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1, INTRODUCTION

The consultation was held at the WHO Regional 0ffice for the Eastern Medirerranean,
Alexandria, from 14-17 November 1988 and was attemded by 17 particlpants from 14 countries,
a representative of the German Leprosy Relief Association as well as WHO staff (see Annex 13,

The meeting was opened by Dr A. Khogali, Director of Programme Management, WHO Office
for the Bastern Mediterranean. In his opening remarks, Dr Khogali stated that nearly
one—third of the world's populatiom, that is more than 1.5 billion people, live in
leprosy—endemic areas. A conservative estimate of the number of leprosy cases in the world
is about eleven million; one third of these is under the threat of permament, progressive
disability which is unfortumately associated, in most places, with social rejection, Thie
is the main reason why leprosy is one of the most serious health problems in endemic
countries, although its morbidity rates are not comparatively very high. He mentioned that
by the year 2000, 3.2 billion people, representing more than half of the world's populationm,
will be living in cities, especially very large cities. Approximately half of these, or a
guarter of mankind, will be living in these urban areas in conditions of deprivation that
will succumb, In many cases, to misery.

With regard ro leprosy, he sajd that with increased urbanizatiom and rural-urban
migration, it seems that large numbers of leprosy cases will be among the utban poor,
Case-finding, case—holding and effective chemotherapy for these leprosy patients will he one
of the major dutles of primary health care units in urban areas.

Dr 5.K. Noordeen, Chief Medical Officer, Leprosy Unit, WHO headquarters, gaid that the
reason for this consultation was to enable experts with worldwide experience in urban areas
to discuss the problem of urban lsprosy in detail and suggest appropriate methods and
strategies, specific to urban situations, for case-finding, case—holding, health education
and rehabilitation. The objectives of the meeting were:

1. To digcuss, and possibly estimate, the magnitude of the leprosy problem in urban areas
and the role played by the rural-urban migratiom.

2, To develop strategies for leprosy comtrol speclfic to urban situations.

3. To {dentify coordinating mechanisms for the optimal utilizarion of resources to achiave
leprosy control in urban areas.

2. PROGRAMME REPORTS

2.1 Dr Kosasih made his presentation ou the leprosy programme in Jakarts, the capital city
of Indonesia. This city has a population of about seven million, a demsity of 11 000
persoﬁa/kmz and a land area of approximately 660 kmZ. The population stems from all

over the country, with heterogenous characteristics in terms of social, economic, cultural
and health behaviours, Besides the permanent settlers, there are the temporary dwellers who
constantly come and go according to geason and the homeless among whom leprosy patients are
often found. The metropolitan ecity of Jakarta is administratively divided into five
districts, 30 subdistricts and 260 villages,

The city health service is headed by a director from the Jakarta Provinclal Office of
Health, while each district has a distriet office of health and each subdistrict has a
community health centre (CHC}. Almost all villages have a CHC which is under the
supervision of the subdistrict CHC., There are also mobile CHCs which cover certain isolated
areas; these are coordinated by the subdistrict or village CHCz, The CHC/population ratio
is 1 to 26 000 population.

Ten of the 267 village CHCs and 26 of the subdistrict CHCs provide referral services for
leprosy patients,

The significant increase in the budget allocation for leprosy during the last two years
has been used for; (1) purchase of medicines and laboratory equipment; {2) upgrading of
medical doctors, paramedics and laboratory technicisns, transport costs of visits to schools
and to homes and asupervision costs.
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There is a medical doctor and a paramedical responsible for leprosy in the CHCs where
this gervice is provided.

The persomnel of the lepresy service joins the school health mervice during medlcal
examinations of children.

In Jakarta, there are 20 state, 23 private and 7 military hospitals of which 9, 11 and 6
respectively provide services for leprosy patients.

2,2 The leprosy control programme in Madras was presented by Dr D. Lobo., Madras is the
fourth largest city in India with an atea of 174 km? and a population (1981 census) of
4.25 millien. There are 395 slums housing 30% of the city's population.

Dr Lobe described the health, educational, public transport, media and service clubs
facilities, as summarized In the following tables and concluded chat, with such a large
network of facilities, there was tremendous scope for (a) integration; (b) mass awateness
and education programmes and (¢) voluntary presentation of cases,

Table 1, Health promotion, care and treatment centres

Institution HNo.
Medical colleges 3
Government hospitals 8
Corporation dispensaries 69
Child welfare centres 44
Family welfare centres 32
Communicable disease=z hogpitals 3
Private hospitals and nursing houmes 134
Private medical practitioners 1 500%

* Includes only allepathic dectors

Table 2. Educational institutions

I. Corpctation of Madras

(a) Primary/elementary schools 369
(b) High schools 25
(¢) Higher secondary schools 19
{d) Chief minister's non-meal centres 365 (116 710 children)

IT. Private schools

{a) Primary/elementary schools 380
{k)} High schools 110
{ec) Higher secondary schools 29

III.Colleges

(a) Arts/seiences/commerce 28
{(b) Social work 3
() Nursing 3
(d) Dental/veterinary 2
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Table 3, Publie transport Table 4, Media
(a) Road 2 200 buses {a) Television centre 1
(b) Baillway 484 coaches {(b) All India Radio 1
{c) Suburban railway stations 27 {c) Cinema/theatres 95
{(d) Daily newspapers: English 3
Tamil 7
Table 5. Service Clubs
Club Nuptbez Membership (approx)
{a) Licns 80 & 000
{b) Rotary 16 1 200
(¢) Jaycees [ 250
{d) Round-table 5] 200

L 3

The population of Madras, said Dr Lobo, was covered by four leprosy control units:
(a) GREMALTES Referral Hospital and Leprosy Centre (GLRA) ¢overing a pepulation of 2,7
million; (b) Government Leprogy Control Unit - Saildapet, 774 300 population; (¢) Urban Leptosy
Control Unit Saldapet, 122 100 population, and (d) medical colleges with a 293 200 population

CoOvVerage,
|

The total number of cases detected by GREMALTES between 1972 and 1987 was 33 620 and their
distribution by detectlon metheds was as follows:

- Intensive survey 8 714 (23.92%)
= School survey 9 012 (26.81%)
- Contact survey 2 942 ( 8.75%)

- Voluntary reporting 12 932 (38.32%)

Dr Lobo commented that while every attempt mist be made to increase the proportion of
voluntary reporting cases, routine methods of active case detection such as those 1in schools,
slums and contact surveys should not be ignered, Dr Lobo said that although Integration of
leprosy contrel into the general urban health services was the "ideal” situation, it must be
realized that to have an effective contrel a techmical (vertical) component was required in
urban areas. The size or strength of this component would vary from city-to-city and from
gituation-to—-situation, Dr Lobo favoured the exigtence of an urban leprosy control team .
which, in coordination with other agencies, would develop an overall strategy, plan of action V
and implementation of the programme. Leprosy control in urban areas should include:
(1) reconstructive surgery; (2) teaching of leprosy at undergraduate and postgraduate levels;
(3) ecarly detection and proper management of nerve invoelvement, and (4) prevention of nerve
damage.

2.3 Dr Chaudhury's presentation was on Calcutta. Today, the Calcutta Metropolitan District
covers approximately 550 square miles (1425 km2) with a population of a little over 10
million, The municipal corporation limits of Calcetta, which forms the core, covers 40 square
miles (104 km?) and houses about 4 million people, Calcutta Metropolitan District today
consists of Calcutta Corporation, 35 other municipalities, 61 non—municipal urban areas and
5300 semi=urban villages,

Two 1nteresting things are happening Dr Chaudhury said. As more and more people arrive
from the rural hinterland of West Bengal as well as from the adjoining states, confested
locations of shanty towns are becoming more and more crowded. On the other hand, there is a
growing expansion of the "suburban phenomena”, A number of townships or settlement colonies
are springing up where little or no ¢ivic or "sanitary” attentlion has been planned.
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Caleutta remains the economic centre for the whole of Eastern India. It serves as the
main location for business institutions, educatiomal and medical facilities and it is =still
the principal port for import and export. Hence, it attracts a large labour foree and
migrants come in search of employment. Many sick people, especially leprosy patients, come
believing that medical treatment is more easily available, while others take to begging to
maintain their anonymity.

The density of the population, which is high, has risen to 200 000 persons per square mile
in some of the slums of Calcutta. Slums exist in slmest all of the 141 corporation wards of
Calcutta, Forty—eight percent of the city's population are adult males in the 20 ro 50 years
age group. On the occupational side, there are 2.5 million male and 1,5 millfion female
workers in the metropolitan district. A large number of these people retain strong links with
their origins and return to their home provinces or districts for several months every year
when more hands are needed on the land or relatives gather for festivals., This adversely
affects the smooth continuity of health programmes and interrupts delivery of treatment.

It is against this backcloth that we view the magnitude of the leprosy problem in Calcutta
and the appropriate steps needed to tackle it. The active case detection rate per thousand
among the slum dwellers is 7.8. On examining schoeclchildrenm in the slums a case detection of
7 per thousand was obtained and, as one would expect, almost all of them were very early cases
of leprosy. There is clustering of leprosy in sweepers' colonies and gshanty towns. The
estimated number of leprosy patients in the Calcutta municipal area is clese to 40 000, but
thie figure would be much more if the entire metropolitan distriet was tsken into
consideration. In 30 000 pavement dwellers the occurrence of leprosy is quite high.
Approximately 3% suffer from advanced leprosy; wmany are deformed and quite a few are active
and/or infectious cases.

The three e¢ssentials of urban leprosy control activities are: (1) case-detection through
examination of slum dwellers and schoolchildren, as well as examinarion of contacts of known
cases; (2) efficient outpatient treatment in convenient health centres and in all trearment
institutions ranginmg from 4 small community health post to a large teaching hospital; and (3)
facilities for short—term hospiralization and correction of deformities with appropriate
follow-up. This can only be achieved when the leprosy control programme is integrated inte
and interrelated with baslc health services, and leprosy patients are cared for by primary,
secondary and tertiary level heglth institutiona,

Dr Chaudhury said that all health agencies - municipal, govermment or voluntary = should
be invelved in leprosy control work. The agencies solely engaged in leprosy control work
should ecperate in a close fuactional interrelationship within an overall time—bound master
plan. Anti-leprosy organizations should geek the active and centinuous cooperation of primary
health care staff, municipal or otherwise, egpecially for health education, case-holding and
for defaulter retriewval, :

The mechanism for the optimal utilization of resources to achieve leprosy control in urban
areaz of Calcutta will be to form a Coordipstion Committee with representatives from healrh
services, municipal services, and the media; leaders capable of influencing public¢ epinion,
including teachers and lawyers; and representatives of those agencies which are invelved in
both health and development activities in the metropolitan district. This Committee should
meet and draw up action plans to detexmine priorities,

2.4 While presenting the Bombay Leprosy Project, Dr Ganapati stated that the traditional way
of dealing with the disease in the ¢ity, namely the digtribution of dapsone tablets from the
eld leprosy hespital in the centre of the city, was unsuitable and could not cope with
(almost} all facets of the disease, i.¢., case—detection, case—holding, physiotherapy,
surgery, rehabilitation, social work and research ete. Moreover, the very fact that these
serviceg, although rudimentary, were only available in the leprosy hospital increased the
etigma that already existed in the various strata of society, including that of the medical
elite. The only solution to this stare of affairs was to start a rational field-based
programme at the grass roots level, not only to trace and treat the patients but to educate

the public. This, however, posed saveral challenges, the most important of which was the
financial implications.
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Dr Ganapati also menticned that some groups tried to minimize the seriousness of
transmission of leprosy in areas of high population density. The work of the Bombay
Leprosy Project has proved the seriousness by revealing a mean prevalence rate of 12 per

1 000 in slums and the existence of pockets of high reservoirs of infection in leprosy
colonies.

After running the leprosy project reoutinely for a few years, Dr Ganapatl said that the
need for an integrated programme with non-leprosy structures available in urban communities
was clearly recognized. This would help to eliminate the stigma as well as to reduce the
cost of anti-leprosy operations. In this respect, leprosy managers should make effective
use of:

(1) general hospital facilities for surgicel procedures, physiotherapy, ulcer
dressing, etc; and

{2} general rehabilitation centres for employment of leprosy patients along with other
physically handicapped subjects.

On the basis of the experiences gained by the Bombay Leprosy Project, he suggested the
following scheme for the implementation of an integrated leprosy programme in urban areas.

L}
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INTEGRATED URBAN LEPROSY PROGRAMME

v+ *

GOVERNMENT SECTOR NON GOVERNMENT SECTOR

PREPARATORY PHASE OF
EDUCATION

Nurcing Homes Govt. Hospitals Rehab. Centres . Non~health sector
for general
Private Medical Dispensaries for handicapped :
colleges primary health care » Schools & Colleges
Soeial sclence . Service clubs

Medical Congultants Govt. Medical instituriong . A variety of other
collegas public institutiong

Surgical Consultants
General practirioners

LOW INCOME

HIGH INCOME MTD- INCOME GROUP PAVEMENT DWELLERS
GRYP GROUP SLUM LEPROSY COLONY INMATES
DWELLERS +

LEPROSY HOSPITALS TO RESEARCH

FUNCTION EXCLUSIVELY FOR . TRAINING
» TREATMENT OF COMPLICATIONS

A3 REFERRAL CENTRES (IF NECESSARY)
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2.% Dr de Mesa Reyes made her presentation on leprogy control in Mamils.

In 1987, the Natiocnal Leprosy Contreol Programme introduced multidrug therapy (MDT) in
the National Capital Region (NCR). This new programme was implemented to a very limited
extent by the Dermatological Research and Training Services (DRTS) under the averall
supervision of onc of the tertiary hospitals in the NCR. As such, only passive
case—finding was conducted and there were no provisions for following-up defaulters. This
responglhility was left in the hands of a non—povernment agency with a very limited number
of pergonnel to accomplish the actual task, Hence, the compliance rate was only 30%,
Multldrug therapy implementation in the NCR closely follows the guidelines set by WHO.
brugs are hlister-packed for the patients' convenlence, Surveillance 1s carried out evary
one to three years for paucibacillary cases and every five years for multibacillary cases.

Priot to the complete transfer of the programme to the health services, training for
all health pergonnel from physicians to sanitary inspectors was carried out, At present,
training ls held for the health workers in the four ¢lities of NCR only.

The NCR total population in 1987 was 7.4 million with an average population dengsity of
LL 5363 per sq km. The total number of regictered cases for the same year was 5 298 givinag
a pravalence of (.7 cases per 1 000 population, In 1987, there were 350 cases already on
MDT, 927 new patients and 229 cases who had completed MDT,

A Strengths, Weakness, Opportunitics and Threats (SWOTS) analysis has becn conducted
el it was decided to awalt the recommendations of the WHO Consultatbion on Urban Leprosy
before taking Further action.

2.6 Dy Charoon from Thailand made his presentation on Bangkok, Leprosy control In

Mot ropolitan Bangkok began inm 1960 with the establishment of a skin clinic and the ®
provision of specialized services for lepresy patients and patients with dermatological
problems.  Mobile services such as zetive case-finding and domiciliary treatment were alao
conducted annually in certain arcas of Bangkol and neighbouring provinces in eollahoration
with municipal centres of the Ministry of the Interior.

In 1970, according to the National Health Development Flan, leprosy control in the
Bangkok metropolitan area was integrated into the general health services and became the
responsibility of the municipal health centres under the technical supervision of Zonal
leprosy Centre I, Prior to integration and with financial support from the Hartdegan
Foundation, orlentarfon training in lepreosy control was organized for the medical officers
and health staff of the sixteen municipal health centres, With a view to standardizing
knowledge and concepts of leprosy control as well as to introduce the multidrug therapy
regimen, a three-day refresher course was organized in 1986 for all medical officers and
nurses of 30 munfcipal health centres in Bangkok.

At present, apart from twe skin clinics at Zonal Leprosy Centre I and 39 municipal
health centres, there are seven hospitals and one dermatological elindie that also provide
mediesl care to leprosy patients in Bangkok, However, the main services available to
teprogy patients are provided by the two skin clinies. In addition, leprosy control
gservices in municipal arcas of other provinces are mainly performed by the staff of CDC
gection of the provincial health offices. The roles and functions of primary health care
workers In Bangkok and other municipal areas have not been accomplished as well as expected.

Dr Charoon gave the following leprosy statistics for Metropelitan Banghkok.

- Total registered cases: 1 716 (give rise to P,R, 0,.31/1000)

- Paucibacillary cases: 427 (24,.9%) and multibacillary cases 1 289 (75.1%)

- Proportion of cases treated with MDT; 87.74%

- L-ratic of new cases, 1988: 44.87%
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- Proportion of cases that migrated from the provinces (1984~1988): 26.24% (data
only from two skin e¢linics)

- Number of Village Health Volunteers/Village Health Centres (VHV/VHC) in Bangkok
metropolitan: 91%/3 719 that coveraed 550 out of 850 villages (64.71%)

= Utilization or invelvement of VHV/VHC in Metropolitan Bangkok at present are
rabies control; nutritional project; environmental sanitation; drug cooperatives,
day—-care centre and Basie Minimum Needed (BMN) project respectively. ‘

Dr Charoon gave a gsummary of the current leprosy control acetivities in Metropolitan
Bangkok as follows:

1, Case~finding and case-helding are mainly undertaken by the two skin clinics.

2, Provision of anti-leprosy drugs, technical supervision, teaching and health educational
material are the responsibllity of the Leprosy Division and Zonal Centre I. ‘

3, The 39 municipal health centres use the two skin clinics of Zonal Leprosy Centre I as
referral centres for diagnostic confirmation and management of medical complications.

4. Motivation and utilization of local manpower resources, e.g., VHV/VHC, elementary and
municipal schoolehildren to participate in leprosy control activities, are the
responsibilicy of the Health Bureau and municipal health centres of the Bangkok
Metropolis, Ministry of the Interior. o

5. Bituational analysis and information systems are performed by the Leprosy Division in
collaboration with the Health Bureau, Bangkok Metropolis,

Pr Charoon ended his presentation by providing seme statistical information concerning
health manpower resources and its distribution in Thailand, as well as statistiecal data
concerning health indicators and mortality and morbidity of prevealent diseases in the
country. ‘

2,7 The next presentation, which was given by Dr Honmey, was on Hong Kong. In 1987, the
population of Hong Kong was 5 613 000 and over 90% lived in urban style accommodation.
Population density was high in some areas, up to 165 000 persons per square kilometer.

The population in 1930 was 2 237 Q00 but since then the ilncresase in migration has been
considerable with many of the new arrivals coming from rural areas. In 1986, 40,7% of the
population was non—-Homg Kong born.

In 1987;:

(a) Life expectancy at birth was 74 years for males and 80 years for females;
(b} Infant mortality per 1 000 live births was 8&; (¢) Over 96X of the children aged 6-14
years attended scheel; (d) The adult literacy rate was estimated to be about 85%;: {e) The
per capita gross domestic product was HK$64 000 (US$8 460); (f) The unemployment rate was
1.9%.

Concerning case detectlon, Dr Honey said that from 1954 to 1987, 1 247 leprosy ﬁotienta
were registered and treated in Hong Kong as follows:-

Year New cases registered Per 100 000 population
1954 320 13,5
1959 287 10.0
1964 271 7.7
1969 127 3.3
1974 110 2.8
1979 69 1.4
1984 32 0.6
1987 21 0.4
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The last child to be registered in Hong Kong was im 1980.

Mong Kong has a widespread and heavily used primary health care system including
Government clinics and private practitioners. The system Includes a school health service
and a maternal and child health service. 953% of the children receive BCG inoculation.

Porsona with suspected leprosy are referred from the primary health services to the
dermatology amd leprosy service and in recent years nearly all new cages were at an early
stage of the digease. Leprosy is notifiable in Hong FKong.

With respect to leprosy treatment, Nt Honey said that in 1977 a form of multidrug
thaerapy with dapgone, clofazimine and rifampicin was introduced (the WHO regimen has been
used aince 1983). A total of 425 patients were under multidrug therapy from 1977 to 1987
with satisfactory results,

The Hong Kong Hei Ling Chau Leprosarium functioned from 1951 until 1975, From 1975
small in—patient unit has been functioning and at present i1r has 11 mainly elderly and
disabled patients.

An organized out-patient leprosy treatment programme was started in 1954 as part of the
Hong Kong Government's Social Hygiene and Dermatology Service., Leprosy treatment is frae
and is given mainly from two centralized urban clinics.

Confidential treatment for leprosy patients at the clinic includes multidrug therapy;
resction treatment; slmple physiotherapy; ulcer treatment with emphasis on prevention of
uleers; a madleal social zervice; health educarion with contact tracing, patient tracing,
patient surveillance and compliance. Patients have ready access to integrated primary
health services for general illnesses and specialized physiotherapy, orthopaedic and
plastic surgical and limb fitting services as well as home nursing and home help services.
A full X-ray and laboratory service is alsc available. A teamwork approach with emphasisz
on rehahilitation is followed.

Dr Honey went on to list a number of case~holding activities which he thought were
instrumental to the success of the Hong Kong leprosy programme;

(a) The main leprosy ¢linic, centrally located, is convenient for transport and is
easily accessible from the street,

(b) The clinic operating hours include evening treatment sessions for those who work
during the day. The contact surveillance climic is held at a time convenient for
schoolehildren,

{c) Treatment is given without appointments and without long walting times,

There is a medical social worker adjacent to the clinic who arranges housing,
employment and welfare payments for patients and their familfes when necessary.

The welfarc benefits available to leprosy patients in Hong Kong are the game as
for other diseases,

An integrated home nursing, ulcer dressing and home and meals helper service 1s
avallable and is used by leprosy patients.

A public health purse and team of assistants give repeated health educatlon and
advice to patients and their families and arrange contact tracing and make home
vigits to improve patients' compliance with treatment and surveillance.

Some members of the leprosy treatment team are former patlents who, from personal

experiance, understand leprosy very well and who relate to, and are trusted by,
the patients.




WHO/CDS/LEP/88.5
page 11

(1) Besides leprosy work, the leprosy clinic staff can, and do, transfer to other
sections of the medical service. An experienced stable corxe of staff, however,
remain in the leprosy treatment team and represent many vears of leproay treatment
and contrel in all its aspects,

2.8 Dr Tan from Singapore made her presentation. The Republic of Singapore is a trepical
izsland of 622.6 sq.km with a 100% urban population of 2.6 million. Chinese form 76.1% of
the population, Malays, 15,1Z, Indians, 6.5% and others 2,3%, The population growth rate
hag been 1,0% over the past three years. L

Singapore has 22 hospitals and 47 community health, maternal and child health clinics
which are responsible for the health of the population at the primary health care level.
The doctor/patient ratio iz adequate at 1.889, However, there Iz a shortage of
nurses/midwives,

Dy Tan then reported on the organization of the leprosy services, Leprosy became a
notifiable digease In 1951 and 2 natjonal reglster was set up., Under the Leprosy Ordinance
of 1955, it was mandatory for infectious leprosy cases to be isolated in the leprosarium,
Trafalgar Home, which was built in 1926, The Infectious Disease Act, 1976, superseded the
Ordinance and since then the teéndency is to treat uncomplicated new patients as
outpatients.

The outpatient clinic for treating leprosy patients is now housed in the new
dermatology centre, called the National Skin Centre (NS5C). The cases are referred to the
NSC by government community health clinics, hospitals and private practitionevs. Patlents
needing hospital care for the treatment of infectious leprosy and its compllications are
sent to the Leprosarium, renamed Trafalgar Unit or the Communicable Disease Centre.
Management of surgical and acute medical conditions are provided by other general hospitals,

The notification of leprosy cases is centralized together with tuberculosis, sexually
transmitted diceases and human immunodeficiency virus infection at the Epidemiological
Department, under the purview of the Director of Disease Control. The management of.
leprosy patients is centralized in the NSC whose doctors alse man the leprosarium.

The annual incidence of leprosy has declined over the past six years from 61 in%i?&? to
44 in 1987. The majority of cases reported were between the ages of 20 and 50 and above;
the age~svecific incidence rate increased with age. Since 1970 no new cases have been seen
in children under five years of age. The majority of new cases are diagnosed in the
dermatological clinics with referrals from cutpatient clinics, heospitals and private
practitioners forming the remainder, In the epldemiological ivvestigations of leprosy
caseg, special attention 1z given to examination of household contacts since this has been
found to be a higher pick—up rate than mass screening of the population., Concerning
specific treatment, Dr Tan said that since 1976 various drug combinations have been vsed
for smear positive patients so as to prevent secondary dapsone resistance, but zince March
1985 new regimens (containing protionamide/ethionamide) based on those recommended by WHO
wave introduced.

Since the incidence of drug-induced hepatitils in 148 parients who were on thesge
reglmens was high (12%), due mainly to the use of thicamides, the use of
protionamide/erhionamide has been digcontinued for pavcibacillary patients. For the last
two years, mulribecillary leprosy patients who have been on dapsone monotherapy are now
being converted to multidrug therapy after which therapy will be discontinued.

Health education 1s necessary for the implementation of case—-finding and case-holding.
Leprosy is included in the curriculum of medical students, post—graduate docters taking
courses in Internal medicine and publie health, nurses and public health inspectors,

Dr Tan concluded by saying that although the incidence of leptosy is declining, the
problem ic not over as there are still more than 2 000 patients on active treatment. This
number will decrease when patients on lifelong monotherapy ate converted to multidrug
therapy.
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A high standard of management of leprosy and the health education of the medical
prufession should still continue so as to enable the eventual eradication of leprosy.

2.9 Leprosy control in Alexandria was presented by Br Zariffa. Alexandria, a large
seaport, is the second largest city in Egypt with a population of three millien. The city
stretches 40 km along the Mediterranean coast covering a surface area of 2 679 sq.km. The
population densiry is 1 120/g¢.km, the average family size ig 4.5 and the average number of
persons inhabiting a room is 1,5. Internal migration to Alexandria from rural areas and
the high national population growth (2.8%) are important factors in the rapid urban
population increage and the formation ¢f urban gslums, Literacy in Alexandria seems to be
well above the nationel figuras (30.6%) given in the 1986 census,

Medical ecare in Alexandria is provided by; (1) Govermment services such as general and
specialized hospltals, outpatients treatment centres, &te., (2) University hospitals; (3)
Medical Insurance Scheme, ¢overing all regular workers {(Government and public sectors),
with its own hospitals and ¢linics and (4) Private hospltals and practitioners.

The leprosy service in Alexandria is part of the National Leprosy Contrel Service of
the Ministry of Health, It comprises the Amriya Leprosarium and seven integrated
outpatient centres with dermatology clinics, The Amriya Leprosarium which has no female
section, was establiched In 1946 and 1s situwated 25 km from the city centre om the desert
road to Cairo, The number of patients in the Leprosarium has gradually been reduced to
120, New admissions are patients who need hospital care as well as some multibacillary
cases. A new ward was established for patients whose hogpital expenses are partly covered
by the National Medical Insuwrance Scheme. Treatment of leprosy patients at National level
is free. The Leprosarium accepts patients from all over the ¢ountry. It has no cutpatient
clinic but veceives referred cases from other centres., Madical care in the Leprosarium
includes ophthalmic and dental services but no surgery or physiotherapy services are yet
available.

The Leprosarium serves an important function in leprosy training as medical and nursing
students visgit it for ¢linical training sesscions.

Although leprogy control remains a vertiecal gervice at the central level, the tendency
to integrate with dermatology began at the peripheral level in the 1970s in Alexandria.
The Faculty of Medicine concurrently took more interest in leprosy snd lepresy patients
were, for the first time, admitted to general wards and the study of leprosy was allowed
more time in undergraduate and postgraduate teaching. During the 1980s, most dermatology
outpatient elinles integrated leprosy into their gervices.

The total number of leprosy patients under treatment in Alexandria in 1988 was 566,
these were diagnosed as 260 paucibacillary cases and 306 multibacillary cases. This points
to a low prevalence rate of 0.188 per thousand population.

Dr Zariffa pointed out some of the advantages and disadvanteges of integrated versus
specialized programmes. GConcerning training in leprosy he said that;

1} Leprosy is included in undergraduate and postgraduate teaching at the Faculty of
Medicine.

23  Many medical conferences and clinical meetings include leprosy as a topic, whether
organized by rhe Faculry of Medieine or the Epyptian Associstion of Dermatolopists
in Alexandria.

3 Training sessions are held at the Leprosarium for medical and nursing students,
and,

4) In-gervice training for doctors working in dermarelogy clinics include regular
sezslions on leprosy.

Dr Zariffa ended his presentation by referring to the roles played by the Ministries of
Health and Social Welfare, and that of the nongovernmental erganizations as fellowsi—
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(i) The role of the Minisrry of Health

All leprosy units are under the Leprosy Control Department of the Minjstry of Health
and the Ministry bears the main financisal burden of the service. Medical care for leprosy
patients is free of charge.

Additienal fimput by intermational agencies (World Health Organization, German LeProsy
Relief Association, Damien Foundation) is regulated by bilateral agreements,

The law of compulsory segregation of leprosy patients is still valid but not applied
any more,

(i) The role of the Ministry of Social Welfare and Social Insurance

Two important legislations are of benefir to the leprosy pstients:

- The first legislation allows workers covered by the socizl insurance scheme! to
receive thelr full salary while under medical treatment. Leprosy is considéred a
curable disease and leprosy patients belonging to this category benefit from this
insurance as long as they are under supervised treatment. :

- The second, called the Sadat Pension System, covers some categories of people who
have no source of income, such as widows, the elderly and incapacitated patients
including leprosy patients, They benefit from a modest monthly allowance,

(i11) The role of nongovernmental oxganizations

They work in ¢lose cooperation with the Government service and under the supervision of
the Ministry of Social Welfare. They provide social reljef to the patients and their
families, medical and social rehabilitation and health education of the public within the
limits of thelr facilities.

2,10 Dr Xamel from Cairo referred to the Urban Primary Health Care services,
Thirty-one Urban Health Centres were recently established in Cairo so as to offer an
integrated health programme. Each centre offers the followilng services to the target
community;

. Maternal and child health sarvices
. School health services
. Communicable diseases control

Endemic and parasitic diseases control
. Environmental sanitation

Health education and nutrition education
. General practitioner and curative care
. Emergency medical carve:
. Heglth registration
. Dental care
- Oral rehydration therapy

Family planning

Each centre, which covers a population of 50 000, is staffed by a health team
comprising the following members:-

10 Physicians {one physician/5 000 population) 1 Staristical technician’

2 Dentistsg 1 Laboratory technician

2 Phatmacists 2 Asgistant laboratory techailcians
15 Nurses 1 Social worker

3 Sanitarians 2 Statistical clerks
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With regard to the organization of the Jleprosy services, Dr Kamel mentioned that at the
central level (MOH) there is a Directeorate of Leprosy Control under the Director—General
for Preventive Services. Each province has a special clinic which caters either for hoth
tkin diseases and leprosy, or for leprosy alone, The clinics for leprosy and skin diseasges
are combined in Alexandvia, Aswan, Giza, Beheira, Menoufia, Assiut and Sohag, Im most of
the remaining provinces there are only leprosy clinics.

There are two referral hogpitals (leprosaria); one at Abu Zaabal, 50 km from Cairo,
which has 130 females and 400 male patients and the other at El Amreya, 25 km from
Alexgndria, which is only for males and has 150 beds.

Lf a district has a population of 50 000 or more inhabitants, it is provided with a
hospital with approximately 20 beds for general patients. The district hogpitals have
subclinies for leprosy and dermatology where leprosy patients are diagnosed and treated or
referred to the provincial e¢linics,

At the village level, there are dispensaries which are stzffed by PHC doctors and other
supporting staff. The role of this level in leprosy controel is still to be defined,

2,11 Dr Adeleye from Nigeria started his presentarion by saying that the medical care
services In Nigeria are provided by the three tiers of Government = the Federal (Central)
Government, the States Government and the local governments, Medical services are also
provided by private practitioners and voluntary organizations - usually the missions.

In most urban centres the Govermment usually provides one hospital, though in some
there may be twe hospitals, In a few urban areas the missions have established medical
centres - elther a dispensary, a maternity home, or a hospital. In the urban areas,
however, there are several private medical centres - hospitals and/or clinica.

While it has often been rightly statred that there is a concentration of the majority of
medical care services in the urban areas, it is equally true that most of the services
belong to private practitioners and individuals. These are commercially=oriented and are
available to those who c¢an pay for the services. Government Institutions are very few and
only meet a very emall percentage of the urban population they serve. It is also true that
the urban slums do not often enjoy these medical facilities.

With regard to leprosy comtrol withia urban primary health care, Dr Adeleye said that
the Nigerian Government has established a National Leprosy and Tuberculosis Control
Programme which is just being implemented, although the leprosy control programme has heen
in evidente since the early 1950s mainly in three regions — Northern, Western and Eastern
Regions respectively, With the creation of states, each state rums its own control
programme. Although control programmes in the varicus regions and states have s common
base, there §s ne uniformity of activities as is expected of the National Coutrol
Programme. There is no focus on specific areas such as the urban problem.

The established National Leprosy/Tuberculosis Control Programme is based on Primary
Health Care approach. Primary Health Care has been well established and now forms the
mainstay of a health care delivery system aimed at achieving health for all by the year
2000, Among the problems enviseged in the urban areas, Dr Adeleye grouped them according
te whether they were determined by sccial or medical factors.

Spclal factors

(i) Many of the patients either left their homes and moved to the urban ateas to hide
their disease, or were driven away by their communities.

{(11) Sowe had left their homes to find jobs and then developed or contracted the
disease.

(1ii) There are others whe had moved into urban areas to seek alms., This group tends to
be mobile.
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(iv) There are other groups who are normally indigencus or residents of the urban area
whe have found themselves with the disease.
Medical factors
(i} There are inadequate medical facilities for leprosy patients in the urban éreas.
(ii) Most of the medical personnel working in the urban areas have very little or no

knowledge of leprosy to be able to recognize or diagnose the disease.

(111) Private practitioners do not accept leprosy patients for medical care for some
obvious reasons, namely:

(a) Their services are commercially oriented, and leprosy patients cannot pay
their bills,

(b) There is the fear that they would lose their other patients.
(¢} Their personal fear of the disease.

(d) The chronic nature of the disease., They want to see gquick results in their
patients which cannot be the case In leprosy. ‘

(e) The leprosy patients may be reluctant to take treatment from such institutions
because of the cost of treatment and because they wish to aveld exposure
especially when deformities are already developing.

In Dr Adeleye's view, the gsolutions to most of these problems hinge on proper and
adequate education of the people at all levels of society, All medical personnel must be
taught about leprosy as a disease: how to recognize it, accept it, and how to treat.
patients accordingly. The patients must see themselves as persons suffering from a .disease
that is no different from other diseases. They must free themselves of the self=-godisl
stigma and self-ostracism which tends to be the pattern of 1ife for most of rhoem,

The educatlon is designed to be broad based covering schools of various grades and all
learning institutions. Plans are being made, he said, for the medical, paramedical and all
health institutions to imelude adequate teaching of leprosy in theilr curricula.

L}

it iz planned to jmprove the knowledge of those in practice by seminars, clinjcal
meetings and teachings in post-graduate training. It is alse planned that continuous
public education be carried out by the Health Education Division of the Ministry of Health
through the use of all available media which is suitable for public propaganda in the
various localities, e.g. radio, television, local artists - dramatization by schools and
local artists, recitation im local languages or dialects = posters, handouts, etc,

The governments have set up various community development programmes, e.g., "MAMSER“
which 1s designed for social and economic mobilimation of the public. The staff of this
programme can be used to motivate public interest im leprosy.

2.12 Leprosy comtrol in urban areas in Kenya was presented by Dr Owili, Until the
Second World War, services mainly consisted of small "leper settlements”, for example in
Malindi, Lamu, Kaksmega and Tumbe, More systematic work was started in 1948 when
chemotherapy with dapsone was introduced.

From 1951 to 1937 a large leprosarium for 300 patients was built at Alupe Busia
District. From the early 19705 onwards, a number of leprosy control Projects were
initiated by the Kenya Govermment with the assistance of the Netherlands Leprosy Relief
Associatiom, e.g., West Kenya Leprosy Comtrol Scheme, the Meru and Kitui leprosy projects
and the Ceast Leprosy Coutrol Scheme, They were brought together by the National Leprosy
Control Programme in 1976 and were subsequently absorbed by the National Leprosy Control
and Tuberculesis Programme (NLTP) which was launched in 1980 by the Kenya Government: to
combine and integrate the leprosy and tuberculosis control activities into rhe general
health services, The NLTF estimates that at present about 20 000 te 25 000 patients suffer
from leprosy, a prevalence of 0.95 — 1.18 per 1000 population.
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The number of registered cases has decreased from & 812 in 1981 to 6 338 (0.31 per 1000
population) 1n 1986. However, the case detection rate for this period has remained
practically the same {about 3.5 per 100 000 populatiom).

Dr Owili then provided the following statistics from the main cities in Kenva:

City/Provinclal No. of cases  Prevalence if regis. New cases Cage detection
Towns at 31.12.86 per 1000 population detected rate per 100 000
during 1986 population

Nalroebi i10 .09 20 1.63
Nyeri 29 0.05 1 0.15
Mombasga 401 0.87 7 1.52
Kisumu 858 1.27 56 8.26
Nakaru 39 0.05 5 0.64
Kakamega 162 0.12 ié 1.18
Embu 62 0.17 14 3.85

Tor efficient leprosy control in urban areas, the following activities are essential:
early case-finding and diagnosis; chemotherapy in correct dosages ot appropriate duration;
case~holding and default prevention; disability prevention and rehabilitarion; adequate
recording, registration and reporring,

In the urban areas of Nairobi, Nakuru, Kisumu and Mombasa where dermatology clinics
have been established, most of the leprosy patients are detected through casual finding
when they pregent themselves with other skin conditions,

Dr Owili sald thar some of the patients were presenting themselves valuntarily since
continuous health education programmes in the urban areas has made the populatlon aware of
the early signs and symptoms of leprosy. However, 1t has not been possible to use regular
examination of contacts of known cases, especlally family members or primary schoelchildren
in urban areas, as & method of case—finding.

2.13 Dr Mputu reported that Kinshasa was a fast growing ¢ity attracting large numbers
of people from rthe rural areas of the country., Of the three millfon inhabitants, only a
gmall proportion was formed by the autochthonous "Kinois”.

Up to 1984, leprosy control in Kinshasa was assured by the Hipltal de 1a Rive. This
hospital, with its ambulatory service, had to face the enormous task of trylng to cover the
whole of the city and at the same time serve a5 the Natlonal Reference Centre for patilents
from all over the country, None of the other medical institutions in the capital
participated in the control activities, In 1984, a special leprosy control unit was
created and the annual number of newly detected cases has increased considerably.

The Urban Leprosy Control Unit is organized on an ambulatery basis. Tts nurses pay
regular weekly visits to 16 health centres dispersed over the city and integrated into the
urban primary health {nfrastructure. The nurses of the Leprosy Unit execute the following
tasks: detection; skin smears; treatment; monthly follow-up and health education. In the
meantime, the Hépital de la Rive has limited its actions to ulcer care, care of old
institutionalized cases, often handicapped and without treatment or ¢n dapsone monctherapy,
and treatment of the occasgional new case referred to them by other medical institutlons.

In March 1988, a joint leprosy—tuberculosis seminar took place in Kinshasa. Following
its recommendations, the Nationl Leprosy Office has now adopted the WRO treatment regimens
as the national strategy for Zaire, and all Kinshasa paticots now vecelve the
WHO—recommended reglimens.
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Referring to health education, Dr Mputu said that although the National Leprosijffice
has retained this activity as one of its priorities, it has not yet been properly planned.
However, since most new cases pregent themselves spoataneously, it would suggest that the
disease 1s known by the population. It should also be noted that no traditional stigma
attached to leprosy exists in Zaire. Leprosy patients are not ostracized, especially not
in rhe rural areas. However, among the more educated in the city some "fear of the leper”
is becoming manifest. This is clearly an imported phenomenon.

The health education of the patients is well organized and quite effective, since the
occurrence of new deformities among the patients followed-up remains very low,

Dr Mputu said that training of personnel remains a problem. With the support of .the
WHO a paticonwide training programme is being developed. Within the next five years, all
health personnel, urban amd rural, at all levels will receive basic leprosy training.
Although the HSpital de la Rive is dispensing some ulcer care, the physical rehabilitation
facilities in Kinshasa are seriously lacking. Patients in need of specialized ‘
rehabilitative care are sent to a mission hospital 250 kilomerers outside the capital. The
Damien Foundation, Belgium, covers the cost of their hospital care,

2.14 Dr Castellanos wmade his presentation on Mexico City which, with 20 million -
inhabitants, has a leprosy prevalence rate of 0.06 per 1 000. This includes 2 large number
of patients who have migrated from the most endemic areas in the country. The global
distribution of patients in the urban and rural areas of the country amounts to
approximately 30% per area.

The urban areas are not adequately prepared to absorb the migrating populations from
rural areas. This vesults in the development of so—called "misery belts” which lack health
and sanitary facilities, thus favouring the transmission of diseases, including leprosy.

In the capital city, districts and other big cities, there are dermatological services
avallable with highly specialized leprosy personnel. These dermatological services provide
training, supervision and evaluation for the general health services personnel; they also
serve as referrsl services.

In the urban health centres, suspected cases of leprosy which are detected by general
health workers are subject to diagnostic confirmation by specialists from the districts,
These specialists also hold dermatological clinics in leprosy endemic areas so as
facilitate the early detection of new cases.

Recently, the natlcnal programme adopted the wultidrug regimens recommended by WHO as
the standard treatment for leprosy,

2,15 Leprosy control in Istanbul wag presented by Dr Saylan, About 53% of Turkey's
papulation live in urban areas of which the most densely populated, Istanbul, had, in 1985
a population of 5.8 million. Most of the leprosy patients living in Istanbul were born in
the east and central Anatelian provinces and migrated many years previously. Some of them
return to thelr home villages after they retire or become unemployed; others gsettle
permanently im the city but visit their relarives from time to time: the rest break zll
their links with the reral area. A few patients (7) who were born in Istanbul belong to
cld Greek or Armenidan families.

Aceording to present data, there are 193 leprosy patients living in Istanbul; 130
(67.4%) of them are males and 63 (32.6%) females. Eighty~-five (44,0%) have their owm
houses and 75 (38,9Z) live in remted rooms or simple flats. One hundred and twenty nine
(66.7%) recelve a kind of social security or peusion for handicapped or elderly people, 64
{33.1%) have no soclal security and 18 (9%) are working in the leprosy hospital.
Fifry-seven (29.3%) of the patients are illiterate.

With regard to treatment, Dr 5aylan said that 139 (72%) of the 193 patients were on
MDT. The rest either continued on dapsone monotherapy or were given special treatment
regimens because of old age or other reasons. A number of patients stopped treatment after
being given a single dose of rifampicin 15300 ag.
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Seventy—two (51,5%) of the patients completed MDT after having taken their treatment
either regularly or at acceptable Intervals, Fifty-eight (41,5%) patients are still
continuing MBT and five (3.3%) have been excluded because of coumplications. However, only
14,4% of the cases on MDT were treated vegularly.

There are many factors effecting rhe regularity of treatment for patients on MDT in
Istanbul, such as the level of education, economic situation and service at the health
centres so we can assume that "monthly supervised treatment™ is not easily applicable in
the urban areas.

To visit each patient regularly in the urban aress needs manpower, money and
organization., On the other hand, most of the patients who have migrated live in the
outskirts of towns with no fixed address. Tt is a fact that an educated patient with a
permanent job, social securlty and a house of his own becomes more aware of his condition,
follows his treatment and allows his family contacts to be examined. Instead of dropping
out from control he comes to the centre whenever complications or other health problems
arise.

Towards the end of her presentation, Dr Sayvlan suggested the following measures should
be taken to Improve urban leprosy control programmes;—

More emphasis should be placed on the health education of the patient from the
time his first vigit to leprosy medical workers, Patlents need to know the
importance of regular self examination and how to detect "at risk” diseaze
conditiong., They should be encouraged to report to the urban referral centres
immediately after they move from the rural areas.

. Local health authorities should be encouraged to be warm and open with the
patients so that they can ger reliable data about the new addresses., They should
also be encouraged to inform the urban authorities about the movements of the
patlents.

. A1l the records should be kept confildential and patients' desire to hide their
disease should be respected,

. Weokend services at the urban centres could be useful for some of the patients who
are not able to vigit the centre during the week days,

. Home visits should be organized for case control and contact tracing in the urban
areas. This should include budgetary facilities for the running of the programme.

2.16 Dr Motta pregsented the control of leprosy in the metropolitan area of Rlo de
Jangiro. Brazil has nine metropolitan areas which have more than one million inhabitants
each and where approximately 30% of the country's population live. The official figure for
the urban population 1s 707 of the total populationm.

Rio de Janelro, the cld capital of Brazil, is an important harbour and industrial
area. The "Municipio” forms the politico-administrative unit) there are 64 munlclplos in
the Rio de Janeiro State, of which 11 are part of the metropolitan area with a population
of 10.6 million, {,e., 80% of the State population.

In the "Great Rio de Janeiro™ there are 23 887 repistered leprosy patients (97.5% of
total cases in the State) unevenly distributed in its 11 municipios giving a prevalence
ranging from 0.17 to 3.65 per 1 000 inhabitants, The detection rate has shown a continuous
increase from 5328 cases (7,89 per 100 000 population) ia 1960 to 2 010 cases (15,6 per
100 000) in 1987.

A study made on the origins of all new cases detected in Rio during 1987 indicated that
28.6% of the cases were born in Rio de Janeirp and that 72.0% of them have resided in the
clty for the last ten vears or mere. It seems that in Rio de Janeireo transmission of
leprosy in the urban environment is real. Contrel activities were implemented by the
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General Health Uaits following the guidelines of the State Secretary of Health for the
"Unified Health System”, i.e. all health services from the ministeries or from the Social
Security are now being unified, These provide a good population coverage (each individuval
attending clinic 3 or 6 times) and gives 70% of the derected cases, the other 307 are
detected by health facilities and university hospitals.

Concerning case-~holding, Dr Motta said that all patients on the active register were
distributed over 35 health centres that provide treatment. An aighth of these centres also
have facilities for physiotherapy and protective footwear. However, 33% of the patients
have not been controlled for more than a year and the clinilcal and bacteriological
assessment has proved that, in addition, 25% of the patients can no longer be considered as
cases according to the WHO definition of a "case” of leprosy. After a careful evalnation
of the leprosy situation, it was clear that no more than 40% of the registered cases should
be on the active register.

Policy-making and general supervision of control activities are the funcrion of the
"Coordinatien of Leprosy Centrol" a branch of the Communicable Disease Control Department,
The leprosy staff comprises a coordinator/epidemiologist, a junior epldemiologist, a
leprologist supervisor, a nurse supervisor and a social assiztant. The information system
for leprosy control has been standardized. :

2.7 Dr Takibzadeh, Strengthening of Health Services, WHO, Geneva, made hig L
presentation on primary health care in urbap areas and urban growth., The key to attaining
the goal of health for all is the primary health care approach, which applies equally to
rural and urban sitvations. This means the development of health systems with primary
health care as the central funetion, supported by the the rest of the health system, To be
successful, it requires strong links with health-related sectors, nongovernmental
organizations, social security and other agencies dealing with health, and especially
strong community involvement, To carry out primary health care, trained community health
workers are needed to provide the first contact between the individual and the health
system. The type of community heslth worker varies from community to community according
to needs and the available resources.

Mankind is witnessing an ever—growing urban populatrion, particularly in developing
countries, which will expand even more rapidly during the second half of this century and
beyond. Ia 1930, out of the total world population of 2.5 billion, 29.4% lived in urbap
areas. By the year 2000, about 30% of 6.1 billion will be urhan pepulations. By 2025,
two—thirds of the projected 8.2 billion population will reside inm urban areas. The
forecast for the urban population of towns and cities during 1990-2020 for Africa and
South—East Asia is 30-60%, and in Latin America 850-85% will he living in urban sattings.
By the year 2000 about 60 cities will be approaching five million and more, 45 of which
will be in developing countries,

In most cities, the underserved population suffers from communicable diseaseag,
maloutrition, chronic and social diseases and live in areas where environmental protection
is frequently weak with limited safe water, poor sanitation and shelter., The major issue
in cities {5 how to get the maximum beneflt, in the face of the present economic crisis,
from the majority of existing care institutions, facilities and resources, particularly to
those in need, Thete is a great need for reorlientation of these health services, Their
programmes must cover preventive and promotive activities, in addition to curative
services. In order to have maximum impact health care institutions should programme their
activities in an integrated manmer, taking into consideration available vesources. Control
of diseases, including leprosy, would be attainable if pProgrammes, petsonnel, resources and
the functions and rasks of health centres, institutions, governments and nongovernmental
organizations were coordinated, based on appropriate training and the concepr of primary
health care.

2.18 Dr van Wijnen, representing the German Leprosy Relief Associatien (GLRAY, made hig
presentation on the Development of Priorities within Urban Leprosy Control Programmes. For
many years the GLRA has sponsored utrban leprosy control programmes in many cities inithe
world; Bembay, Cochin, Calcutta, Dakar, Dar-es—8alsam, Madras, Manaus and Poona. ‘
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Dr van Wijnen said that, when considering that soon more than half of the world's
population will be in urban areas, top priority should be given to the organization and
development of urban leprosy control programmes, particularly when, as observed in the GLRA
projects, the proportion of MB cases (30-50%) iz higher in the urban than in the rural
areas, In certain situations, because treatment facilities are of better quality in urban
areas, this proportion could reach 60% or more.

To achieve regularity of treatment in situations where there is continuous mobility (up
to 30%) of the popularion, Dr van Wijnen suggested that patients should be offered:

1. 2@ good network of as many permanent health faciliries as possible so that wherever
patients are they may find a place for treatment:

2. the services of all medical staff, especially general practitioners, general
hespital personnel and private clinies; and

3. a central register, a patient's identity card and adequate referral system,

A vertical service cannot achieve widespread coverage of health facilities and
therefore a pre-ceondition for successful urban leprosy control will be integration of
control activitles into the basic health services and community participation following a
PHC approach.

However, quality of services will largely depend on how well traimed and motivated
health pergsonnel are. Thus, provision of adequate training to all general medical staff
was, for Dr van Wijnen, the first priority in an integrated urban leprosy control
programme, Since the level of stigma attached to leprosy in ecitiles 1s usually high, he
also indicated the need for health education aimed at the population groups:

- Health educatlon of the public by TV, radic, talks, mebile exhibitions, slogans in
buses and trains, etec.

. Health education of the medical profession in order to obtain thelr collabovation,
especlally general practitioners, university medical teachers and students,
nurges, parsmedical weorkers, etc,

. Health education of other categories useful to leprosy control, such as
achoolteachers, social workers, etc,

. Health education of the patients.
Health education should be integrated too, that means not only health education on

leprosy but all kindsof health problems and, secondly, health education should be
practical, e,g., not advising people to do things they cannot afford to do.

In order to maintaln good quality services, Dr van Wijnen proposed dual supervision:
(a) multipurpose supervigjon at the basic heslth services level, and (b) a more
specialized supervislon at a higher level with the creation of referral services for
problem patients.

Finally, as a specizl task for NGOs, Dr van Wijnen suggested the creation of a
community based rehabilltation programme.

2.19 Dr Ganapatl was asked to make a presentation on leprosy and its contrel in urban
areas. He presented estimates and projections of rhe world's 36 largest agglomerations to
give an idea of the possible implications on health care activities in these areas, Of
Lhese, 17 large cities, with more than a population of 8 million each, were sharing the
common factor of having an appreciable prevalence of leprosy, bur it is unlikely that
heglth administrators in these cities, already under pressure with cother health problems,
will give much attention to the leprosy problem. Im such a situation, Br Ganapati said,
Lhere was a need to develop appropriate strategles for leprosy control in urban
sltuations., Thiz need has already been identified by the 5th and 6th Expert Committees on
Leprogy (1976 and 1988).
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Dr Ganapati mentioned that overcrowded conditions ia vrban areas provides excellent
opportunities for the transmission of the disease, particularly when large numbers of
multibacillary patients are not receiving adequate chemotherapy. In fact, there is some
evidence that the urban pool of infection emanating from hyperendemic slume may lead to the
spread of disease to far off places through emigration, In such gituations, he said, there
was a need to study rural/urban migration patterns in different eities and for urban
leprosy programmes to have better ceoordination with their rural counterparts,

For case detection, simple and cost—effective methods suitable for metropolitan areas
have to be considered in the light of urban primary health care, However, innovatlve
methods suitable to gpecific urban situations should be identified.

Referring to case-holding and rreatment delivery, he mentioned thar the difficulties
encountered in case—holding were mainly in relation to the prolonged nature of treatment
and patients' mobility. Lack of coordinstion among agencies, leading to multiple
registrations and the desire of some patients to remain unknown, were also creating
difficulties in case~holding. Nevertheless, some experiepces have shown that if treatment
facilities are offered in an iategrated manner in a general medical set-up, case—holding
becomes easier. This would also apply to the ¢are of patients after cowpletion of -
treatment and to the provision of services for raeconstructive surgery. In this respect
Dr Ganapatl mentioned that the very existence of leprosy colonies and the provision of
exclusive leprosy services were serious deterrents in the education of the patients: and the
public on the positive aspects of integrvated leprosy work,

Another important activity was te provide a comprehensive education on leprosy ta the
community. In this aspect urban situations were much better equipped than rural, and the
media facflities could be used to a great advantage. The teaching of leprosy in medical
and paramedical schools and the task-oriented training of all categories of health staff
were most important for the control of leprosy and its integration into the geneval health
services,

With the introduction of MDT and its relatively short duration, there was a need to
give more attention to the prevention of disabilities and the physical and vocational
rehabilication of patients. Community-based rehabilitation {CBR) is currently being
Introduced in some urban programmes.

3. GROUP DISCUSSIONS

The participants were divided into three groups to discuss the following topics:

1. Cage detection and treatment dellvery.

2. Training and health education.

3. Disability prevention and rehabilitation,

All groups held discussions on identifying coordinating mechanisms for the optimal
utilization of resources t¢ achleve leprosy control,

The following iz a summary of the group reports.

3.1 Case detection and treatment delivery

Because of the social stigma assoglated with leprosy and the peculdar situation in the
urban areas, case detection and treatment and case holding deserve special consideration.

The varicus methods for case detection in urban areas are;

. Self-reporting and referral by medical personnel or relatives of patients or the
public.

. Scheol surveys in hyperendemie areas should be encouraged and conducted by 'the
regular school services,
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Contact survey.
Surveys of selected groups of population, e.g., slum population,

Rapid sutvey. People who have been previously informed about the signs and
symptoms of leprosy and who report to the survey team on a fixed date and time are
examined,

- Multipurpose survey,

It was noted that some of these methods may be practicable in some urhan areas, whereas
in others they may not be. While mass surveys may be easily applicable as a tool for case
detect{ion in some aveas, in others they may prove impracticable and in scome be impoesible
to impose, Health education will therefore have to be intensified te facilitate
self-reporting and motivate acceptability of any methods that may be applied,

Screening for leprosy should be systematically done in selected groups of the
population such as achoolchildren, the military, the pelice, industrial establishments,
cte., as part of peneral health gereening,

Contact surveys have been used with success in gome areas while envisaged as a
difficult task in others especially where different people from different communities live
together, Contact surveys should be carrled out whenever practicable.

Other possible facilities for case detection include use of:

health wisitors;

religious leaders and organizations;

community health volunteers, especially women in some communities;
medical personnel;

medical students for screening purposes; and

traditional healers and alternative health systems of medical care.

Heglth education (public education) forms the backbone for case detection whatever
mathod 18 used. This will have to be intensified and must be continucus using all
available and suitable media for the dissemination of the health education campaign,

Training and retraining of health personnel of all grades is eassential to enable them
to recognize leprosy and be effectively invelved in case-detection.

Integration of leprosy into general health service schemes will reduce stigma and make
case—detection an eagier rask.

In some arcas leprosy patients have been used to assist in case-detection and
casze—holding,

Good leprosy care services with a good patient/health personnel relarionship i known
te be good at motivating patients to report especlally when treatment I1s effective and
the patients enjoy the care and love of the health workers.

3.2 Treatment delivery and cage—holding

Efforts must be made to put all known cases that regquire treatment on MDT,

Integration of leprosy care, e.g., into general hoespitals, teaching hospitals and
dermatologlical elinfes, will improve treatment compliance. However, where integration has
not been possible, the leprosy workers should meet the basic health needs of their
patients. Similarly, other general care for complicatieons of leprosy, e.g., ulcer, limb
care, footwear, ete., will encourage the patients to report regularly for their treatment
and therefore enhance case-holding.
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The quality of services provided is a strong motivaror for regular treatment and
self-reporting for surveillance, A good and regular interaction between the health worket
and his patients is essential, There should be a good functiomal relationship between the
urban leprosy workers and thogse in the rural areags to allow easy reference if the patients
have to travel te those areas.

Monitoring therapy, by random checks of urine and/or tablet count, may help te assess
whether the patients are taking their drugs regularly, ‘

Health education and the quality of services provided are the greatest motivating
factors in case-holding and treatment. It must be effectively applied and continuous.
None of the methods highlighted can replace health education in motivating the patients and
the health workers must thevefore provide an effective health education system.

3.3, Training
Training should be organized not only to impart new knowledge but to aenable each;
category of health pergomnel to do the defined task efficiently. Hence the training of

different levels of staff should be flexible and its contents should be adapted to local
needs and resources,

The objectives of 2 training programme should be to:
1. improve the general level of understanding about the disease.

2,  motivate health persomnnel to contribute to leprosy contrel by fulfilling the
specific tasks within the scope of their own duties.

3. improve coordination within health services and bring up the efficient team work
approach for early case finding, continuous case holding and rehabilitation of
patients.

It is believed that training and development of training and training modules should
be organized by the national health and leproay authorities in collaboration with NGOs for
different categories of workers involved in urban primary health care. These should
include: community health workers; supervisory staff; other support staff like laboratory
technicians, social workers and general practitiomers. In urban areas, it is necessary and
adVantag!ous to involve practising dermatologists and other specialists (ophthalmologists,
orchopaedists, recomstructive surgeong, etc.) to provide technical support to primary
health care. b

At the level of community health worker, 1t was felt that the wost important ohjective
of tvaining would be to enable the worker to identify suspicious early cases of leprosy and
appropriately refer them for diagrnesis and treatment, The worker should be able to
maintain documentation of existing leprosy cases in his area of work and regularly monitor
treatment of patients. The training should slso emable him to identify complications like
impending nerve damage, inflammation of the eyes, or reactive episodes to help the patients
by referring them to the appropriate centre for necessary advice in time.

At the level of supervisory staff, as well as the above—mentioned tasks these staff
should be able to carry qut effective patient coungelling and provide guidance to workers
who are actively involved in control activities.

General practitioners should be given orlemtational training to reduce stigma and to
enhance their interest In and knowledge of laprosy sc that they can differentiate between
leprosy and other common skin condirions rhat may simulate it. General practitioners
should be able to treat leprosy, identify reactions, relapse and complicarions for referral
and should avail themselves of the benefirs and support provided by the referral centres,
laboratory serviees and apecialists, ete.

Brief orientation courses in leprosy should also be given to teachers, social workers
and other professionals involved to enable them to assist with case-finding among
schoolehildren and to strengthen public education programmes.
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In-service and basic training on leprosy should be integrated into on-going training
programmes, It was recommended that all the training programmes should be conducted in
local lanpguages. In order to improve the efficleancy of the training programmes, a
continuous evaluation of the students should not be neglected.

3.4 Hezalth education

The objectives of health education are to Iincrease Informatiecn, communication and
understanding on leprosy so as to: (i) reduce the social stigma against leprosy; (ii)
increase the confidence of health workers In the field of leprosy; (iii) encourage the
patients and their families to collaborate with the leprosy control health workers.

Health education should be included in every leprosy programme by every means possgible
and be continuously gtressed during the development of activities., Health educatlon in
lepresy should be realized by all health workers as an Important duty and should be
conducted in conjunction with health education In other diseases, In addition, health
education should not be implemented by just putting the message acrocss to the people, but
should be properly planned and designed with a view to achieving desirable knowledge, skill
and understanding at each level of the target group, GSpecial assessment may be necesgsary
{a) to determine the training needs; (b) to investigate the cause of prejudice and (c} to
degign proper methods and approaches of communication strategies,

Health education should be directed to the following target groups:—

1. The patients and their families. Every patient must be convinced that treatment needs
he taken regularly and that contacts should be examined separately, The patient should
also be instructed to observe changes in physical conditions during treatment, i,e,, change
in skin conditions, signs and symptoms of impending nerve damage, ete¢., and report to the
nearest health post. They should know about self-care of the limbs and eyes In order to
prevent disability, particularly women who have to cook or farmers who have to use tools
and instruments that may aggravate the disability.

2, Health authorities at all levels - physicians, secial workers and bealth staff.
Appropriate educatlonal methods and tools such as videos, films, manuals, etc., should be
made available and demonstrated properly to convince people that it is curable and to help
overcome the prejudice against the disease. The necessity of care, promotive persuasion by
face—to-face counselling and a friendly approach should also be stressed. Employing
treated patients 1s also a promotive measure.

3. Community and the public. Health education should reach every section of the
population and this can be made possible by the active involvement of primary health care
staff. The methods used can be adapred by the communities to zuit each local situation.
The general public, particularly the mass media, religious and community leaders and people
in slum areas must be made aware of the cause, transmissiom, early symptoms and treatment
of the disease by means which neither exaggerate fear nor minimize the danger of the
disease., To prepare new generatlons to have a better attitude towards the disease, health
education in all scheools should be enforced. Apart from Increasing awareness and the need
to seek advice from health workers at the earliest opportunity, facilities for diagnosis
and treatment should be obtained.

3.5 Disability Prevention and Rehabilitation

Tn order to minimize the problem of digahiliry in leprosy, the following aspects ought
to be taken into conslderation:

1. Early detection and proper treatment: This is the first and most important step
in disability ptrevention but since it has been discussed by the firgst Group it will not
bhe discussed again,

2. Early detection of nerve involvement, Training of health staff including general
practitioners and medical students. The important tasks to be taught include:
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Palpation of nerve trunks affected by lepresy.
Test for sensory/sweat loss.

Voluntary muscle testing, simple tests — close the eyes; thumb, little fingar
oppositiony dorsi-flex the foot.

Recognition and management of reversal reaction and ENL,

Provision of simple manuals and organization of short—tern orientation coursec
for gemeral medical practitioners, medical students, nurses, ete.

Inclusion of leprosy and particulatly nerve invelvement in the mediecal
curriculum.

Generate an interest in leprosy in the following departments of medieal
colleges ov specialized hospitals: dermatology; community medicine and
department of infectious diseases; neurology; ophthalmology:
reconstructive/plastic surgery; microbiology; pathology and immunology; ENT;
general medicine.

Some of the metheds to generate such an interest would be: (a) seminars on the
regpective topics of iInterest; (b) research collaboration, and (¢) provision
of teaching and educational materizls.

Patient educatjon: Tt needs to be emphasized that the first contact with the patient
is most important. Patient education cam be done through: person—to-person talks;
grovp talks; educational posters, photographs, charts, ete,, simple illustrative
booklets for literates.

The topies on which the patient needs to be educated are: subjective loss of sensation
(sweating); subjective muscle weakness; signs of reversal reaction, nerve pain and red
eye; immediate reporting of the above gigns,

3. Prevention of nerve damage and treatment of early nerve involvemant:

(a) Identify the “"at-risk" patients, e.g., patients with thickened nerve, acute
inflammation of skin lesions and a history of recurrent reaction. Such patients must
have more frequent and regular checkups and more extensive patient education,

{(b) Proupt treatment of "at-tisk" patients with reversal reaction and neuritis: (1>
cortico-stereids; (2) rest to the affected nerve; (3) surgery (decompression) whersver
indicated,

4. Prevention of disabilities and deformities: (a) patient education; (b) protecrive
footwear and other devices like gloves, goggles; (c) physiotherapy: (d) change of
occupation if the occupation 1s hazardous; (e) surgery (decompression/anterior
transposition) in selected cases; (f) prompt treatment of eye complications.

Some of the above methods of prevention ghould be done at the health worker level
gnd some at the referral level.

5.  Management of disabilities and deformities (physical rehabilitation):

(a} patient education

(b) frequent and regular follow—up

(e) physiotherapy

(d) special footwear and protective devices

{e) reconstructive plastic surgery and follow-up
{£) treatment of eye complications
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6, Prevention of dehabilitation:
{a) Maintain ewployment of the patient:

. patient education, motivation and cooperation
. employer contact and educatlon

. legal meana of pretection

. change of occupation and retralning if needed

(b) Maintain social relations of the patient through:

. the family

. patlent education

. family counselling

. mobilization of support from community leaders

. extensive community education and awareness programme
- legal protection of the rights of the patient

. soclal assistance if needed

7. Soclal and vocatiomal rehabilitation, The following points need to be emphasized:

- it must be compunity based
- it must be integrated ' .#
- institutional rehabilitation must he discouraged, and if at all mnecessary, must
include other disabled and not just leprosy patients
- vocational training and job placement of the patiemt. If this is not possible,
assistance may be given for job placement of a dependent or a c¢ollaborative
venture between the patient and dependent.
- cottage (home) industries.
- asgistance in marketing and quality contwel
- patient cooperation
- community participation and support
= legal protection
- pension schemes

8. Begpgar problenm

(a} The problem of leprosy beggars should be correctly assessed and projected in
relation to the total leprosy problem and showld not be exaggerated,

(b) The problem must not be viewad In isolation but as part of the general beggar
problem, Attempts must be made towards preventing leprosy patients becoming

heggars: .W

- institutional care must be limited in time to prevent alienation of the patient

from the family
- childven should not be separated
- all the social needs of the patient must be met
= chsritable help to beggars must be routed through governments or NGOs rather than

through individual charities
Rehabilitation of beggars must be attempted through:

- re—cducation
- providing new opportunities

It is noted that the problem of beggars is not fully assessed or understood In all ite
aspects. 8ociological research gtudies must therefore be carried out on this subject and
appropriate interventions develeoped.
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It should be emphasized that given the limited resources available for leprosy
programmes, reseurce allocation for rehabilitation activities should got be at rhe aXpense
of case detection and treatment. Further, between rehabilitarion of the digabled and
disability prevention, it should be clear that absolute prioricty should be given to !
digability preventian,

3.6 Coordination

All the above activitles of disability prevention and rehabilitation mugst be carried
out as a multi-sectoral collaborative effort between all revelant sectors/ministries such
as ministries of health, sccial welfare, labour, home affairs, education, city health
services and NGOs. Such multi-gectoral collaboration is particularly necessary when,
leprosy control activities have been fully integrated into the general health services,

3.7 Research topics

The following topics of interest were identified for future regearch,

1. Knowledge, attitude and practice (KAP) study of medical gchools and medical
teachers,
2, The relationship between industrial workers with leprosy and their employers,

their fellow employees, trade unions and industrial health gervices.

3. Attitudes of mass media.

4, Migration patterns of patients versus non-patients,
3. Utilization of health services,

6, Transmission patterns in slum areas.

7. Urban leprosy versus urban AIDS

4, CONCLUSIONS AND RECOMMENDATIONS

1. It sh%uld be recognized that in leprosy endemic countries leprosy occurs as commonly in
urban areas as in rural areas.

2. The need to organize leprosy control in urbap areas in a coordinated and integrated
manney, and within urban primary health care utilizing all available resources, is
vital,

3. Leprosy control within urban primary health care should be supported through
specialized leprosy services for the purposes of referral, technical supervision,
cogrdination, evaluation and tralning.

4. Multidrug therapy, as recommended by WHO, being the most effective tool for leprosy
control, should be implemented vigorously in all urban areas; to facilitate this it is
important to ensure that the necessary drugs sre always made available to the treatment
centres,

5, Urban leprosy control programmes should organizée regular training and orientation
programmes for all categories of health workers in medical and other schools for health
professionals in order to ensure their participation in disease control activities,
Thig is particularly important for general medical practiticoners.

6. In view of the numher of services likely to participate in urban leprosy controel, it is
important to have an adequate Iinformation system through a central registry and a.
system of ecross notificatiom. All participating health facilities including GPs should
be encouraged to report te rhe central tegistry.
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7. llgalth education along with availability of quality services is the key to the success
of urbau leprosy control. Health education directed towards promotion of case
detection, case—holding and a reduction in social stigma should involve all sectors of
urban services and exploit all available media. Involvement of the community in all
these activities, including social leaders, is very important and should be promoted.

8. HRehabilitation of disabled patients in urban areas poses special problems like ensuring
employment which requires coordinated multi-sectorial action. The problem of beggars
with leprosy needs to be tackled within the overall context of the beggar problem in
general.

9, Where multiple agencies are involved in leprosy comtrol, it is lmpoxtant that they
coordinate their activities through appropriate mechanisms set up lecally by official
health services. §

10. Leprosy control activities in urban areas require a concerted effort by all relevant
gectors. It is therefore Important that coordination mechanisms for such
inter—-sactorial cellaboration be set up and should include, apart from the ministry of
health, ministries of social welfare, education, labour and the interior, the ciry
nunicipal services and NGOs.

11, It would be useful to carry out health systems research in relation to urban leprosy ‘
control in selected cities.
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