug regimens
{MDT) recommended by the "WHO Study Group on Chemotherapy of Lepresy for Control
Programmes”™ {(October, 1981) wmight face serious difficulties, the experiences reported from
endemic countries where MDT is being implemented indicate the opposite. Apart from
preventing the increasing appearance of M. leprae strains resistant to dapsone, obtaining
an early reduction in infectivity and considerably reducing the period of treatment,
participants in the "WHO Consulration on Implementation of Multidrug Therapy™ (October
1985) also reported an increase in patients' treatument compliance, higher motivation of
health workers and an increase in the number of self-reporting cases with early signs of
the disease, However, the same group identified that, in those countries with vertical
programmas, centralization of activities was too strict, and progress in the implementation
of MPT was too slow and of low population coverage.

For the current WHO strategy for leprosy contrel to be effective (bazed on early case
finding, adequate treatment with mnultidrug therapy (MDT) and health education) &
significant coverage of the endemic population is required.

In view of the above, it was felt that the opportunity should be given to the WHO
secretariat to hold this consultation with programme managers from varilous countries on the
various aspects of implementation of leproasy control as an integral part of the PHC system
in order to give the best possible advice to Member States in this respect. It was felr
that in order to identify the optimal methods of integration of wvertical leprosy control
programmes into the PHC system in different situations, & full wunderstanding of the
constraints involved in the transition from vertical leprosy programmes to the PHC system
and the identification of the most important problems and the solutiens to these problems
will be required.

With regavd to recent developments focusing on the need for further attention at both
national and international levels to finding better ways to organize and manage health work
at the intermediate Level ("district”), It was suggested that the meeting should address
itself mainly to the process of transition of vertical leprosy contxoel programwes into the
PHC system at the intermediate and peripheral levels,
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3. OBJECIIVES
The objectives of rhe meering were ag follows:

3.1 General objectives

3.1.1 To review country experiences wirh leprosy control as an integrated part of the
FHC system,;

3.1, 2 To digeuss and develop approaches for integrating leprosy control inte the PHC
system under different situations;

3.1.3 To identify areas for health systems researeh regarding integration of leprosy
contrel into the PHC system;

3.2 Specific Objectives

3.2.1 To review constraints impeding integration of leprosy control inte the PHC system
and sugpgest practical zolutions;

3.2,2 To identify mechanisms for promoting community participation inm leprosy control;

3.2.3 To identify the rele of the general public health managers (particularly at the
intermediate level) in an integrated leprosy control programme;

3.2.4 To identify the role of the former specialized leprosy control staff in the
integrated leprosy control programme,

4, THE PRIMARY HEALTH CARE (PHC) SYSTEM

4.1 Interpretations of primary health care

It appears that in all countries the "PHC system”™ has been conceived as &n integrated
health system which does not stop at the peripheral health unit of the formal health
services, buf extends into the community which is nor just a passive recipient of health
care but an active participant {n the provision of its own health cara,

Firgt level referral units are geﬁerally considered as an integrated part of the PHC
system, In Indonesia the health centre (staffed by a medical officer) is considered as the
first referral level, and the second and third referral levels are also included in the PHC
system.

In Ethicpla #ll levels, including the central level are considered as integral partg of
the PHC system.

The Sudan was among the first countries to adeopt the primary health care approach and
te work out & detailed primary health care document. However, as there was limited
involvement of the primary health workers (PHWs), there was much misinterpretation of PHC
and PHWs., In spite of all its shortcemings, primary health care has improved coverage to a
degree that could not have been possible otherwise,

The PHC approach is considered as an overall approach of the entire health system
divecting itself to the following main principles:

- equitable use of health resources (especially with regard to its coverage and
effectiveness), recopnizing the basic right to health for each individual,

- community participation, recognizing the right and responsibility of individuals
and communities for their own heaslth development.
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- intersectoral co-operation, recognizing that health developwent and socio-économic
development are Inseparabely linked, 1.,e. progress in health leading to, and at
the same time depending on, soclo—aconemic progress,
The requirements f{implicit in the conzcept of PHC have been formulated in the Report on
the Consultation on Operatiomal Iasues in the Transition from Vertical Programmes Toward
Integrated Primary Health Care, New Delhi, 4-12 June, and are as follows:

- that there be total coverage of the population, taking inteo account
the differential needs of the sub-groups;

- that services are effective, accessible, acceptable, and affordsble;

- that services are comprehensive, I1ncluding promeotive, preventive, curative and
rehabilitative approaches to health;

= that communities partlecipate actively in the planning, implementation and
avaluation of health services; and

- that health services are related to other sectors lnveolved in developument.

The meeting defined the "PHC system” as the integrated health system based on the PHC

approach, and decided to address itself mainly to the problems of integrating leprosy
control into the district health system based on PHC. This system includes the first
referral level {e.g, District Hospltal).

4,1,1 Equitable use of health rescurces

In Indomesia, egquitable use of health resources has been given high priority for over
17 years. Each health centre is assisted by 2 to 5 sub-centres which cover the areas that
are beyond the immediate catchment area of the health centre. Additionally, mobile "health
centres” cover the remaining aveas (the latter is alse the case in Malaysia). Integrated
health posts are now being established in some villages (as a pilot project assicted by
WHO) staffed by wvillage kader (CHW's) and supervised by health centre staff, The
communicable diseases contrel will be one of the activities,

In Thailand, although much work has alrveady been done on the implementation of PHC,
disadvantaged communities have not yet been sufficiently covered.

In Ethiopia, the coverage of the population by the health services has been increased
from 1% to 49% since the povernment committed itself to PHC.

In Tanzania, the coverage has also been conslderably increased since the intreduction
of PHC.

4,1.2 Communiity participation

The importance of community participation is recognized in all countries, Community
participation depends a great deal on the existence of mass organizations, e.g. in
Ethicpia many such organizations are iInvolved in the selection of CHW's and Traditiomal
Birth Attendants (TBAs)., These organizations have responsiblity for supporting theirx
training, plamning, pricrity setting and evaluatiom, *

In Indonesia, communities are actively involved in PHC through close interaction with
health centres, village kaders (CHW's), and involvement of village councils, and self-help
actliviries,
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In Thailand, the "bottom—up” planning starts at the sub-district level. Community
groups and village communities do not yet sufficiently take an active part in the over—all
decision—making, The meeting considered the identification and implementation of optimal
methods for promoting community participatrion In lepreosy controel as an  importanc
pre-requisite for an effective and efficient {integrated leprosy control programme,

4,1.3 Intersectoral cooperation

In most countries there 1= a lot of wmovement towards promotion of interesectoral
cooperation but practical implementation appears to be very difficult. The process is very
slow or it has not been initiated at all.

In Vietnam, however, intersectoral collaborationm is one of the main characteristles of
the health care sgystems. Health activities are under the direct responsibllity of the
People's Administrative Committee ar the various levels, including the village level, The
different socio-economlc branches, including the health services, are represented in thils
Committee.

In some countries, naticnal (and sometimes regiomal, as in Indonesia) cootdination
boards for leprosy do exist, Other departments involved atre social welfare, education and
religion, as well as Non-Govermmental Organizations (NGOs) invelved in leprosy control.
Alrhough this is an example of Intersectoral coordination, its limitation is clear. It is
strictly limited to leprosy.

In 1982 4in Malawi, it was found by an evaluation of the pilot PHC project that
intersectoral cooperation quickly evaporated and the Ministry of Health was left to engage
in PHC aloune.

In Ethigpis, health educatien, nutrition and water supply are essentially the
intersectoral activities which are being undertaken, %ince there 1s no detalled guildance
on intersectoral collaboration, there is a need to gpecify the contributions which should
be made by different agencies and ministeries, It might be concluded that intersectoral
cooperation 1s still in the initial phase.

4.2 The District Level

The meeting used the term "distriet" to refer to that level of a2 nation's health and
administrative system which has some degree of administrative authority; which usually has
representatives of the main government sectors; which often includes several villages or
communities; and which provides the main coordination and support for the local health
services within its jurisdiction. Tt may also be referred to as “district™, "block”,
"Thana”, "“area", ate,, and will wvary greatly from country to country in Lits size,
sophistication and degree of sutomomy. However, it is usually the most peripheral fully
organized level of local govermment and administration. It is thevefore often the most
appropriate level to concentrate on in order to streagthen health programmes and thelr
management because of its role as a linkage point berween local communities, thelr specific
needs and concerns on the one hand, and the national goals, policies and resources on the
other.

The main characteristies of the districts as identified by the countries participating
in this censultation are presented in Table 1.

e
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In most countries the district level is considered the most appropriate level for the
organization of an effective PHC infrastructure but it has beea reported that the

administratien (including the district health services management) of the districts is
generally very weak.

In Thailand, and in Malaysia (with the exception of a few districts), the curative and
public health functions are separated at the district level (e.g, a District Public Health
Office and a District Hospital). In other countries these functions are under a single
head, usually a heoapital based district medical officer.

In Tndonesia the dilstrict medical officer is operating from the District Publie Health
Office. Often these doctors alsoe have some clinical functions.

In Kenya, the Distriect Medical Officer has a substantial amount of authority in all
aspects of management. This decentralization of power includes full responsibility for all
health staff and personnel in the districr,

The general public health nanagers, especially at this level, are often not adequately
trained for management functions, Furthermore, the tasks and responsibilities of these
nanagers vegarding the integrated leprosy control programme are often not clearly defined,
agpecially when there is still some interference by the (former) vertical programme staff
{e.g. technical supervision, drug supply etc.) (see section 7.2).

4,3 Vertical Programmes

Vertical programmes still exist in most eountries; usually throughout the whole
country; however, in some cases, certain programmes are still vertical in some parts of the
country and integrated in other parts (i.e, leptrosy control in Thailand has been Integrated
in 67 provinces and is still vertically organized in 6 provinces}).

5. MATN LIMITATIONS REGARDING THE IMPLEMENTATION OF LEPROSY CONTROL THROUGH A VERTICAL
PROGRAMME

Many public health specialists blame the current unsatisfactory achievement 1n leprosy
coutrol on the limitations inherent te vertical programmes, Others, especlally leprosy
apecialists and doner agencies, are afraid that i{ntegration will make things worse,
egpecially now that the operation of a leprosy control programme has become more coumplex
with the Introduction of wmulti-drug therapy (MDT). Therefore, some speclalists advise
postponing integration, 2t least until MDT has been fully intreduced,

The meeting identified the following items as the main and most frequently occurring
limitations of leprosy control through a vertical programme:-—

- Insufficlent coverage of the population by the vertical programme, Yecognlzing
that leprosy service must be as clese as possible to the population,

- Inefficiency with regard to the use of resources (fipnances, equipment, manpower),
This is especially so when theve are several vertical programmes ceo—exlsting which
are more or less duplicates of each other, Because of this situation many ¢ther
heglth problems are not sufficiently attended to.

- A disproportionately high amount of resources for vertical leprosy control
progammes is often used for institutional care of patlents. There is relatively
too much attention on clinical and/or rehablilirarion aspects and not enocugh on
public health aspects, (e.g. improvement of rthe coverage of the health service;}
improvement of the qualiry of services with regard to effective case holding;
inadequate system of supervision etc.)
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- Relatively too much attention given to methods of active case finding such as mass
gurveys, and school surveys, ete. without safeguarding adequate and repular
chemotherapy of the newly-detected patients,

Where vertical programmes make predominant use of methods of active case finding,
patients detected by these wmethods show a much higher Irregularity rate and/or
defaulter rate than self-reporting patilents,

- Lack of comprehensive health care. Leprosy patients with (other) general
complaints have to consult other health gervices. This in faect neglects the felt
needs of these patients.

Staff of vertical leprosy control programmes often have sporadic contact with the
comaunity due to the fact that clinics are conducted periodically (ne continuity
of services) and that they are not consulted by the people for other health
problems, This does not lead to an optimal relatienship with the community which
may Yesult in a delay in the {self) reporting of leprosy patients.

- Due teo the relatively long period of chemotherapy required for the treatment of
leprosy, there is a high risk of irregularity and/or defaulting when patients are
treated by vertical programmes providing periodic services, Bur in integrated
services providing continueus and comprehensive health care, which responds te the
variocus health needs of the patlents, the utilization of the services may be
expected to be much more regular,

- Inherent lack of continuity of care for reactions, ulcers and other complications
due to the fact that there are only periodic clinics for leprosy patients at fixed
clinics or mobile unics,

- A vertical approach, s=separating the leprosy services from the geneval health
servigces, I1ncreases the stigma related to leprosy among the community and the
general health staff. Health education cannot solve this problem as long as
leprosy is treated separately by a special programme with special staff,

Managerial weakness of some vertical programmes, (e.g. some of those conducted by
charitable organizations have much dedication to the patient but often lack
managerial professionalism.)

Vertical programmes are often more dependent on donor agencies than Iintegrated
programmes, Integration reduces rthe danger of a ecollapse of the programme if
donor agencies withdraw thelr assistance,

- Lack of job satisfaction for specialized leprosy field workers.

- Lack of career opportunities for peripheral specialized leprosy workers,

Practically all of the limitations listed above may provide some justification for the
integration of leprosy control into the PHC system,

6. INTEGRATION OF THE LEPROSY CONTROL PROGRAMME INTO THE PHC SYSTEM

6.1 State of affalrs

In practically all countries where leprosy is endemic, leprosy control activities were
started as vertical programmes bub now they are gradually being integrated inte the genewal
health services. Although many countries report that leprosy control has been integrated,
it appears that, depending on the situational diversity of the various countries, many of
the wvertical characteristics have remained in the process of integration. This is
especlally the case with technical supervision, drug supply and the provision of
transport. A wide variety of (transitional) wmiwxtures therefore exists between fully intact
vertical leprosy control programmes and fully dintegrated (administratively and

operationally) programmes, Some relevant examples as presented by the participants are
given below,
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6.1.1 Organizational structute of the 'integrated' leprosy contrel programmes

In Thailand the leprosy contrel programme has been integrated in 67 provinces and is
st11l vertically organized in 6 highly endemic provinces. In the integrated provinces
leprosy control iz closely gulded and technically supervised by the vertical programme
operating from zonal leprosgy control centres, each covering several provinces, Drugs and
educational materials, including the leprosy control manual, are supplied by the Central
Lepraay Division. Salaries and other resources are the resonsibility of the provincial
government, In the provinces with a vertical programme, all leprosy contryol activities are
carried out by special leprosy workers who are, technically and administratively,
anawerable to the Chiefs of the Provincial Leprosy Control Programmes., These Chiefs, one
in each Province, are technically and administratively answerable to the directors of the
Zonal Leprosy Control Centres.

The natienal lepresy control programme in Malaysia started in Peninsular Malaysia in
1969 and extended to Sarawak in 1974 and Sabah in 1985, The decentralization of treatment
and integration into the general health services has been a wmaln feature from the very
beginning. As the general staff could not be tralned immediarely (time constraimt and lack
of other resources), asz an ipterim measure 23 mobile gkin clinics were established In the
Malay Peninsular i{n order te¢ reinforce control activites during the traneition period,

The controel programme ig wunder the full responsibility of the State and District
authorities. The National Leprosy Control Centre at Sungai Buluh is responsible to the MOH
for the planning, coordination and technical guidance of the integrated programme. A
leprosy managerial team, based at the headquarters, travels around the country for
supervision, guldance and traiming at local level,

At the present moment of transition, the leprosy control programme may be consldered as
a gemi-Integrated oner

- peripheral facilities are utilized and peripheral general staff involved,
- a leprosy nurse is available for local assistance,
- & leprosy managerial team provides supervision,

In Sabab and Sarswak, the programme has been fully integrated without any vertical
gstaff involved. It has been observed that the programms In these areas is better runm than
in the gemi-Iintegrated areas.

In Malawi, the leprosy control programme is sti1ll highly vertical in most parts of the
country. It is almost fully financed by a donor agency which 1s de facto directly
responsible for the programme, At present, leprosy control work 1= gradually handed to the
MOH In those districts where the prevalence and the case derection rates are low., In these
districts leprosy control activities are being integrated at the health centre level.
Special leprosy supervigors are maintained at the district level for technical
supervision. Salaries for the staff in these districts are paid by the MOH. The donor
agency still finances running costs and provides transport and drugs.

In the State of Amazonas, Brazil, leprosy control was limired to a leprosarium, an
outpatient clinic in the hospital and some activitiesz at six health centres at the district
level 1in the interior. 1In 1979 a start with & systematle approach to leprosy control was
made when the state health secretatry ordered that leprosy control chould be integrated into
PHC., There was, however, considerable reluectance amongst health centre staff to deal with
leprosy and specially assigned paramedical workers had to deal with mainly leprosy control
activities. Since the introduction of MDT the tendency 1s that leprosy work will be more
acceptable to health centre staff, and it is expected, that by the end of this year all
patients in the rural districts will be under treatment at the bhealth centres. At preseat
a wide range of several mixtures ranging from verrical to integrated programmes exisc,
Thia situation 1s, to a great extent, attributable to the fact that in the state of
Amazonas, Brazil leprosy control 1is conducted wunder the authority of different
organizations.
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In Burma, the vertical progamme 1s in the process of transition to integration. This
is happening in a phased manner. In some areas all leprosy control activities have been
delegated to the general health services, Peripheral mulvipurpose workers supervise the
CHW's, The vertical staff is, however, still very muech invelved in technical supervision,
training and drug supply, and they still have to confirm the diagnosis.

From the very beginning of leprosy contreol, Indonesia has had a fully integrated
leprosy contrel programme from the central level down to the sub-district (health centre)
level. However, this integration 1s mainly administrative. The technical supervisory
system has still many vertical characteristics, At the national (Leprosy Division of the
Directorate Genaral CDC), provinclal (leprosy deoctor of the provinelal CBC department) and
district levels (leprosy supervisors of the district CDC department), speclalized
supervisory staff are gvailable for techniecal guidance and supervision, At  the
sub-district level (health centre) iIn thigh leprosy endemic areas, one of the
"multi~purpose' workers of the healch centre is dealing with leprosy control activities and
has thus become a uni-purpose leprosy field worker. It is now a policy to replace retiring
uni—-purpose field workers by multi-purpose workers,

In Ethiopia three systems of leprosy services existy

- fully integrated, in areas with a low prevalence (less than 1¥%o)

- partially intreprated, in areas with a moderate prevalence {1-4Zo),

- fully wvertical, in Showa Province where the All Africa Leprosy and Rehabilitation
Training Centre (ALERT) conducts the leprosy control programme.

In the fully integrated leprosy service, all activities are carried out by the general
health services under the responsibility of the Regional Medical Officer, Technicel
guidance and coordination is still provided by the National Leprosy Control Programme,

In the parrially inteprated service, leprosy control is still wmainly a vertical
programme but c¢linfes are conducted In general health centres and health stations,
Formerly these c¢linics were conducted by special leprosy field workers, These workers
have recently been trained as multi-purpose health workers (health asaistants). They often
provide comprehensive health care but they are still mainly concerned with leprosy control
activities. These leprosy health assistants are under the direct supervision of the
Regional Leprosy Medical Officer and the Reglonal Leprosy Supervisor,

At the community level, community hezlth werkers are supervised by the re-trained
leprosy health assistants who may delegate this rask te multi-purpese health station
asgsistants,

The galaries of the staff are paid by the General Health Services but other resources
{(i1.e. drugs, transport, pet diems, ete,) are supplied directly by the National Lepresy
Control Programme through the Regional Leprosy Supervisor,

The lattetr is also the case In Tanzania. The Regional Leprosy and T.B. Coordinator {a
medical officer) administratively is under the Regional Medical Office. He receives
technical supervision and guidance from the Central Leprosy and T.8, Unit. Despite this
admipistrative integratiom, the funds, drugs and transport are divectly provided to the
Regional Leprosy and T.,B, Coordinator by the Central Unit, S0, although there is
adminigtrative integration, the line of supply and the system of technical supervigion 1s
still vertical.

In Vietnam leprtosy contrel is integrated according to the concept of 'doukle
integration', i.e:

- integration into the National Institute of Dermatology in which lepreosy control
constitutes the central task of all dermatologlsts at all levels,

- integration into the general health services from the district level down to the
village level.
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6.1.2 Distribution of tasks

The adequate reorientation of existing (multi~purpose and uni-purpose) health personnel
at all levels for their new roles in the PHC system is an important requirement. A clearx
vutline of responsibilities and tasks {5 necessary as well as special {re}training
programmes to enable the staff to take up their new responsibiliries,

Taking into account that health-related activities should preferably be undertaken at
the most periphersl practicable level of health services by adequately trained workers, the
meating dwelt at length on an outline of tasks acceptable to the participants, (see section
7.2). Such an outline, however, has to be adapted to the diverse situations of the
different countries, (e.g. the level of training of the various levels of sraff),

A few examples of the existing situation in the various countries are presented below.

6.1.2,1 Community level

In general there exists a common opinfon regarding the tasks for this level which, when
identified, consist mainly of assisting the firat health facility level with¢

= referral of suspecr cases;

- provision ¢f health education {in order to promote awareness and early self
reporting and drug intake complianca);

- tracing of absentees;

= treatment delivery which may, in special cases, be delegated to this lavel;
- follow~-up of cases;

- timple data ¢collection.

6.1,2,2 Firgt health facllity level

This faciliry varies from country to countty in regard to quantity and quality of
staff, equipment ete. and, for this reason, the tasks have to be adapted to the local
sitvations,

In Ethiopia, the health station, staffed by 1-3 health assistants, is the first health
facility level .and one of the tasks is to diagnose leprosy. However, the health station
staff are not allowed to start treatment without prior confirmation of the diagnosis by the
District Leprosy Supervisor. This confirmation takes place at the health atationm,

Tn the districts with integrated leprosy control in Malawi, the general paramedicals of
health c¢entres detect patients and conduct leprosy clinics. This 1is done under close
technical supervision of the District Leprosy Supervisor who 4n fact 1s directly
raspousible for leprosy control activities in his districe,

In Thailand, the health centre is the first health facility level which is generally
staffed by 2 sanltarian and a midwife. Suspected parients are often referred te the firsc
referral level (district hospital) for confirmatiou of the diagnosis, including the taking
and examination of skin smears, before treatment can be started ar the health centres, For
the time being it Ls considered unfeasible to delegate the diagnestic responsibility to the
health centre level as very often even district hospital staff need assistance from the
rechnical supervisors from the Zenal Leprosy Conttol Centras,

Supervision of CHW's regarding their leprosy comtrol tasks 1s generally considered a
task of the staff of the fivst health facility level, 1In Ethiopiaz this is usually done by
leprosy health assistants,

¢
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6.1.2.3 First referral level

Thiz level (mostly a distriet hospital but in Ethiopia and in Brazil this is often a
health centre as 60% of the districts do not yet have a hospital) is generally considered
as the appropriate 1level for the management of severe rteactions and secondary
complications, This is also considered as the facllity where leprosy patients sghould be
admitred when necessary

In Bthiopia and in the state of Amazonas, Brazil these cases are referred by the health
centre to a higher referral level (often a nearby district hospital or regionmal hospital)
where the patients are treated by the regional leprosy medical officer.

In Malawi, the District Leprosy Supervisor is based at the District Hospital. Patilents
with complications are referred by health centre staff te this orx higher level or a special
leprosy heospital.

In many countries admission to district hospitals is mot possible for leprosy patients
egpecially patients with disabilities, This is mainly attributed to the general hospital
staff's lack of knowledge regarding cowmplications of leprosy and to the stigma attached to
the disease. In these situations patients with complications are often referred to special
institutions such as leprosy hospitals, leprogaria and/or special ¢linics run by voluntary
agenciss.

6,1.3 Remaining responsibilities of (former) specialized leprosy control staff

Although in the integrated programme the responsibility is carried by the general
health service manager, specialized staff at certain levels will still be required for
technical supervision, referral support, ete.

In Ethjopis, the lepreosy field workers Jjoining the Integrated programme have been
trained to become multipurpose workers, but many of them have a special responsibility for
leprosy control at the health station and health centre levels, The district leprosy
supervisors, the regional leprosy medical officers and the reglonal leprosy supervisors are
still full-time leprosy workers in the iIntegrated programme but they now have only
technical supervisory respeonsibilities, At the central level, the gpecialist staff of the
Natjional Leprosy Control Programme are responsible for policy formulation, planning and
technical guidance of the integrated programme, otganization of all types of training in
leprosy, processing and analysis of data, and evaluation.

In Thailand, the 12 Leprosy Zonal Centres and 20 provinclal leprosy units are still
maintained, administered by the Cantral Leprosy Division (Deparpment of CDC) in order to
provide technical supervision, drug supplies and data processing.

It is considered an important condition to successful integration of leprosy control
into the PHC system that the role (tasks and responsibilities) of the (former) specialiszed
leprosy control staff in the integrated programme be well planned beforehand.

6.1.4 Special training programmes for the implementation of integration

In Ethiopia 150 special leprosy workers were trained (9 months) at health assistant
schools to become wmultipurpose health workers. 0f these, 147 graduated as health
asgistants and are working as multipurpose workers, but with special emphasis ou leprosy,
in health posts and health centres.

A curriculum in leprosy control has been introduced in all health assistant schools.
Tutors of these schools and nursing schools are trained in leprosy and leprosy control for
one monuth at ALERT.

Since 1978 all final year students of the medical faculty recelve one month training at
ALERT.
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All (general) health assistants and nurses have to attend a 10-day course in leprosy
conducted by the National Leprosy Control Programme in cooperation with the training unit
of ALERT,

CHWg and Tradirional Birth Attendants (TBA'g) receive some specific training in leprosy
by staff of the National Leprosy Control Programme at the health centre.

In Thailand 8 634 provincial general health workers (216 groups) underwent training
prior to integration. Manuals and job descriptions were distributed.

In 1980 and 1981 additional refrasher courses (3 days) were organized for 2 895 general
health workers of 23 provinces. Recently such training activities have also been started
at the district levels., Training courses In leprosy control divected to district medical
officers and other digtrrict health staff are aow going on.

In 1982, 32 district medical officers from district hespitals In the North Eastern
Region have been trained (5 days). In 1983, 10 district medical officers and also Chiefs
of CDC sections of the Provincial Health Offices were all trained in the framework of
integration fn the PUC system. In 1984, follow-up workshops (3 days) addressed to district
medical officers and public health technical officers from 10 model districts were
organized.

In Malaysia, the first step is the training of assistant nurses who were in chaxge of
the mohlle eclinics. Following this, all categories of staff concerned with the different
leprosy control activiries are trained. The courses, of maximally one week's duration, are
conducted by senior officers.

In Tanzanla, prior to fategration of the tubarculosis and leprosy programme into the
general health care system, a series of training activities were conducted,

- Crash courses of 4 weeks duration for multipurpose medical assistants and rural
medical alde were conducred prior te their appointment as district coordinators.
A total of 95 people were trained in 1977,

- Four Zonal seminars for medical officers, senior nursing and laboratory staff
gelected from all hospitals were conducted in 1977.

District seminars. Three day seminars were conducted for pgroups of 25-30
patticipants from dispensaries, health centres and hospitals in each district.
The number of seminars per district depended on the number of health units in the
district.

- Courses for gqualified general laboratory staff were organized. These were
conducted for one week on direct sputum microscopy and slit skin techniques, The
first phase covered staff from hospitals followed by staff from health centres and
selected dispensaries on sputum microscopy. Skin smear microscopy has not been
extended to the health centres and dispensaries as this 15 considerad more
difficult than sputum microscopy.

- Refresher courses were organized 4in the distriets for general health and
laboratory staff who had pone rhrough the inirial training programmes. Emphasis
was on the districts with poor performance, e.g. low case-findlng, poor
case-holding, peoor results of chemotherapy in tuberculosis,

6.2 Review of the main constraints regarding the integrarion of leprogy control into the
PHC system

There are substantial operational difficulties 1in the tramsitiom from vertical
programmes Into the PHC system. The Report on the Consultation on Operational Isgues in
the Transition from Varrical Programmes Toward Integrated Primary Health Care, New Delhi,
4=12 June 1984, WHO (SHS/B5.5) identified a number of issues to be dealt with initially if
the transition is to be effective.
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The various comstraints regarding the integration of leposy control iato the PHC system
as brought forwsrd duving the consultation have been grouped according to these issues.
The division inte these groups is, however, arbitrary and in some cases artificial as many
constraints are strongly interrelated and therefore might be mentioned under more than one
FroOup.

The identification of practical solutions to these constraints 1s an important
pre-requisite for the formulation of strategles for integration of leprosy countroel into the
PHC system. For this reason the selection of the most relevant constraints of integration
and their adequate and practical solutions is of utmost importance whenever integration of
leprogy control into the PHC system is considered. The meeting appreciated that it is
impossible to identify a universally acceprable blueprint of these solutions due to the
different situarions in varlous countries, (see also section 7.3).

6.2.1 Organizational aspects of the transition from vertical leprosy contrel programmes
into the PHC system

6.2.1.1 Variarions regarding the concepts of integration and PHC

There are different concepts of integration and of PHC in different countries and even
within sgsome countries at the different administrative levels (e.g. selective vs
comprehensive PHC; complete disappearance of the specialized input vs the selection of
specizlized support of the integrared PHC programme ete). h

6.2,1.2 Political support for integration into the PHC system

At the various administrative levels the necessary political commitment to PHC is often
lacking. This results in weak administrative support for the programme and leads to
discouragement amongst health staff and an organizational weakness of the PHC system,

The demand of some specialists, politicians and administrative authorities that
up-to—~date specialized prestigiocus wmedical centres and equipment should be provided in
the country, {e.g. special leprosy rehabilitation centres). This leads to less support
for the PHC system,

Politiclans and administrative authorities may be influenced by the negative attitude
of the specialists who do not accept that multipurpose health workers can deal with the
problem of leprosy.

6.2,1.3 Priority setting of different programmes within the PHC system

Within the gemeral health services leprosy, as a low prevalent disease, often does not
have a high priority; not even when compared with other cowmunicable diseases. Afrer
integration, financial rescurces for leprosy control have been decreased leading to a
shortage of drugs, transport, laboratory equipment and a decrease in training
opportunities and, finally, to a worsening of the operational performance as compared
with the state of affairs during the 1life of previoua vertical programmes,

Too low a prevalence of Jeprosy in some areas does not justilfy special traiuiug for
CHWs and /or multipurpose peripheral health unit staff.

Policies and plans of the central authorities change gso fast that those responsible for
jmplementation (e.g. fot training) cannot adapt appropriastely.

6.2.1.4 The PHC infrastructure

An Inadequate infrastructure of the PHC system as compared with the {afrastructure of
the (previous) vertical leprosy control progtramme, especially regarding:
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insufficient coverage of the population by the PHC gystem as compared to the
coverage by the leprosy control programme (e.g, 1f leprosy control programmes use
mobile units; unequitable distribution of healcth care facilities (urban and
rural)}. However, this uwsueally is just the other way around.

inadequate functioning of the various referral levels {e.g. district hospitals
which are an Integral part of the PHC system) regarding the treatment of leprosy
patients with reactions and secondary complicatlons., This reduces the confidence
of the patients in the PHC system,

inadequate laboratory services (quality and quantity of staff, equipment,
supplies, coverage) of the PHC system.

insufficient support for the VHWs from the peripheral workers of the formal health
services.

Weak managerial capacity of the “PHC system”. The managerial capacity of the PHC
system is often weak, especially at the district and peripheral levels, when compared
to the the management and organizatiom of the vertical leprosy control programme. This
may be due to:

the fact that managers of general health services are often overburdened with
adminietrative and/or ¢linical tagks, Moreover, they are often not adequately
trained for management functions,

lack of interest and motivation vowards public health among intermediate health
service managers,

The poor collaboration between the District Health Office and the Distriet Hospital in
those countries where curative services and preventive services are separated at this
level.

Absence of regilonalization, (e.g. decenteralizarion of tasks and responaibility to the
district level).’

Lack of manpowsr at the district level and more peripheral levels.

6.2.1.5

Role of donor agencies

Preference of some donor agencies to szupport vertlcal programmes with autonomous
infrastructures (with regard to the monitoring of the spending of the funds and/or due
to disbelief in the PHC approach). This 1s especlally important Iin countries where
leprosy control funds are mainly provided by donor agenciles.

The continvatien of veluntary agencies to conduct specialized programmes besides the
integrated national leprosy comtrol programpes, Sometimes this leads to a certain
degree of competition which iz confusing to the patient, community and health staff.

6.2.2

Communlty Toles and perspectives related to Integration, including the
acceptability of the patient

Lack of necessary knowledge, skills and attitude of health staff for an adequate
approach to the community (e.g. communication skills).

Inadequate linkage hetween the community village health workers and the formal
health services system

Less attentlon for curative health service at the village level including care for
leprosy patients. This does not cope with the demands of the community, which often
does not consider the provislon of health care as the first priority.
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Leprosy patients find the performance of the multipurpose staff indequate as compared
with the performance of staff of the previous special programmes and/or those of
existing VA programmes.

Leprosy patieuts, because of the stigma attached to the disease, do not accept the role
of the CHW who ia a member of their own ¢ommunity.

The existing belief amongst health workers, patients, politicians, administraters and
the community that leprosy is & speclal disease whieh should be treated by a special
sevyvice (stigma),

. Unacceptability of leprosy patients, especlally those with disabilities, by the
general staff due to the stigma of the disease. The role of the social stigma
varies from country to country, Im Malawi and Tanzania it does not play a role as
in other countvies (e,g. Brazil, Burma, Indonesia) where social stigma still
constitutes a major problem.

. The fact that the staff assumes that because there is high stigma in the community
the other {ntegrated programmes will be less acceptable and thus less supported
(financially, manpower) by the community after the integration of leprosy.

. 6.2,3 Orienting manpower toward integrated approaches to PHC,

Constraints regarding orienting health staff toward an integrated approach to the
leprosy problem faclude;

Lack of interest 4{n leprosy by general staff who are wmore interested in (acute)
diseases in which results of trearment become quickly visible,

The continuing tendency of the integrated multipurpose peripheral staff to refer
leprosy patients to special centres (e.g. leptrosaria, voluntary agency leprosy clinics).

Inadequate training (and reorientation) of the previous specialized leprosy workers to
carry cut general health tasks.

Lack of expertise of general staff, e.g. regarding diagnosis of early veactions, drug
resistance; prevemtion of disabilities, provision of health education, ete.

Inadequate training of the existing multipurpose workers and CHWs to carry our leprosy
centrel tasks leading to a loss of qualiry, e.g.,

. toe much stress on clinical knowledge;

. not oriented to the actual tasks of each level of staff;
too little stress on practical skills and attitudes;

. not oriented to the sctual local working situation of each level of staff (e.g.
hospital based training for CHW's);

. lack of teaching materials
. inappropriate teaching materials; e.g., too much written materisl for VHW's

Lack of an adequate wmanual of instruction on leprosy control for all levels of health
staff concerned,

Deficiencies in rhe contribution of universities to the adequate training of medical
doctors in the fields of 1lsprosy contrel, programme wanagement and health systems
research,
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Deficiencies in the contribution from schools for paramedical workers to the adequate
training of paramedical workers in the field of leprosy control.

Inadequate management of the supervigory system with regard to the Integrated leprosy
control programme at the various levels of the PHC system (when compared with the
previous vertical programme). This may be due to;

. the low priority of leprosy among the general health service managers (e.g. many
peripheral multipurpose workers and especlally CHWs see only a few or even ne
leprosy patients).

. inadequately organized transport for supervisery activities,

Inadequate distribution of tasks (e.g. only specilal staff are allowed to gupervise;
mixing up administrative control and technical supervision),

Lack of (specialized) staff with adequate Lknowledge of leprosy control and /or
supervisory techniques at the various levels of the PHC gysrem.

The rule in some countries that leprosy has to be dlagnosed by senfior medical workers
or even by medical doctors before treatment may be started.

Loas of quality of leprosy care/control due to the fact that multipurpose workers see
too few (new) leprosy patients to keep up routine and skills.

6.2.4 Intersectoral cooperation,

Problems in the Field of intersectoral cooperation due to conflicting objectives and/or
different ranking of priorities of the sectors involved (e.g. regarding physical ot
social rehabilirarion of patients).

In many countries there is still little experience with intersectoral coordination.
Very often it is still in the planning phase and has not yet been Implemented in
practice,

Extent of communication and understanding among those concerned is limited especially
at the peripheral level where intersectoral action must be almed.

6.2.5 Managerial issues regarding the integration of lepresy contrel inte the PHC system,

Some of the most difficult issues to be resolved during the transition from vertical
programmes into the PHC saystem are the administrative and wmanagerial ascpects of
integration. The most relevant of these aspects for the integration of leprosy control are
mentioned In this section.

6.2.5.1 Distribution of authority and respounsibilicy.

Unclear 1lime of authority, distinetion of responsibilicles and tasks between the
previous (senior) special staff and the regular administrative authorities of the
general health services, e.g., regavding linse of command, reporting and supervision.

The fact that technical supervigery staff do not have administrative authoriry may
cteate problems in the sense that failures which require disciplinary action can only
be reported to the administrative authorities.

Continuation of the retrained previous special leprosy workers to execute the leprosy
control activities in the peripheral health units, This may prevent the other
multipurpose health workers to accept leprosy control as an integrated part of their
work.

Overburdening of the general peripheral health staff with too many tasks leading te an
inadequate performauce regarding leprosy control.
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The assignment of too many and too ambitious tacks to the CHWe.

Failure to incorporate administratively the (previous) vertical staff into the general
services,

6.,2.5.2 Personnel menagement matters

Socio—political facters vrelating to changing roles and power relationship, e.g.
adjustment of salaries and/or incentives; different levels of seniority, and/or
training experience etc,

The system of incentive pay often leading to the feeling that some health workers
receive less salary, When this is linked with the aim of achieving higher targets for
some of the programmes (e.g. leprosy) this will lead to neglect of some activiries and
duties and even to the reporting of inflated data.

Reluctance of general medical staff to do additional work without additional financial
compensation. This may have been induced by the (previous) vertical leprosy control
programme which often worked with incentives for routine work,

Lese job satisfaction of the previous umipurpose staff {but this can also be the other
‘ way around as was observed in Ethiopia).

Verticzl staff of gll levels way fear losing their jobs or be unwilling to give up
their present position (imcentive, reluctance to change and to take up more general
duties) which may lead to obstruction of the (transition to} integration,

High turnover vate of CHWs and of peripheral health workers as compared with staff of
the previcus vertical programme.

6.2.5.3 Pinancial factors

Decrease in the budget for leprosy control activities after integration,

Flow of funds iz not integrated as it 1s still provided by a central special unit down
to the periphery.

Sometimes general health services do not provide free treatment ro leprosy patients as
compared with vertical programmes,

6.2,5.4 Drugs, supplies, equipment

0 S8horrage of antileprosy drugs, laboratory equipment and/or transport facilities after
integration. This may be due to the setting of priorities (given the budgetary
limitations) by the general health service managers,

Rifampicin, precured for leprosy patients, is more easily used for other purposes in
integrated programmes tham in a vertiecal progtamma,

6.2,6 Monitering and evaluation of the integrated leprosy control programme.

Conflict between the interests of specialists in 2 wide range of data for monitoring
and evaluation and the administrative management which wants to rationalize the
information system,

System of recording and reportiug not adequate in the integtated services forv
appropriate monitoring and evaluation of the peformance of the leprosy control
programme. It need not be demanded that the same comprehensive leprosy reporting is
maintained in the integrated programme given the low prevalence and low priorvity of
leprosy amongst the other diseases.
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Lack of competent staff at the regional and district levels for the monitering and
evaluaton of integrated leprosy contral programmes.

Rapid changing of health technology and terminclogy sometimes confuse the information
system (records/report).

6,3 Need for health systems research in the field of leprogy control as an Iintegrated part
of the PHC systenm,

In the report of a WHO Study Group on Epidemielegy in Relation to Control, Technilcal
Report Series (TRS) 716, Geneva 1985, the following proposals for operational research were
Supgesred;

Critical attention needs to be paid to assessing rthe validity, and to improving the
practicability of the many operational indicators proposed in this document. The list
should be regarded as provisional, being formulated on the bagis of currently available
knowledge, and will need revision and improvement on the basis of experience with the
field application of multidrug regimens.

Operational research into optimal methods for integrating leprosy control into the
primary health care programme.

Research on the best use of resources in relation to effectiveness of leprosy control,

Research on methods for evaluating community participation in particular in
case—detection and case-holding.

Most countries identified one or more of these proposals as a need. In Thailand, for
example, the following needs have been ldentified:

- Health systems research emphasizing the development of an acceptable and efficlent
strategy in the intepration of the leprosy control into the PHC syatem.

- Research on development of an essential information system which %s based on data
collected at the most peripheral level of the PHC ayatem.

- Research on tasks in the field of leprosy contrel which can be delegated to
community health workers,

7. KEY ISSUES

During the-second and third days of the meeting, participants formed three groups to
discuss the following key issues:

I. Community participation and intersectoral cooperatiom.

II. Identification of tasks related to leprosy control for the different levels of the
primary health care system.

II1. Essential steps in the process of transition of vertical leprosy controel
programmes into the primary health care system.

Each group had to identify issues for health systems research according to their
respective subjects.

The outcome of the discussions was as follows!

7.1 Community Participation and Intersectoral Cooperation

7.1.1 Community participation

In order to improve the effectiveness and efficiency of integrated leprosy control
programmes, Lt 15 unecessary to idenrify optimal methods for promoting community
participation in leprosy control, including those for approaching the community.
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Effective participation by a community in decision making can only be expected when the
community is well informed. The objective of the requested participation is for the
community to assist in the identification of suspect patients, motivating patients to
receive regular treatment and to socially accept and support leprosy patients, Including
care for the disahled.

The information enabling the community to make decisions about their own rale should
contain basic knowledge about leprosy, its physical and social consequences and its
treatment,

The form in which this knowledge 15 to be imparted will wvavy from countxy to country
and within & country from area to area, according to local customs of communication, the
local perception of leprosy by the community {(e.g., stigma), prevalence of leprosy, ete.

The initial approach to wvillage leaders has to be made by recognized health officilals
who will inform the leaders and the village health workers (who are agents of change) of
the need for health education in leprosy. Health education to the community should be
given using appropriate methods such as group discussions, play acting and exhortation by
religious and political leaders. Furthermore, sensitization by means of posters and/or
radio talks will also azsist in making people aware of leprosy as a topie for discussion,

These activities sheould always be undertaken as an integral part of gemeral health
education activities, as leprosy should be seen in the context of the whole health problem.

Patients and their families are to be taught on a more individual basis.

It is important that the educator can be seen and heard as belonging to the cowmuniry;
thus a fieldworker from the area can do this job best. It 15 equally essentisl that all
other health staff categories give the same message when talking about leprosy,

Once a diagnosis of leprosy has been made, the family and friends of the patient should
be encouraged to motivate the patient to take trearment regularly im their own interest.
The community should feel some common concern for the successful cutcome of the treatment,

7.1,2 Intersectoral cooperation

Intersectoral cooperation is most effective at the lowest level where the patient is,
However, efficient cooperation can only be achlieved when the total health sector =
government and NGOs — work together with other sectors to mutual benefir of the patient,
otherwise only individual efforts result.

The type of assistance other sectors can give, may be in, for example, equalizing
employment opportunities, rehabilitarion of patients, agricultural support and support by
teachers and religious leaders.

7.1.3 Research
Multidisciplinary research is needed reparding perception of health and disease (in
particular leprosy) in order to identify mechanisms for changing the behaviour of the

compunity towards leprosy.

7.2 Identification of tasks related to leprosy control for the different levels of the
primary health care system

7.2.1 Outline of tashks for the different levels

Recognizing the need that health-related activities should preferably be undertaken at
the most peripheral practicable level of health services by adequately trained workers, the
participants agreed upon the tasks related to leprosy control for the respective levels of
the primary health care system as shown in Table 2,
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The presentation has been limited to a broad outline of tasks which, although not =
blueprint for every country, is nevertheless adaptable to the diversity of situations of
different gountries, Each country will have to define what is the most appropriate level
for the taclks ldentified.
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TABLE 2: IDENTIFICATION OF TASKS AT DIFFERENT PHC LEVELS
LEVEL OF TASKS
PHC SYSTEM
Home level Awareness and recognition of skin symptoms,

suspiclon of lepreosy.

Social aeceptance of leprosy and encouragement
and support of the patient at home.

Motivation for continuation of treatment

Community level (community Suspicion of symptons and signs of leprosy
health worker, at home, in

the community and in Referral of persons with lesions suspiclous of
collaboration with first leprosy to health facility

level health facility)
Monltor treatment

Provide social and moral support to patients and
family members and assist in rehabilition of
patients

Suspect leprosy reactions, side-effects of
drugs and referral

Health education — early signs
= LCreatment
- follow—up
= advice on complications
- (self—-care)
- motivation/moral gupport

Simple data collection and reporting
(e.g, when patients move out of the village
or die)

Drug delivery (in special cases)

First level health facility Diagnosis of leprosy and classification (MB or

(health centre or equivalent) PB) bagsed on clinical and bacterioclogieal
examination (smear-taking should be done at
this level, The examination of smears may take
place at the first referral level)

Initiation and supervision of treatment

Diagnosis of complications and their treatment
(ulcers) or referral (severe reactions)

Training and supervision of community health
workers
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First referral level

(distriect hospital/distriect)
health administration

Higher levela
(e.g. provinclal,
reglonal, zonal, national)

Education and information of the patients and
families regarding: treatment/follow-up and
prevention of disabilities

Recording and reporting

Surveillance of patients after release from
chemotherapy

Smear examination

Treatment ¢f severe complications including
hospital admission

Training and supervigion of first level health
facility

Planning and organizing district level laprosy
control activities

Monitoring and evaluation of first level health
facility

Quality Control of performance of first level
health facilities.

Recording and Reporting

Speclalization regarding management of
problem cases

Policy decision

Priority setting

Targats establishment

Resource estimation and allocation
Overall planning of national programme
Preparation of standards and guidelines
Training of regional/provincial level managers
Supervision and coordination
Management of logistic support
Epldemiclogical surveillance
Operational reseatch

Monitoring and evaluatlon
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7.2.2 Role of general public health managers (particularly at intermediate level)

The general public heslth managers, especially at this level, are often not adequately
trained for wmanagement fonctions, Furthetmore, tacks and responsibilities of these
managers regarding integrated leprosy control programmes are often not c¢learly defiped,
especially when there is still some intereference by the (former) vertical programme staff
(e.g. technical supervision, drug supply ete).

It is felt that this officer should be capable of managing the programme
administratively as well as technieally. He ghould have training in management and the
ability to cope with leprosy clinical problems, if necessary, through delegation to the
technlcal support systeém.

7.2.3 Agsimilation of vertical staff

It is considered as an important condition to successful integration of leprosy control
into the PHC system that the role (tasks and responsibilities) of the (former) specialized
leprosy control staff in the integrated programme is well planned beforehand.

The group felt that leprosy staff who have basic qualifications of (parallel) general
health staff should be assimilated in the PHC system, However, in the case of leprosy
staff who are trained only in leprosy, there is a necessity for further training if they
get additional general functions unless they become speclalized staff of the technical
support system.

7.2.6 Research

There is need for research to identify the most peripheral level of the primary health
care system which can deal with each of the various tasks vegarding leprosy contrel.

Health systems research ics needed for the identification and validation of indicators
of the operarional performance regarding leprosy control at the different lsvels of the PHC
system especially the intermediate and peripheral levels,

7.3 Essential steps in the transition of vertical leprosy control programmes into the
primary health care system

An ill-planned process of integration, which has unsystematieally and vncritically been
introduced without serutiny for possible constraints, may easily lead to failure and to
poorer performance of the leprosy programme. A successful transition from vertical to
integrated leprosy control programmes rtequires idemtification of solutlons to these
constraints. The list of possible constraints to integration (section 6.2) could be used
as a cheeklist.

The planning and implementation of the process of integration should be a combined
effort of the general public health managers and the managers/specialists of the leprosy
control proglamme.

7.3.1 The easential steps in the process of transition as identified in the meeting are
mentioned below:

7.3.1.1 Commitment

A pre-requisite for the integration of leprosy into the primsry healrh care system is a
commitment to integration by the politicians, professionals, and the community. In order
to achieve this, the principle of integration must algo be actively advocated by WHO, NGOs
and veluntary agencies. The importance of the intersectoral element should be remembered.
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7.3.1.2 Situation analvysis

A, Infrastructure,
Consideration of the infrastructure should include:

- Organizational gtructure, including manaperial and technical capability;

- Manpower including CHWs;

- Facilities including referral centres and laboratories;

= Communication, supplies and equipment including drugs and transport;

- Reporting svstems]

- Flnancial Resources: governmental, non-governmental and those from
tecipients, e.g., through health ifgsurance;

- State of affairs vregarding community participation and intersectoral
cooperation,

The dnfrastructure in question {s of the PHC system, the existing leprosy control
programme, other existing vertical programmes, existinog voluntary agency programmes and
their existing relationships,

B. Leprosy Problem

Consideration regarding the leprosy problem should include;

- Prevalence rates of leprosy;

- Community perception of leprosy including that of staff and patients;
- Current treatment of leprosy;

- Operational performance of the existing vertical programme,

7.3.1.3 Selection of priorities

Based on the sltuation analysis, the problems to be solved for fuplementation of
optimal intepration of leprosy control into the PHC zystem should be identified. Given the
primary objlective that all leprosy patients should receive regular treatment with MDT, the
activities (e,g, upgrade laboratory services; ensure community participation, ete.) to be
undertaken in order to solve these problems should be vanked in order of priority.

7.3.1.4 Development of plan of action

The plan of action should include all activities ac identified under 7.3.1.3 above.
Some main issues to bhe considered are mentioned below.

Integration does mnot wmean the disappearance of gpeciplized support. Decisions should
be made on the operational level for technical suppert and 1its ralarionship with
administrative support, especially regarding technical supervision, referral, training,
monitoring and evaluatien,

Special artention should be given to a clear definition of tasks including distinction
of responsibilities and interrelationship of technical and administrative staff. This
requires the formulation of adequate job descriptions for health staff at each level of
the PHC system. Atrtention should be pald to the role of leprosy instirutions if
existing.

Decisions on the number and type of persennel required at each level of the PHC system
should be taken.

For the establishmeat of an adequate method for the monitoring and evaluation of the
performance of all levels of staff within the integrated leprosy control programme,
reference is made to the report of a WHO Study Group on Epldemiolegy in Relation to
Control (TRS 716). HRoutinely collected data from peripheral workers should be limited
to data that have direct importance in decision making.
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Responsibility for logistics should be clearly defined and procurement of supplies
should ke safepuarded.

In the situation analysis, the training needs will have been identified. Baged on
these, appropriate training to facilitate integration should be arranged for:

- existing general health staff

- existing vertical leprosy staff

- nid-lavel managers

- existing scheools for health personnel
Community partiecipation should be ensured.

An adequate budget should be prepared.

A phaged introduetion (phasing of place and time) should be considered but adequate
targeting should prevent unnecessary delay in achieving total coverage of the country.

7.3.1.5 Implementation

Implemenratrion of integration is to be carried out as outlined in the plan of action,

7.3.1,6 Monitoting and evaluation of the process of integration

Monitoring of the oprocess of jntegration and regular evaluarion is of vital
{mportance. Evaluation should be based on targets as defined under 7.3.1.4 and may lead to
re—adjustment of targets set. While doing this the impact of the process of integration on
the leprasy control performance should be carefully monitored as well.

It was recognized at the meeting that identification of a wuniversally applicable
blueprint for all steps in the process of the transitien is not feasible, but it was felr
that & creative and adequately trained programme manager, using the outline of steps
presented above as a guideline, should be able to work out an effective plan of action
which is appropriate for his specifle situation,

7.3.2 Research

There 1= a need for research into optimal methods for integrating leprosy controel inte
the PHC system, including cost—effectiveness studies,

There is a need for research for the identification or validation of indicaters of the
quality of the performance of an integrated leprosy contrel programme. Such indicators
showld be directly linked with and serve as a tool for, decision making. These indicateors
should preferably be composed from simple data routinely collected at the peripheral levels
of the PHC system,
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