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1. INTRODUCTTION

Leprosy is considered with fear by the general public and with concern by the public
health authorities, largely becaugse of the deformities and disabilities (which can be
erippling at times), that are observed in a propovtion of leprosy patients. Leprosy
conltrol programmes all over the world are an expression of this concern. Those who
contract leprosy may be handicapped because of disabilities and also becauwse of the stigma
attached to leprosy. Disability, "dehabilitatlon” and destitution of the badly crippled
and rejected patlients perpetuate the prejudice against leprosy and thus there ie a great
need to prevent disabilities and to rehabilitate disabled leprosy patients beth from a
humanitarian aspect as well as to demonstrate the successful leprosy control programmes.

Primary prevention of disabilities by diagnosing the disease at an early epough stage
and treating 1t adequately and properly is still the best strategy., However, leprosy
patients need additional help as antileprosy treatment to prevent deformities and
disabilities reculting from damage to eyves and nerves and to prevent ulceration, wounds,
cracks and joint gtiffness in those who have damaged nerves. Enough knowledge is already
available which, if applied, can prevent disabilities in a substantial proportion of
leprosy patients. Permanent or long-term institutionalization of leprosy patients 1is not
the solution to this problem and is in fact counterproductive in the long run as it
perpetuates the hideous imape of leprosy. Such a solution, if implemented, should be
reserved for the severely incapacitated patients only.

Expensive and difficult methods to correct deformities, alleviate digabilities and
rehabilitate patients can be aveided to a large extent by the community based
rehabilitation approach; nerve damage, eye damage, and damage to insensitive extremities
can he prevented by low-cost strategles, Similarly, by this approach effective
rehabilitation of the affected patients can be achieved locally, through mobilization of
support from the patlents' families and local communlty,

At present, few leprosy control programmes ate structured to carry out the tasks
involved in disability prevention and rehabilitation. Incorporation of these necessary
tagks in the programme will require pew inputs at administrative and organizational levels
and in the working pattern at the peripheral level.

In view of the ahove, the leprosy unit of WHO organized a consultatiom meeting during
9-11 March 1987 to develop optimal approaches for the prevention of disabllities and
rehabilitation of leprosy patients within the community. The meeting was opened by Dr S.K.
Noordeen, Chief of the Leprosy Unit, who outlinad the background to the consultation and
its objectives. The objectives of this meeting were:

1. To review the state—of-the-art on disabilities in leprosy and their prevention.

2. To identify practical and cost-effective méthods for disability prevention as part
of leprosy control.

To develop strategles for implementing cost—effective disabilitiy prevention and
reiabilitarion maethods in leprosysthrough the commumity—based rehabilitation
approach.

To develop training approaches so thar disability prevention and rehabilitation
components could be incorporated into leprosy control programmes.

To identify areas for yesearch directed towards improving available technologies
for disability prevention and implementing appropriate strategles for
rehabilitation within the community.
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3. BACKGROUND INFORMATION AND THE STATE-OF-THE-ART

Papers providing the necessary background information were presented by the
participants. A summary of these presentations ig given below.

In reviewing the global situation, Dr. Noordeen pointed cut that reliable information
on the number of disabled leprosy patients in different geographical situations was very
limited and often incomplete. There were approximately 2 million leprosy patients with
dizabilities of Grades 2 and 3 and while there was some Iinformation on physical disability,
there was LMittle general information on the social handicaps of leprosy patients. He
pointed out that disability rates depended on the criteria for classifying disabilities and
on the denominater used. He suggested that total population, not patient populations, be
used as denominators for calculating disabiliry rates, since active cases in leprosy
registers were Jikely to be relatively early cases and with multidrug therapy programme
patients would be taken out of the register after completion of treatment. Absolute
numbers, instead of rates and proportions of leprosy disabled, would also be needed.
Lastly, Dr Weoordeen pointed cut that the intense prejudice against leprosy as well as its
capacity to handicap patients, variled in different cultures and societies. The challenge

was to develop metheds by which the disability/rehabilitation component could be integrated
into leprosy control programmes in the most widely applieable and cost—effective ways.

Dr H., Srinivasan reviewed Nerve Involvement in Leprosy and its consequences as events
oceurring at tissue level, patienmts' body level and at socletal level. Of the five stages
of nerve involvement at tissue level the later three stages of clinical involvement,
reversible damage and permanent destruction of nerve trunks were significant to the patient
and the clinician, Neural deficit in leprosy occurred insidiously and progressed
gradually, and that wag more common than its episodic occurrence and saltatory progression
associated with attacks of acute/sub—acute neuritis. Destruction of dermal nerve twigs and
cutaneous nerves resulted in autonomic and sensory paralysis in relevant areas. In
addition, wmuscle paralysis with characteristic deformities and disabilities also oceurred
when nerve trunks were damaged. The patterns of nerve trunk involvement, damage and
recovery were different. From a broader perapective, the consequences of nerve involvement
were secondary impairments and consequent disabilities, from unprotected use of anaesthetic
extremities, and motor paralytic disabilities relating to manual dexterity and locomotion.
These led to & variety of handicaps affecting occupation, mobility, ecomomic independence
and social integration of the patients. In course of time, & proportion of patients became
"dehabilitated”. Some of them became completely alienated from society and ended up as
destitutes. The different kinds of interventions that would be needed at the various
stages to arrest the downhill course of the patients' sitvation weve mentioned. Lastly,

Dr Srinivasan pointed out that rehabilicarion proper, especially in leprosy, was difficulr,
expensive and not always successful, and earlier interventions aimed at, (i) prevention of
secondary impairments by proper imstructions, practices and use of aids, {ii) prevention of
disabilities by preventing destruction of nerve trunks, and {iii) prevention of handicaps
and "dehabilitation” by "re—ablement” procedures were feasible and would provide maximum
benefit to the greatest number of patients,

Dr Srinivasan, in his presentation on Physical Rehabilitstion In Leprosy, defined
physical rehabilitation as those interventions aimed at preventing handicaps of disabled
patients, interventions which were also often needed as the first step to rehabilitate
handicapped and "dehabilitated” patients, As the expertise needed was the same, the scope
of physical rehabilitation extended beyond such “"re—ablement” measures apd included earlier
interventions to prevent secondary impairments and thoge to prevent disabilities as well.
Secondary impairments were anaesthetlc deformities, like ulceration and contractures, that
resulted from unprotected use of Iinsensitive extremities, The patients at risk had to know
how these deformities developed and learn to avoid them. Such patients needed to be
identified, trained in self-care practices and supported with a supply of protective aids,
of which protective footwear was the most important. Disabilities could be aveided by
preventing permanent destruction of nerve trunks, although that posed difficulties as
patients at risk could be identified only after some nerve damage had become evident.




WHG/CDS/LEP/B7.3
page 4

However, 1f such patients were recognized early and treated adequately with stercids
{supplemented by surgery and other supportive therapy) nerve trunks would receover and
disabilities could be prevented in many cases, Recent studies suggested that sensibility
of the sole could be restored by early surgical decompressiom of the posterior tiblal nexve
"Re—ablement” measures included (i) surgical procedures to correct deformities and motor
disabilities, (11) sensory re—educatiomt of the hand, a technique that remained unexpleited
in leprosy, and (iii) healing and prevention of plantar ulcers. Dr Srinivasan concluded
that it was technically feasible to help most leprosy patients by timely physical
rehabilitation measures, but that would require new skills and facilities as well as
restrocturing leprosy control programmes which were mass programmes to provide
individualized attention that disability preventien and rehabilitation demanded,

Dr Macgaret Brand, in her presentation on Eye Complications in Leprosy, made the polnt
that visual impairment was quite common in multibacillary cases and that patients with
insensitive extremities became hopelessly crippled when they developed loss of vislon.
Exposure and inflammation were the two majoxr factors contriburing to ocular pathelogy and
loss of vision. FExposure of cornea and related problems were to be found In patilents with
weakness or paralysis of eyelid muscles and insensitivity of cornea. Inflammatory problems
of the eye were assoclated with ENL phenowenon which could occur as & low grade process and
remain palnless, though causing progressive impalrment of sight, While corrective medical
and surgical treatment could improve vision in & proportion of these patients even after
significant impairment, that would require the gservices of ophthalmelogists with experience
or interest in leprosy. Dr Brand stressed the importance of identifying ocular involvement
eq&ly and treating 1t at thar stage itself, and discussed the methods of treatment.

Eastly, she pointed out that eagrly treatment was extremely effective and such treatment
could pre-empt the need for later, expensive and difficulr treatment by ophthalmologists.

Migs Jean Watson, in her presentation on Digability Prevention Methods Within Leprosy
Control Programmes, stressed that while the disability prevention methods were well-known
they were not being implemented, This was due to inmsufficient attention belng paid to
recognizing patients at the time of onset of decresse inm nerve function and organizing
sterold treatment, lack of planned attempts to provide protective footwear to all patients
with plantar insensitivity, and inefficient teaching and lack of planned training of
patients to take proper care of thelr amaesthetic extremities to avoid wounds, cracks and
stiffness and to get their wounds healed promptly. For more effective prevention of
disabilities, the following were suggested: (1) Improved management; {(2) settlng specifice,
measurable disability control objectives; (3) improved team work; (4) adoption of a
disability—oriented recording system; (5) paying greater attentiom to preventing endangered
nerve function; (6) improvement in the provision of footwear and other aids, and (7)
improvement in the standard of training of patients in life-lomg self-care to aveld wounds
and cracks and their complications and joint stiffness. Miss Watson then briefly discussed
the measures that could be taken to achleve the above.

Dr Thylefors gave a brief resumé of the WHO Programme for Preventlion of Elindness which
was established in 1978 to take action against the growing problem of preventable and
curable blindnese in many developing countries. More than 90%Z of the blind lived in
developing countries mainly in poor and remote areas. Blindness due to leprosy has not yet
been listed among the major causes of visual loss which included trachoma, ¢ataract,
xervophthalmia, onchocerclasis, trauma and glaucoma. In recent years the concept of
“"Primary eye care” implying a range of simple activities by tralned personnel at the
community level, taking into account local needs and priorities and based on availlable
resources, has been developed, These activities included recognition and treatment of
certain simple disorders like trachoma and conjunctivitis, referral of scme others, (e.g.
superficlal trauma) after recognition and initial treatment and referral of the rest
without further action, Leprosy could be also be included in primary eye care scheme if
simple criteria and guidelines were worked out. Tralning aids and educational material
addressing the various levels of health personnel involved in leprosy control would be
needed and could be developed relatively easily, Dr Thylefors coencluded by saying that
national programmes for prevention of blindness were being fmplemented in some 50 countries
and that opportupities for ecollaboration and co-ordination of activities should be sought
between those programmes and leprosy control programmes.
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Dr 5.D. Gokhale gave an overview of Disability and Leprosy with special reference to
social and vocational rehabilitation. He pointed out that leprosy patients had problems of
the disabled worsened by the stigma of leprosy. He straessed the need to expose the
community to well-planned information campaigns to dispel the ignorance surrounding leprosy
and the disabled. That had to be coupled with successful physical rehabilitation measures,
to get the deformities corrected and to make the patients able again, as well as effective
use of soclal work techniques like case-work and counselling. Counselling should be
non=judgemental and non=directive and aimed at helping the patient to accept the reality
and to realize his or her inner strength needed for rehabilitation., Counselling was also
aimed at the community to recognize the needs of the patient and assist the patient.
Planned vocational rehabilitation would also be needed in some instances. Dr Gokhale then
daceribed the work of the Gandhi Memorial Leprosy Foundation in the area of changing public
attitude and community behaviour.

Dr Maria Leide Oliviera, in her presentation on Priority for Rehabllitation with a
Leprogsy Control Programme, pointed cut that rehabilitation was neglected in many leprosy
control programmes. The rehabilitation process needed an integrated information feed-back
system epabling patlents to be attended to at the local level, and, as and when necessary,
to be referred to regional or central levels of medical care/services. Rehabilitation also
needed varlous actions at these three levels. Teaching and training patients with
anaestheticextremities and paralytic deformities in self-care, treatment of simpler plantar
ulcers, and provision of protective footwear, and protection of eyes and nose could be done
ar local level, More complex means of prevention of disability such as carrective surgery,
ghysiotherapy and provision of more gophisticated footwear could be undertaken at regicnal
and central levels, The most complex means of rehabilitation, 1.e. vocational
rehabilitation, would have to be undertaken at regional and central levels. Lastly,

Dr Leide de Oliviera stressed the need to find strategies for carrying out such a programme
and the need for proper communication and meaningful dialogue between leprosy control
programmes and the other departments and organizations engaged in social welfare programmes,

Dr Helander, in his presentation on Community-baszed Rehabilitation, meuntioned that 7%
to 107 of the world's population consisted of people who had disabilities and suffered
adverse consequences in thelr daily life, Disabled children had the lowest survival rate
of any group of children and the surviving children had almost no access to schooling.
Disabled adults found it very difficult to earn & living and had practically no influence
on the gervices set up for them, A substantial amount of money (about Us$200 miliion) was
belng spent on services for the disabled. However, 987 of the disabled s5t1ll had no access
to those expensive services which were concentrated in institutions making use of
highly trained professionals. In order t¢ better meet the needs of the disabled, WHO has
launched the community~based rehabiliration programme built con community and family
resources, using simplified yet effective technologies on the same principles as the
primary heslth care programme training packages carrying simple instructicns showing family
wembers and others like teachers how to train a disabled person have been designed and they
were being distributed by primary health care workers and volunteers. The programme has
been introduced in about 50 countries and many non-governmental organizations were becoming
inereasingly involved in it, Dr Helander concluded by saying that in 1985 only 2 to 3
millicn disabled persons were given rehabilitation services and that a large effort would
be needed to better organize and expand community-based programmes so that the needs of

most of the 130 million disabled persons expected by the year 2000 could be met at least by
the year 2010,

Mrs J. Santeos Valdez, in her presentation, described the Community-based Rehabilitation
System (CBRS) programme at Negro, Occidental, FPhilippines., This programme started in a
small way in the poorest part of Bacolod City and now covered four towns and cities
comprising 34 villages with a population of 154 000. Initially the local supervisors, who
were trained volunteerse, were moatly mothers from large low-income families. Later,
primary health care workers were involved as local supervisors, particularly Iin the rural
areas. Disabilities of mobility, seeing, hearing, speaking, learning, fits, loss of
feeling in hands and feet and strange behaviour were covered by the project. Community
preparation, trainimg of family wmembers and local production and development of appropriate
aids were some of the features of the project. The programme focussing on developing local
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initiative and rescurces, gself-help and self-reliance found acceptance and encouragement
from the government as well. Mrs Santoz Valdez concluded by saying that in this project
CBRS had proved to be a simple, low-cost, yet effective means of bringing hasic and
esgential services to the disabled ir poor and rural areas.

Dr W. Felton Ross discussed Training of Health Workers and Community In
Rehabilitation. The purpose of training was to create s cadre of competent and motivated
persons to perfore specified rehabilitation tasks In a given context. He outlined the
managerial process involved in developing & rehabilitation manpower system and warned
agalnat overleading the community healrh worker with unrealistic, unmanageable and
irrelevant tasks. There was also the need te train the community rehabilitation workers
to some degree,at least in the many different aspects of the rehabilitation process. He
emphasized the importance of a supervisory system which was often neglected In practice, as
well as the need for good pre— and post=~training assessments in order to improve the
learning process and to ascertaln that the trainees had attained comperency to carry out
the tasks for which they had heen trained. Dr Felton Ross concluded by pointing out that
what mattered most was the relevance of training to the needs of the people with
disabilities and the success of the workers in helping the disabled persons in their
community achleve the maximum quality of life.

Dr Patricia Rosenfield, In her presentation on Social Science Research in Relation to
Rehabilitation, stressed the need for understanding the social, psychological, cultural and
economlic conditions influencing the ability of patients, inecluding the rehabilitated ones,
to function effectively in their communities for the development of appropriate
rehabilitation programmes, The reality surrounding the restoration of a leprosy patient to
his or her "proper condition” and "normal life" was complex and required detailled
understanding for developing viable rehabilitation programmes. There was a need for social
and econcmle research focused on the patients' environment, existing services and the level
of motivation of the users and the providers of the services, as well as on soclal and
economic costs including the time demands on family members, associated with the use of
services. The WHO meeting s% Xuala Lumpur in 1981 on Social and Eccnemic Aspects of
Leproesy had identified certain areas {social environment, cultural environment, patient
environment, health worker and economic environment) az of general importance for studying
leprosy in a given community. These areas were equally relevant for studying problems of
rehabilitation within leprosy control. Dr Rosenfield cencluded by saying that the strategy
would be: (1) to encourage communities to identify and undertake priority tasks which were
within the community's abilities and were likely to succeed; (2) Not asking communlries to
undertake tasks which could not be completed or maintaimed fiunancially; and (3) the
rehabilitation programme to be built upou soclal structures already exlsting in the
community,

The participants then formed two groups; Group I to sugpest strategies for preventing
and 1imiting disabilities, and Group II to suggest strategies for rehabilitation. The
group teports were fully discugsed in derail by the participants and finalized. These
reports are given bhelow.

3. FPREVENTING AND LIMITING DISABILITIES

The goal of of the disability prevention programme Iin leprosy patients may be defined
as: NO DISABILITY TO OCCUR IN THE LEPROSY PATIENT APART FROM THAT FOUND IRREVERSIBLE AT
THE TIME OF DIAGNQOSIS. Preventing and limiting disability has two objectives: (1) to
prevent the occurrence of new disabilities; and (2) to prevent worsenlng of existing
disabilities. Appropriate preventive actions may be taken at home by the patieat and the
patient's family members, with suitable help and guildance from the health/leprosy worker,
and that by itself may often be sufficient to prevent the onset and worsening of
disabilities. However, there will also be situations where such simple home attention may
not be sufficient or adequate and in many of these cases the peripheral clinic¢ may be able
to provide the necessary support and treatuent to prevent and arvest digsabiliries. For
more seticus or more complicated conditiong, referral for speciaslist or higher level
medical care will be required, The remarks presented below are confined te what was needed
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to be dome at the home level and at the clinic level for preventing the onset and worsening
of disabilities. It must be emphasized that for such a programme to be fully successful,
the peripheral clinic should be backed up by referral centres or facilitiles for higher
level medical care.

In practical terms, the objectives of a disability prevention programme are!

(1) To save nerve function and prevent permanent nerve damage;

(2) To prevent deformities occurring in anaesthetic and weak extremities by
unprotected use and neglected wounds; and

(3) To save the patient's sight and preveat blindness.
The actions needed for achieving these objectives are different and therefore they were
discussed separately. However, the following are common for achieving any of the above

objectives:

(a) Identification of patients at risk before the deformities/disabilities have
occurred /worsened ]

(b} Keeping baseline records of disability status for future comparison;

(c) Appropriate training of patiemts and their supporters in the family in self-care
and disability preventive behaviour; and :

{(d) Frequent monitoting of the patients at risk to assess the effect of
advice/treatment and for taking decisions regarding further actiom.

Eigh risk patients

Parients at high risk of developing permanent nerve damage are:

- those with partial/incomplete neural deficit;

- those with recent, complete neural deficit (recent = up to 12 to 24 weeks):
- those with acute/subscute neuritis with very tender nerve Crumk;

- those with multiple nerve trunk invelvement;

- those with borderline leprosy;

- during the first 12-18 months after initiation of treatment;

- women patients during pregnancy and after delivery.

Patients with sengotry loss - egpecially inability to appreciate pressure, pain or heat
— in the palm or the sole of the foot are in danger of developing ulceration and
deformiries. Patlents with very dry skin are in danger of developing cracks, ulceration
and stiffness of joints. Patients with muscle weakness in the hand and ulceration are alse
in danger of developing stiff joints.

Patlents with history of eye problems, those who are unable te clese thelr eyes

properly and those with corneal or pupillary sbnrormalities are in danger of developing
serious problems in their eyes which may lead to loss of vision,

Agsescments

The risk status of the patients must be assessed at the beginning of the disabiliry
prevention propramme and those found to be at risk must be ddentified as such in thelr
charts and vegisters. Specific actions such as teaching the patient in preventive
measures, treating treatable conditlons, providing protective aids (e.g. footwear, eye
ghields ete.) and referring for higher level advice and treatment must be undertaken after
assegsment,
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The risk status of every new patient must also be assessed and baseline records on
sensory status, visual acuity and strength of muscles of eyelids, fingers and feet, must be
made for future comparison. Baseline records must alse Iinclude information on duration of
nerve function loss, ulecers ete. (A gample baseline record is given in Annex A,

Reassessments

Reassessment regarding risk status and disabiliry status should be done at every
¢linical assessment during the period of treatment and survelllance. Patients at risk must
be instructed at the beginning of treatment about danger signals and self-care and to
continue te look for danper silgnals and practice self-care even after completion of
surveillance and removal of their names from the register,

Patients completing surveillance and have been removed from the register must be
instructed about where to segk help when they notice danger signals.

Ready recognition of those needing attention (high risk patients) can be made possible
by using a system of codes (e.g. a red tab with indicarion of endangered gites attached to
their charts and against thelr names in the registers).

Actions Needed

In order to prevent the onset and worsening of disabilities specific actions will have
to be taken (i) by the parient in his heme, and (i1) by the health worker/elinic staff at
the peripheral health centre/leprosy clinic. The objectives of actions at home are:

1. To recognize and report onset of nerve damage without undue delay;

2, To recognize and report and treat eye pathology at onser, without undue delay and
gave plght;

3. Te¢ prevent wounds, ecracks and stiffness of joints; and
4. To pet wounds healed early.
The objectives of actions at the clinie by the health worker ares

1. To recognize patients at risk of developing nerve damage, eye damage and worsening
of disabilities:

2. To train them in life-long self-care activities;

3.  To treat treatable conditions;

4. To refer those who need to be referred; and

5. To monitor the patients that they are practising self-care activities properly.

The kind of tasks that need to be carried out at home and at the clinic for the above
purposes are listed in Anmex B.

Note on Disability Grading

The current system of classification and grading of disabilities in leprosy patieats,
in use since 1976, was conaidered unsatisfactory from many points of view and Group I was
asked to examine this issue also and suggest improvements. This was done and the subject
was further discussed in the final plenary session. A summary of the points discussed and
agreed upon is given below.
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1. The type of classification and gradimg of disabilities/deformaties depended upon why
such a classification or grading was required and how the informatiom obtained was proposed

to be used. No one system of classificarior will meet the needs of the epidemlologist,
the ¢linician and the research worker.

2. Deformities and disabilities are the most important consequences of leprosy that
contribute to the morbidity of the disease, The Health Authorities should, therefore,
have general informatiom om the disability status of the leprosy patients in a given area,
region or countky at a given time, for comparing the morbidity of the disease in different
areas as well ag for longitudinally assessing the impact of leprosy programmes on the
morbidity in a given area.

3. Preveantlon and wanagement of disability will require full information on the disability
status of the patlent, early recognition of any change in that status, ready remedial
gction and monltoring the results, That level of information will not be needed for
agsegsing the morbidity of leprosy in an area. It will also be difficult to cellect
informarion in such detail and procesas it. The purpose of the health administrators will
be setved by having a simple system of classification giving only essential information.

4. A simple classification having three grades (0,1 and 2) is suggested for classifying
the disability status. The basis of such grading is as follows; Grade O indicates no
involvement, the part is essentially normal in structure and function; Grade 1 ipdicates
that there is some inveolvement of the part, probably come disability and that the risk of
severe disability/deformity or damage has increased very much; Grade 2 indicates that
significant deformity/disability or damage has already occurred.

5. Based on the above the following classification and grading of deformities/disabilities
involving hands/feet iz suggested.

Grade 0: Normal, no anaesthesia, no visible deformity or damage;
Grade 1; Not neormal, anaesthesia present, but no visible deformity or damage;
Grade 2; Vigikle deformity or damage present,

Each hand and foot to be assessed and classified separately.
"Damage" Includes ulgeration, shortening, disorganizatlon, stiffness, loss of part or whole
of hand or foot.

It may be noted that the proposed grades O and 1 are the same as the existing grades
regpectively, Howaver, the proposed grade 2 will include existing grades 2 and 3.

6. Eyes: A proviasional three grade classification (Grades 0-2) was suggested along the
following lines:-

Grade 0 Normal, no eye problems, no evidence of visual loss

Grade 1: Corneal amaesthesia or lagophthalmos or both, but vision apparently not
affected

Grade 2: Severe visval disability. Visionz6/60, i.e, inability to count fingers at
& metres.

7. 1In view of the fact that 1t is 7now the practlice to discharge the patients after
copleting the limited duraticon of treatment with MDT and remove their names from the case
register, the situation will soon arise when patients with disabilities will be excluded
from leprosy statistics after'COmpleting treatment. This will give a false picture of the
load to the community arising from the leprosy disabled. It is therefore suggested that
the lead of the leprosy disabled should be expressed in terme of the community, using the
total population {(not the popularion of leprosy patients in the registers) in the
denoninator.
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4. REHABILITATION

Rehabilitation is an active procegs aimed at reducing the gsocietal impact of
digsabilities and handicaps due to leprosy and at enabling the affected individuals to
achieve economic independence, social integration and personal dignity.

About 20% of leprosy patients may suffer from physical disabilities and psychosocial
handicaps and may be in need of some type of rehabilitation nelp and continuing medical
care. Leprosy is upusual among disabling diseases in that the disabilities are often
insidious on onset and progressive in nature. Unless active steps are taken to prevent
deterioration, patients with relatively “minor"” problems can progress to severe
disablement. 1In addition, fear of and prejudice against leprosy is still widespread and as
a consequence patlents ofren guffer social rejection and handicaps.

The process of development of disability and handicap in leprosy has three major
components Hiand

1. The disease itszelf with 1ts direct and Iindirect physlcal effects;

2.  The psychosocial reaction of the patient to the disease and the nature of the role

adopted by the patient as a "sick” or "affected” person with effects on his or her
personality, behaviour, sccial contacts and economic status) and

3. The attitudes and behaviour of the patient's family and soclety at large which
also affect the patient's self concept, social concept, social contacts and
earning power.

All these three components must be taken into account if efforte to rehabllitate the
patient are to succeed,

There are two successive pteps in rehabilitarion of leprosy patients:-—
1. Prevention of further deterioration inm the patient's situation; and

2. Incresnse in the patient's level of economic independence and social integration
until it reaches the normal level for his or her social group.

In principle, every leprosy patient who needs rehabilitarion should receive whatever
help that may be necessary to achieve Step 1 in its entirety. In practice, priority will
have to be given to those most likely to deteriorate rapidly without help.

With respect to Step 2, prierity should be given to those whose rehabilitation 12 most
likely to be successful. This is particularly important at the beginniang of a
rehabilitation programme when it is essential to convince patients and public alike that
leprosy patients can be rehabilitated.

Migrant patients who wander from community to community, oftenm Iin organized groups, and
caces already institutionalized present special problems and are not considered here. Only
patients more or less permanently resident in a community have been considered.

Three interrelated basic gtrategies are recommended for rehabilitatiom of leprosy
patients;:—

1, Access Iinto the medical system for continuing care through out—patient clinics;
2. Home care; and
3. Community based rehablilitation (CER)

It is recognized rhat home care could be mediarad through the medical system or through
CBR, But it seems to us to be Important enough to warrant separate consideratiom.
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Contribution of the health services through the clinle

Most leprosy patients in need of rehabilitation are already in contact with the health
services through registration at one or several c¢linics. Five objectives were identified
for clinic action:

1. Cages In need of rehabllitaticon identified and categorized;

2. Actilon instituted to arrest patient's situation;

3. Links developed with local resources;

4. Clinic support of action by the family and community instituted; and

5. Patients likely to benefit from more complex rehabilitation measures referred to
the approprilate service.

Contribution of the patlent’s home

The majority of even severely disabled leprosy patients still continue to be part of &
hagic family unit. As far as possible this relationship should be maintained. Many
families undoubtedly find the presence of a disabled handicapped patient a significant
economic and social burden, and programmes should give greater priority to family unit
support than has been done so far.

Begides actions to meet basic human needs, three objectives were identified for the
hote :

1. Disabled person fully accepted as a member of the family;

2. Disabled person encouraged and assisted, if necessary, to practise daily
gelf-care, and

3, Disabled person encouraged to function within the community in the most normal way
possible.

Contribution of the communlty

Wherever CBR services or a fully developed community health care programme exists, most
of the rehabilitation needs of the majority of disabled/handicapped leprosy patlents can be
met through community gervices provided the providers of the services have had appropriate
training, Where the CBR services do not exist, or the community health care system is not
developed, the leprosy clinie staff should be encouraged to take the initiative in
stimulating the development of appropriate community based services, Special provision
will alse have to be made for providing protective footwear for leprosy patients with
anaesthetic feet either through the medical or the rehabilitation system.

Four objectives were identified for community action;:
1. Dizsabled persons fully accepted as members of the community;
2. Local community resources ldentified and made accessible to disabled persons;

3, Responsibility accepted for the development of additional resources for disabled
persons; and

4, Digabled perscns encouraged to patticipate in decision—making activities of the
community.

The objectives, the action to he taken and the resources needed for community based
rehabilitation of leprosy patientes are given in Anmex C.
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5. RESEARCH

It was recognized that very little research was being carried out in the areas of nerve
damage, dehabilitation and rehabilitation. The following topics were identified as
suitable for research:-

- Basic research on nerva and eye damage

Methods of recognizing, preventing and treating silent neuritis

. Risk factors in nerve and eye damage

- Cost effectivenegs of different methods of wound treatment, including traditicnal
methods, and other preventive measures like footwear

. Process of gtigmatization
‘ Coping mechanisms of leprogy patients
Operational research on implementation of disability prevention and limitation
. Measurement of social distance
Traditional methods developed by societies to cope with the problem of the digabled
. Methods of estimating soclal costs of leprosy/disability/rehabilitation

- Problems in integratfon of leprosy services inte CER/rehabilitation

6. RECOMMENDATIONS
Thiz consultation meeting recotmends that;

1. Leprosy control programmes adopt a systematic approach te prevent and limit
digabilitles as an integral component of the programme, with emphasis on
Prevention of wounds, preservation of sight and prevention of irreversible damage
to nerves,

2, Community based rehabilitation to be adopted as the basic approach to
rehabilitation in leprosy.

3. A manual on prevention and limitatien of disability be developed for use in
leprosy control programmes; and that

4.  Research should be promoted in the following areas;
(1) Basic mechanlsms involved in nerve and eye damage in leprosy patients;

(11) Study of risk factors for nerve and eye damage and methods for thelr
preventlon, and

(ii1)Social and economic factors that hinder rehabilitation of
leprosy patients.
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ANNEX A
THE BASELINE DISABILITY RECORD
| SENSATION
! Sensatien tested by light skin denting at dot sites RY Palms LT RT Soles LT
J = Feels within 3 cm
¥ = Dpes not feel
C = Clawed

b = Wound or 0pen crack
— = Zhonening level

STRENGTH AND BLINK

RIGHT LEFY NEURITIS CHECK
Blink problems? Yes No ves Sensation or strangth change within
Light closure lid gap mm < mm past 6/127 No

Little finger in
Thumb across and up
Foot up

SWP = Strong/Wegk/Paralysed ASSESSOR: TMw

If answering "ves”, detail balow.

@ Nerve pain or tenderness? Yes
p
P

40 o
22z
mTo o
m@m

COMMENTS, 4 .tv. 85, Ltk fopk 1 Sole scasory lots and leg weakiess gloded 2 monbhs
aqo  acerding to pabieat. Caa pull Foel of Fully, by anack resist ab all,

» Where leprosy control pltanners wish to refer t0 a deformity index, & question suited o
their purpose can be added to the form. Example: “Has the patient any visibie deformity
or open wounds? Yes/No.'
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PREVENTION OF DISABILITIES
I. LIST OF SPECIFIC TASKS
TASKS AT HOME LEVEL

To be carried out by the patient and helped and encouraged by family members and the
health workaer,

Objective 1: Recognize and report onset of nerve damage without delay: {Instructioms for
all patients).

Actdion: Report to health worker — change in sensibility:
— change 1in strength of muscles of eyelids, fingers

and feet:
— occurrence or worsening of nerve pain.

Resources: Knowledge

Objective 2: Recognize and treat eye pathology at onset, without delay.and save sight:
{Instructions are Tor "eye risk™ patients),

Action 1, Check vigual acuiry of each eye separately, daily - by leooking at a
standard object from some standard distance, at the same time, every day.

2. Inspect eyes daily - in a mirror or by a relative - looking for redoness,
weak eyelids or other changes.

3. Report any problem like red eye, paln or dimness of vision to the field
worker,

4, For thoge who already have weak eyelid muscles and so cannot cloge thelr
eyes fully:

- Strengthen 1id muscles — opening and closing the eyes tightly 20 times
at a time, three times a day.

- Use tear gubstitutes (like methyl cellulose, polyvinyl alcohol, castor—
oll, liquid paraffin or any other locally available emollient) in
suitable containers that can be used even by those with deformed hands.

= During waking hours - cultivate "think blink” habit, blinking as often
ag possible as a consclious act;

— Not to rub the eyes even when they seem to itchj

= UUse tan coloured dark glasses to protect eyes agalnet wind,
dust impact, evaporatiom, etc;

- Keep eves clean and keep flies away from the eyesg;
~ During sleep: keep eyes covered.

5, Comply vwith eye treatment advice without fail - family member
to help patient.

Regoutces Tear substitute drops/ointments;
Eve shields;
Dark (tan coloured) glasses;
Information sheet regarding eve care.
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Objective 3; Prevent deformities/problems in insensitive/weak hands and feet:
{Instructions to those with anaesthetic areas im palms/=oles

Sub—objective 3.1: Prevent wounds, cracks and stiff joints

Action: 1. Inspect daily insensitive skin areas for dry or hard skin, and for cracks
and injuries.

2, Practice &kin care daily: scak the part'in water, rub off hard skin and
apply oil.

3, Practice exercises dally.

4. Work out probable cause of past wouads and make practical plans to
avoid reperition of similar injury.

5. Use protective footwear and other mecessary protective aids and
appliances.

6. RKeep footwear in good condition and rveplace them prowptly when they are
worn out.

Sub=objective 3,2; Get wounds to heal early

Action: 1. Recognize wounds and cracks early through daily inspectlon.
2, Treat the wound/crack properly: 1

- keep it c¢lean,
- c¢over it, and
- rest the part = uge walking stick if needed.

3. Imspect daily to check that the wound/crack is healing. Report to health
worker if it has not healed in a few days or if it worsens
(as indicated by increasing redness, swelling or pus).

Resources!? Protective footwear
Protective gloves
Tool adaptations if and as indicated
0il for skin care ‘
Soap, salt for sgkin
Clean cloth dressing or adhesive plaster strips for wound care
Walking stick (if indicated)
Information sheats for care of ingsensitive hands and feet.

TASKS AT CLINIC LEVEL

To be carried out by health worker, to recognize, instruct, suppoxrt and monitor
patients at risk.

Objective 1: Save nerve function (in face, hands and feet)

Action; 1. TIdentify high risk patients.
Make a special note in the record.

?, Make a baseline record of location and extent of sensory loss, site and
degree of strength loss and their duration.
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3. Teach high-risk patients to look for and report any change in semsarion
or strength, and any nerve pain.

4. Refer (if mecessary) those with recent (& months or less) sensory or
strength loss for proper medical advice and arvange trearment {usually
gteroid treatment will be required)}.

5. Asszessz high risk patients periodically for change 1n sensory or motor
status.

6. When patient reports sensory or strength loss re-agsess to confirm
change.

7. When decrease in nerve function is noted carry out (or refer for)
appropriata treatment (usually steroid therapy will be required, and
other supportive treatment like eplinting may alsc be needed).

Regources: Manual

Supglies

uipment

Objective 2; Prevent deformltles secondary to nerve damage

Action: A. Tor those with ansesthestlc extremities to prevent wounds and
‘ complicarions

1. Identify those at high risk {(thege with anaesthesia of palm and sole, and
those with history of repeated wounds and ulcers).

2, Provide pracrical training and encouragement to the patlent in his or her
home care tasks.

3. Ensure patient can demonstrate self-care tasks.

4, Inspect periodically the anaesthetic palms and soles and the footwear of
the high risk patient and assess patient's compliance with self-care
instructions.

5. Take appropriate actions to correct problems at early stage (problems
like callous, wounds and dry skin) and teach patients how to recognize
and take care of them,

6. When patients report an unhealed wound, in spite of proper care,
approve patient's action and provide appropriate advice/treatment.

7. Provide crutches where necessary.

8, Provide protective footwear and other appliances like drop-foot strap and
other protective devices (e.g. gloves) as may be necessary.

9, Instruct the patient regarding maintenance and rePair of footwear
appliance and ailds.

10, Have organizational arrangements for repair and replacement of
the appliances/aids.
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B. For those with muscle weakness to prevent stiffness of joints

1, Instruct simple exerclses
2. Ensure patlent has learnt them properly.

3. Perlodically verify patlent's compliance and that no stiffness is
developing.

Resources: Supplies
Equipment
Drugs
Manual

Objective 3: Save patients' sight

Action 1: 1. Identify patients at high risk of less of sight,
They are; — those with damaged cornea

- thoge with incompletely closing eyelids

-  thoge with infrequent blink, and

- theose with dangerous inflammation in the eye (signs: blurred vision with
or without pain, redness around cornea, small pupil).

Patjents with corneal breakdewn and those with inflammation in the eve are in great
danger of losing sight and need immediate treatment.

2, TInstruct patient and family member ahour home cave of eyes and engure that
they have understood instructioms.

3. Verify that Instructions are followed correctly.

4, When patlent reports with eye problem examine the eye for cormeal
ulceration (actual and imminent) and eyelid fumctien. If cornea is
abnormal and eyelids do not close completely, (i) apply suitable
antibiotic eye ointment, (ii) gsupport lower 1id with strips of adhesive
plaster, (iii) protect eye with cone shaped shield and (iv) refer patient
to persons tralned in eye care for further evaluation and care,

5. When patient reports with painful red eye with small pupil réfer patient

immediately for treatment by trained persennel. If delay in treatment
is envisaged, dilate pupil with a few drops of phenylephrine (2% or 3%),

and protect eyes with shield.

6. When patient reports diminished visual acuity examine eyes for
abnormalities of eyelids, cornea and pupil. If cornea and pupil are
not abnormal apply wetting drops (tear substitutes). If there is no
improvement after gueh applications, refer patient to trained persoms for
further evaluation, advice and treatment,

1I. :STRATEGY FOR PREVENTING AND LIMITING DISABILITY AND MANAGEMENT TASKS AT CENTRAL,
REGIONAL AND LOCAL LEVELS

Reliable information on the size of the problem is not avallable for most
administrative authoritles., It 1= estimated that in the average control programmes, about
20% of leprosy patients are likely to have significant disability. It is therefore
important that prevention and limitation of disability is incorporated as a matter of
policy in the existing leprosy control programmes, The following points may be made in
this contexti—
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1. Many patients suffer decrease in nerve function shertly before dlagnosis or while
receiving antileprosy treatment. Such decrease can often be arrested and reversed if
recognized at an early stage and treated with steroids. This requires alert staff and
informed patients.

2. Once the nerve is irreversibly damaged, the patient has a permanent disability of loss
of sensibility with or without muscle paralysis and is in life-long danger of developing
wounds and weund complications, skin cracks and joint stiffness. Such patients need to be
tralned in life-long self-care, and life-long use of protective devices including
protective footwear,

3. The staff peed to understand the veasons why patients fail to follew the advice given.
For this they mugt be trained to listen to, observe, train and encourage the patients.

4. Much can be done at the peripheral level itself and much can be achieved by way of
disability prevention and limitation at very little financial cost per patlent using
commonly available things like soap, ofl, adhesive plaster etc. Of these, protective

footwear is the most expensive item, but it 18 a relatively durable commodity, Here, it iz
important to make the best possible use of locally available resources and gulde the
patient to do likewise,

2. Effective prevention and limitation of disability reguires the following:

- Pregervation of nerve functien

- Preservation of sight

- Pregservation of hands which are insensitive

- Pregservation of feet which are insensitive

- Prevention of skin cracks

- Prevention of atiffness of joints of fingers and toes

- Early healing of wounds and cracks

6. In a busy leprosy control programme it may not be practical to artempr and iaplement
action to achjeve all the above simultanecusly, all at one time, Priorities may need to be
determined at national, regional and local levels to meet the problem step~by-step in a
phased manner. In order to identify negarive factors that hinder or slow down the
digability preveution programme, feed-back information and incorporation of evaluation
procedures are also necessary in this as in any other public health programme.

A broad outline of the strategy and management tasks lavolved in implementing a
dizability preventlon programme within the leprosy control programme is given below.

TASKS AT CENTRAL LEVEL
1, Adopt digability prevention in leprosy patients as a policy.
2. Plan national implementation of the policy of disability prevention.

- Identify agencies to carry out implementation

- Establieh pricrities, determine timing, phasing and extent of coverage

- Budget allocation and fund mobilizatien

- Incorporate disability parameters in the informarion system (records,
returns, ete.)

- Plan appropriate task-oriented, competency based training programmes

- Provide for interdepartmental collaboraticon where necessary.
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REGIONAL LEVEL

Plan regional implementation of national policy and programme,
Specify responsibilities and tasks for all staff invelved.
Arrange appropriate task-oriented staff training.

Engute provision of supplies and equipment - budget, purchase, inventory,
distribution.

Provide for production, distribution and utilization of adequate quantities of
protective footwear — budget, design, production, distribiitiom, prescription,
utilization, repair,

Engure access of patients to referral facilities.
Engure that patients who already have peripheral nerve damage and have been
discharged after adequate chemotherapy will have support facilities for obtaining

footwear and for any other problem related to their disabilities.

Plan and lmplement appropriate supervision, evaluation and encouragement
procedures.

LOCAL/CLINIC LEVEL

Ensure that the elinic staff are competent to carry out the following tasks;-

1.1

1.2

1.3

1.4

1.3

1.6

1.8
1.9
1.10

Flan elinic implementation of regional disability comtrol policy.

Complete nationally agreed disability records and returns to an acceptable and
agreed standard of performance.

Ensure provision of wmaterials necegsary for disability controel - Indent, purchase,
inventory.

Identify disabillity preventive actions needed for individual patients and ensure
that these actions are taken.

Allocate specifie responsibilities and tasks to all the clinic staff and train
staff in these rasks.

Engure that individual patients are given practical training in appropriate
self-care procedutes wntil they can corvrectly demonstrate them and actively

encourage the patients to continue teo practice these procedures thereafter.

Identify local gsources and special needs of protective footwear (including repair
of foorwear).

Identify local scurces of other protective devices.
Implement appropriate supervision and evaluation procedures.

Ensure that even after completion of surveillance, patients having peripheral
nerve damage are familiar with support facilities for obtaining footwear and for

any other problem relating to thelr disabiliry.
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AT CLINIC

General objectives: 1. To arrest the process of dehabilitation

2. To rehabilitate individuals already dehabilitated.

Sub—objectives:

Objective 1: Cases in need of help identified and categorized.

Action 1: 1. Review all registered cases by interview and clinical examination
and e¢ollect the followlng data:

(a) Disease type
{b) Clinical activity and disease status
{¢) Physical disability

(d) Age
(e} Nature of existing problems

= social relarlonshsips

= changes in economic status
(g} Educarion and marketable skills

2. AllL cases found to be in need of rehabllitation identified,
categorized and piven appropriate pricrlty rating.

Resources? Clinical records
Peychological/social/economic status assessment form
Trained staff familiar with local miliew
Time for staff to perform duties
Rehabilitation need categorization and priority scale.
Objective 2; Action instituted to arrest the process of dehabiliration.
Action: 1, Teach self-care to the patient and momitor his or her self-care activities

2. Help patient to obtain suitable aids for self-care (including protective
footrwear) and daily living

3. Counzel "famlly" group regarding giving appropriate support to the
patient.

Regources: 1. Manual for self-care
2. Manual for patient and family counselling
3. Staff training
4. Time

5. Protective footwear (unless it is available through local resources).

Objective 3: Links developed with leocal resources,
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Actlon: 1. Identify, list and review all local resource groups, €.2., health
education, sports, tralning, medical, non~governmental agencies,
employers, religious and soclal groups, professional groups, shoemakers,
CER programme

2. Estahlish contact with local resource groups

3. Link patient in need of help with specific local resources

4, Develop on-going information exchange with local regource groups
Resources! 1. Training in community relations

2. Loecal credibility of health werker

3. Time
Objective 4 : Clinic support of action imstituted by the family

Action: 1. Make a list of families to be visited and supperted on a
regular basis

2, Regularly visit - to encourage family's efforts, to find out any
problems and to work out solutions

3. Record kind of support needed and actions taken
Resources!? 1., Manual on family counselling
2, ¥Knowledge and aptitude
3. Time
Objective 5; Patients likely to benefit from rehabilitation services referred

Action: 1. Select cases for referral (only after community resources are
exhausted)

2, Write referral letters
3. Arrange referrals

4. Tollow yp referrals

Resources: 1, Tralned staff with:
(a) knowledge of referral sevvices (manual and local list of
services)

{b) ability to use criteria for referral and make appropriate
referral decisions.

AT BOME

Objective 1: Disabled person fully accepted as a member of the family.

Family action;Frovide opportunity for the disabled person to perform activities and accept
responsibilities normal for his or her age and position.

Disabled person's action: Accepts and carries put responsibilicies and fully utilizes the
opportunities provided by the family,
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Regources: Counselling from health/rehabilication worketr
Support from the community
A handbook to reinforce the teaching given

Objective 2; Disabled person encouraged and assisted, 1f necessary, to practise daily
self-care,

Family action: Work with the disabled persom as he or she practise a self-care
activities.

Digabled person's action; Practlces salf-care activities.

Resources: Knowledge of required self-care activities.
Manual of self-care
Knowledge of diceage, symptoms and treatment
May need financial assistance for protective footwear, aids.

Objective 3: Disabled person encouraged to function within the community in the most
normal way posaible.

Famlly action;l. Encourage disabled person to undertake social activities normal for
age and sex, e.g. play with other children, go to school, attend
social functions.

2. Interact with members of the community te provide opportunities for
disabled person to participate in normal activities.

3. Work with community leaders and health professionals to change
negative attitudes of community members.

Resources: Knowledge of digease

Pogitive attitude

Support from health/rehabilitation worker
Credibility and standing of health/rehabilitation worker

BY COMMUNITY
Objective 1; Disabled person fully accepted as member of the community

Community Action:

1, Community leaders impart relevant Information about;

- What digabled persons can do and their problems (envirommental and social barriers
to normal life activities);

- The causes and effects of specific types of disabilities commonly found in the
community] and

- The care and help that can be given at home and by the community.

2. Community leaders act as advocates for disabled person's interests through
legislature, pressure groups and mase media.

3. Draw attention to what disabled persons canm do to help themselves, e.g., “show”
cages, sports.

4, Community leaders set personal examples of acceptance of the disabled person.
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Technical information from c¢linic and health system
Mass media

Special skills/talents of community members

Funds raised within the community

Local community rescurces identified and made accessible to disabled persons.

Action by community leaders and “pressure groups”:

Resources!:

Objective 3:

1. Assist clinlc staff to identify local resources

2. Assist clinde to bulld referral network through tapping key people in
compunity having time, connections and money; and

3, Assist disabled person to recognize and take advantage of opportunities

Information froﬁ clinic

Manual

Interested people in the commualty
Outside “catalysts”

Responsibility accepted for the development of additiomal rescurces for
disabled persons.

Action; By community leaders and suppert groups.

Resources:

Objective 4@

i, Explore pussible ways to assist the disabled, e.g. local employment,
cheaper locally made protective aids (including protective footweat),
adult education, income generating activities.

2. Raise funds from within the community

3. Scout for outside funding to develop resources in the community
4, Davelop CBR

Time, money, ingenuity

Information from national and regional levelg

Local organization

Manual

Disabled persons encouraged to participate in decision~making activities of
the community.

Action by community leaders and support groups:

Resources;

1. Ideutify disabled persons already established in comaunity

2. Invite disablied person to participate in community committees, e.g. in
health developmental, social, administrative activities.

3. Encourage development of local associations to work for disabled persons,
4. Make avallable to the local association new and relevant information.

5. Strengthen the confidence of disabled persons and their fauilies by
encouraging their efforts.

Manual
Local people with interest and drive
Outside leadership




WHO/CDS/LEP/B7.3
page 24 ANKEX D

CONSULTATION ON DISABILITY PREVENTION

IN

LEPROSY CONTROL PROGRAMMES

Geneva, 9=11 March 1987

Dr

Dx

)

br

br

LIST OF PARTICIPANTS

(Mrs} BRAND, National Hansen's Disease Ceatre, Carville, LA 70721, USA .

5.D. GOKHALE, Interpational Leprosy Union, A-2, Rasadhara Co-operative
Housing Society Ltd., 385 5.V.P. Road, Girgaum, Bombay—400 Q04, India

W. FELTON R0OS5, American Leprosy Mission, One Broadway, Elmweod Park,
New Jersey 07407, USA.

Marisa LEIDE DE QLIVIERA, Ministry of Health, Esplanada dos Ministérios,
Bloe 11, Sala 80%, 70058 Brasilia, Brazil.

E. FUPULIN, Amici de Raoul Follereau, Via Borselli, 4, 40135 Bologna, Italy

Mrs J, SANTOS VALDEZ, Volunteers for the Rehabilitation of the Handicapped

Dr

and the Disabled Inc., 99 North Drive, Baclod City, Fhilippines.

B, SRINIVASAN, Director, Central Jalma Institute for Leprosy, Taj Ganj, Agra-282001,

India.

Ms

J. WATSON, The Leprosy Mission International, 30 Portland Place,
Londonr, W1N 4DG, UK.

Secretariat

Dr
Dr
Dr
Dr
br
Dr

Anne Goerdt, STC/RHB/HQ
E. Helander, RHAB

L.. Lopez Brave, LEP
5.¥, Noordeen, LEP

F. Rosenfield, TDR

B, Thylefors, PBL




