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Opening {eremony

The Minister of Health and Social Affairs of the Democratic Republic of Conge, who
prasided over the opening ceremony of the conference, welcomed the participants to the
conference, and wished them a fruitful meeting and a pleasant stay in Brazzaville.

Or Y. Yuasxa of the Saszakawa Memorial Health Foundation (SMHF) read out a
communication frem Mr R. Sasakawa, in which Mr Sasakawa excused himself for his inabilivy
to attend the meeting. The SMHF had taken part in the global eradication programme f{or
smallpow, and was deeply involved in promoting the welfare of the people of the African
continent,  One of the main objectives of the Foundation was the eradication of leprosy,
and the Feundation worked in close collaboration with international organizations like
WO, as well as nongeovernmental organirations such as those of the International
Federation of Anti-leprosy Associations (ILEF). Mr Sasakawa stressed the need for
further collaberation to reach the common goal of leprosy eradication, and sent his best
wishes for the success of the conference and for all the projects that would be
implenented az its outcome.

Mr P. Sommcrfeld spoke in the name of Mr H, Kober, President of ILEP, who sent his
apologles for not being able to attend the conference. He stressed the fact that the
conference was taking place at a moment of great optimism and of opportunity. Wich
multidrug therapy (MDT), the possibility now existed to reduce the number of leprosy
sufferers from 10-15 million people worldwide to perhaps only 2-3 million within 10
years. The mewber associations of ILEP sought to work in partnership with the pecoples,
governments and health services of Africa to respond to that challemge. ILEP, created in
1966, wns an exceptional example of close cooperation and coordination becween
nongovernmental dener erganizations. The members were private voluntary asseclations
uging funds collected from the general public in their own countries, or donated by
philanthropic irdividuels. The 22 member agsociations of ILEP were providing support of
Us$22.75 million for 320 projects in 45 Africsn countries for the year 1989, In 1988,
the projects supported by ILEF in Africa concerned just under 400 000 registered
patients, and 26.8% of patients under ¢hemotherapy were receiving MDT. The presence at
the conference of representarives from many ILEP member associations underlined a
readiness to explore practieal possibilities for cooperation inm the development of
leprosy contrel in the African countries. As partners, the ILEP member asseciations did
not simply offer money, but expertise and invelvement, They were determined to expand
the use of MDY, and looked forward to continuing and developing their work in Africa, to
bring leprosy under control by the vear 2000.

Dr W. Meyers, President of the International Leproszy Asseciation (ILA), described the
role of the Association, founded in 1931. The objectives of TLA were:

- to encourage mufual interaction between people of all nationalities concerned
with lepreosy;

- to facilitate the dissemination of knowledge of leprosy and its control;
- to aid In any other practical way the antileprosy campaign throuphout the world,

To those ends, the International Leprosy Association held an International Leprosy
Congress every five years, and published "The International Journal of Leprosy and Other
Mycobacterial Diseases", Dr Meyers invited increased participation by African
contyibutors. Communications could concern fundemental biomedical issues, but methods
for the effective mobilisation of available rescurces in material and personnel, or
techniques for the transfer of appropriate technology and training were of special
significance,
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Dr H. Nakajima, Director-General of the World Health Organization, expressed his
pleasure at opening the conference, and welcomed all the participants. He especially
thanked Mr K. Sasakaws for his immeasurable contributions to leprosy contrel and relief,
not only in texms of very gemerous denations in support of leprosy work in endemic
countries, but alse for his personal commitment to the elimination of the disease and his
compassion for the underprivileged leprosy patient. Dr Nakajima also mentioned the
exemplary efforts made by the member associations of ILEP. The cooperatien betwesn the
governmental and nongovernmental secters, with WHO playing a key promotional and '
catalytic role, contributed greatly to lepresy work. There had been tremendous progress
in leprosy control over the past decade. The countries that had introduced MDT early
were now experiencing a marked reductlion in the prevalence of the disease. Other
countries were now willing to introduce MDT in view of its effectiveness and
practicability. Other promising drugs were also emerging, which should lead to the
development of =stil] better regimens, Vaceines based on killed M. leprae were undergoing
field trials, and second generation vaceines were under development. Every effort should
be made to enable leprosy control programmes to achieve the greatest coverage, through
the use of every health facility and health resource. That would mean that leprosy-
control became an integral part of primary health care, through the district health
system or the equivalent, with specialised services ensuring supervision, referral,
training, and information support, The limited resources, both human and material,
available for leprosy control called for use in the most cost-effective manner. This was
the scope of the health systems research supported by WHO through its Leprosy Frogramme
and the Special Programme for Research and Training in Tropical Diseases (TDR). The need
to improve operxational aspects of diseace control was highly relevant, Finally, patient
care, prevention of disabilities and rehabilitation of the disabled were also part of
leprosy control. A well-balanced approach that met the requirements of both the
community and the individual was therefore essential if the ultimate geoal of eliminating
leprosy as a public health problem by the year 2000 was to be reached.

Dx Y. Gezairy, Regional Director, EMRO, stressed the impertanece of the leprosy
problem in the Eastern Mediterranean Region, The estimated case-load could be as high as
300 000 patients, while approximately 130 000 were presently registered. FProblems of
particular concern were the need for training of health persconnel, and the social stigma
associated with the disease. Introduction of MDT could help in reducing those problems,
particularly if MDT programmes were implemented through the PHC approach, permitting easy
access of all patients to health facilities. There was a need for collabeoration with
interested NGOs, but there was alse a call for a firm commitment on the paxrt of
govermments to accord leprosy appropriate priority as a health problem.

Dr G. Monekosso, Regional Director, AFRO, stressing the fact that it was the first
time that such an interregional conference had been held, welcomed all participants and
particularly thanked the Sasakawa Memorial Health Foundation for its financial support.
He said that since MDT had been recommended by WHO in 1981, it had proved to be simple,
acceptable, and relatively inexpensive. MDT coverage was still too low and needed to be
upgraded by implementing leprosy control programmes through primary health care. .
Rehabilitation activities were often underdeveloped. The managerial aspects of health
systems, ineluding training of the personnel and operational research, should also be
improved. Donor agencies were invited to collaborate with governments te strengthen’
national capabilities, in that field,

The Minister of Public Health and Social Affairs of the Democratic Republic of Conge
stressed the importance of leprosy in terms of the number of people affected and az a
problem for individuals and the community, While MDT was efficacious, its introduction
required the availability of extensive resources as well as close collaboration between
governments ‘and donor ageneies. Sharing experiences between different countries should
make it possible to define appropriate strategies for MDT implementation. The conference
was then officially declared open.
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Scope and objectives of the Conference

Dr 5.K. Noordeen, Chief of the Leprosy Unit, WHO Geneva, said that leprosy combincd
several problems that had serious implications for the individual, the family and the
community. The challenges posed by the disease included its communicability, irts
potential te cause physical deformities, its chrenicity, and its propensity to generate
intense negative social reaction. In additien, leprosy was a disease that was closely
associated with socioceconomic underdevelopment which meant that, where leprosy exizred,
there were important competing needs in other arcas of health as well as in social
services. The global situation had shown signs of improvement over the past few years.
For instance, although the number of registered cases in the world had increased from 2.8
million to 5.4 millien between 1976 and 1985 (an increase of about 93%), thore had been a
steady deecline since 1985 and in 1989 there were 3.9 million cases, a reduction of about
28%. That had largely been due to the vigour with which MDT had been implemented in many
countries. It was clear from the informatien available that, although the problem of
leprosy on the African continent was szignificant, disease control efforts through
implementing MOT had not been quite satisfactory. Only 19% of the registered cases were
under MDT as compared with 50% of cases for the rest of the world. Opportunities for
bringing about major reductions in disease prevalence were indeed considerable,

Over the past few years, several countries had demonstrated that it was poessible
markedly to reduce the prevalence of leprosy through MDT. Experience so far with the
WHO- recommended MDT had proved that it was highly satisfactory with regard to efficacy,
safety, acceptability and operational feasibility under a variety of situations. In
spite of that, many countries found that not only did operational and resource
constraints make the control of leprosy through the implementation of MDT difficult, but
so did problems related to the development of national capabilities and coordination with
donor agencies.

The vbjectives of the conferenece wers thus:

- to review the state-of-the-art of MDT and the pregress made so far:
- to review operational issues in the implementation of MDT within PHC;
- to develop strategies for leprosy control through implementation of MDT under

varylng conditions;
- to develop strategies for bullding national capabilities;

- to identify mechanisms of coordinatien for implementing leprosy comtrol through
MDT among participating and funding agencies;

- to identify strategies for raising additional resources.

TECHNICAIL PRESENTATIONS
Mult ara n leprosy - Prefessor J. Grossetr

Effective chemotherapy of leprosy became possible for the first time with the
introduction of dapsone. Because it is an effective, cheap and safe drug, dapsone
monotherapy has been widely used for the treatment of all types of leprosy gince the late
19405, The frequency of dapsone-resistant leprozy has, however, increased since the
mid-1970s. Obvieusly, the treatment policy for contrelling lepresy had to be changed,

At the same time, 1t was gradually understood that leprosy, a mycobacterial disease with
8 large bacillary population like tuberculosis, had to be treated like tuberculesis with
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a combination of druge, In November 1981, a WHC Study Group recommended multidrug
therapy (MDT) for both multibacillary (MB) and pauvcibacillary (PB) leprosy. For ME
leprosy, WHO recemmended that at least two additional drugs be combined with dapsone,
wheveas for PR leprosy, rifampicin should be administered along with dapsone. :

1. The drugs active apainst M. leprae

One of the basic concepts of MDT is that the treatment be administered for only a
limited peried and, by implication, that only bactericidal drugs be considered as
candidates for MDT regimens, Only four types of bacteriecidal antileprosy drugs, which
act by different mechanisms, are currently available: dapszone, rifampicin, clefazimine
and the thiocamides, protlionamide/ethionamide. Dapsone, the routine dosage of which is 100
mg daily for adults and 1 to 2 mg per kg per day for children, is weakly bactericidal
against M, leprae. Although, &5 mentloened sbove, dapsone-resistant leprosy has becoms a
worldwide phenomenon, the majority of primary dapsone-resistant cases have low- or
intermediate-depree resistance and it is expected that full dosage dapsone is still |
active in such cases. There is, therefore, justification for employing dapsone in the
treastment of leprosy, but in combination with one or more other anti-leprosy drugs, even
without testing for drug-susceptibility, ss such testing is time-consuming and teo .
expensive te be applied In the contrel programmes.

Rifampicin is much more bactericidal than other anti-lepresy drugs. M. leprae
bacilli recovered from biopsy specimens three to four days after s single 600 to 1500 mg
dose of rifampicin failed to multiply in mice, indicating that at least 99% of the
bacilli are killed by the drug. Based on the evidence that no difference in the
bactericidal activity, as measured by serial mouse footpad inoculation, has been detected
between the daily and the monthly administratien of rifampicin, the WHO Study Group
recommended in 1981 the supervised administration of 600 mg of rifampicin at monthly
intervals.

Clofazimine is weakly bactericidal against M leprae, It alsc exhibits
anti-inflammatory activity. The routine dosage rvecommended is 50 mg daily plus 300 mg
ongce monthly,

Ethionamide/protionamide are virtually interchangesble and give cross-resistance to
each other. Both drugs are bactevieidal against M. lepras to about the same extent "as
are dapsone and clofazimine. The dally dose for adults is 250 to 375 mg, and 5 to 7.5 mg
per kg body weipght daily for children. It has, however, been found that hepatotoxigity
is quite common when ethionamide or protionamide is combined with rifampicin, even with
monthly administration. For this reason, the WHO Study Group did not recommend the use of
thicamides in the MDT regimens, unless it was absolutely necessary.

2.  The microbial pepulatiens in multibacillary leprosy

The average size of wviable Bacilla{g population in an untreated lepromatous patlent
may be estimated te be about 10° to 10 By analegy with what is known about
M, tuberculesis, it may be estimated_that the frequency of resingnt mutants within a
wild strain of M. leprae is ) per 107 for rifampicin and 1 per 10% for dapsone,
elefazimine or the thioamides. Because the frequency of mutants resistant to two drugs
is the multipliecation of the frequencies of mutation to individual drugs, the possibility
of finding any deubly resistant mutant in a wild strain of M. leprae is practically nil.
Although the zize of bacterial populations in leprosy is similar to that in tuberculesis,
the division time of M, leprae (12 days on average) is much longer than that of
M. tuberculesis (20 hours on average). Therefore, the duration required for eradication
of 211 M. leprae may be longer than that for eradication of all M, tuberculosis. !

T
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3. Basis for echemotherapy of leprosy

The general aimsz of chemotherapy are to cure the patients and to interrupt the chain
of transmission of M, leprase in the community. Both aims are achieved if all or nearly
all drug-susceptible M, lepras are killed without selection of drug-resistant organisms.
In leprosy as in tuberc¢ulesis, if monotherapy is prescribed to treat a multibacillary
patient, the drug-susceptible organisms will be progressively killed whereas the
subpopulation of mutants resistant to the prescribed drug will survive, multiply
selectively and be responsible for relapses with drug-resistant organisms, The only
solution for the treatment of leptosy is thus to prescribe a combination of drugs in
order to prevent the selection of drug-resistant mutants. The drugs that are recommended
are rifampicin, clofazimine and dapsone for the treatment of multibacillary lepresy, and
rifampicin plus dapsone for the treatment of paucibacillary leprosy. In order to display
a bacterlcidal activity against M, Jeprse, clofazimine and dapsone should be given
daily. Rifampicin may be given once monthly because of its extraordinarily powerful
bactericidal activity against M, Jleprse. In order to ensure the killing of all
rifamplcin-resistant mutants, dapsone and clofazimine should be given in combination with
rifampiein throughout the period of treatment. Because of the insensitivity of the mouse
footpad system, which is the only avallable tool that can be used to measure the presence
of visble organisms, the peried during which the drugs have to be given for eradication
of the viable organisms is not precisely known., For this reagon, it is recommended that
the treatment be given for at least two years, or preferably until skin smears test
negative, to patients with multibacillary leprosy, and for =ix months to patients with
pavcibacillary leprosy.

4. The results of chemotherapy of leprosy

Since the introduction of MDT, more than 2.6 million leprosy patients in the world
have been or are being treated with MDT. The two regimens are well tolerated by the
patlents, and side-effects are extremely rare and mild. According to the latest results,
after completion of MDT, the anmual relapse rate is only 0.06% in multibacillary leprosy

and ¢.1% in paucibacillary lepresy. Operationally, the regimens have been proved to be
feagible in a variety of eountries and in different types of programmes. Because of the
implementation of MDT, since 1988, for the first time in the history of leprosy control,
the number of leprosy cases registered for treatment is declining. In addition, in some
study areas, the preliminary results indleate that the number of new cases {5 now
beginning to decline, thus suggesting that effective interruption of transmission of
leprosy may be achieved by community-wide treatment of patients with MDT.

Distriet primary health care in Africa - Dr R, Amopo-Lartsen

The Alma Ata declaration of September 1978 marked the begimming of a significant step
towards the improvement of health szervices for communities througheut tha werld,
particularly In Africa. Although much remaines to be dene to realize fully rhe szpirit,
aims and objectives of that historic declaratien, more and more countries in Africa are
redirecting their efforts and committing Increasing resources towards the establishment
of healthier communiries. Also, since Alma Ata, management has assumed a greater role in
the development of health services and communities have assumed more responsibility for
their health and are becoming active partners with health professionals and auxiliaries
in the development of health programmes. With the advances that have been made within
the decade since Alma Ata, the trend should be towards a more purposeful coordination of
health programmes at & level of the health care delivery system vwhere the concentration
of adequate human, material and financial resources can make existing health services
mere viable and hence sustainable.
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1. The role of management in health programmes

In the past, it had been taken for granted that what was needed to bring asbout an
improvement of the health status of communities was technical training and expertise,
Although much has been invested in the training of health professionals and auxiliaries,
much remains to be achieved by way of extending health coverage to the rural people and
the urban poor in Africa. Alma Ata haz made govermments and health professionsls more
conscious that invelvement of communities in defining and determining their needs is more
lmportant and crucial than mere passive delivery of health services. Problems must be
identified in conjunction with the communities that face them, priorities determined,
resources assessed and organized services targeted to specific problems snd evaluated on
a short-, medium- and long-term basis. Resources are more often than not limited, and
health care management aims at determining priorities in relatjen teo needs so that
maximum benefit can be achieved through efficiency and effectiveness,

2. The district concept

Countries the world over are divided inte administrative, pelitical and gecgraphic
units for the purpose of better representative govermment, collection of taxes, ’
collection of statistics of all kinds, and a more equitable allecstion of resources and
distribution of essential services. The most basic unit of sueh divislons is the
district which is a clearly defined administrative area covering a population of which
some form of local government or administration takes over many responsibilities from
centrol govermment department. The term "distriect" with reference to health simply"
refers to a level of the health care delivery systems where a sizeable population ex1sts
for the national planning and delivery of health services, bearing in mind the
availability of sufficiently trained health manpower and the existence of 1nfrastru¢ture
and services that are essential for the groups of communities such as agriculture, '
education, community development, water resources development and distribution, and a
geed communication netwerk. ‘

3. Essentials of district health care

In the first place, there must be effective administrative coordination of essential
services, polirical guidance and legislative support to ensure that planning is orderly
and that ne unmecessary interseetoral rivalries exist to impede steady progress to
achieve health programme objeetives. Secondly, there must be a critical mass of trained,
technlcal personnel whe have been oriented in management. Training in the gathering of
health information is alse crucial.

In many countries there are district development cemmittees which have varying
degrees of responsibility for managing local developmental initiatives. If rhe chafrman
and members of thesze important ¢committees were better briefed - through a process of-
information, education, "learning-by-doing" - there would be a better chance of
socioeconomic take-off in the districts’ microeconomies,

Many districts have a health committes which is a sub-committee of the development
committee, Economic greowth by itself will improve health status but, inasmuch as very
poox health will exclude development, there is a strong case for concerted efforts at
inproving health status in order teo ensure & health labour foree, 4 district health team
will assist the distriet health committee in achieving its health goals. :

It is important that local health personnel, from the digtrict health administrative
lavel right down to community level, be sufficiently knowledgeable in the management of
the endemlc diseases and he comversant with their prevention and treatment. An effective
district administrative framework furthermore provides the means for ceordinaticn of
health related activities, not only for the government, but alsze for NGOs.
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4. The care of leprosy

The district being the operational level of the health care delivery szystem, leprosgy
care should be fully incorperated into services at that level. All staff at all levels
of the district and at all health care delivery points should veceive training in
case-finding, treatment, follow-up and rehabilitation of leprosy patients. This much
needed orientation of health personnel for leproszy should start in training institutions
for health professionals and health auxiliaries. Before they graduate, students should
be familiar with the msnagement of leprosy cases and be taught that leprosy iz a dizease
that ecould and ghould be dealt with by any properly trained healch profeszsional or
auxiliary. Medical schools, as prestige institutions, where leadership and technieal
training take place, should be a target for such a reorientation proceszs. If doetors can
be made to realize how important the change in attitude to the management of leprosy
cases is, a fast evolving process will be set in motion for the benefit of leprosy
patients, their famlilies and communities.

Building national capability for leprosy control in Africa - Dr N. Chitimba

The reduction of the magnitude of the health problem of leprosy to an insignificant
level is the primary objective of leprosy contyrel., The availability of multidrug therapy
hag provided a sound scientific technology which should make it possible to reach this
objective. Available information from countries in Africa, however, suggests that real
success in leprosy control remains illusive. The reasons do not lie in a lack of
financial ox material resources. While national budgets for leprosy may be very limited,
nongovernmental organizations are ecapable of and indeed provide the bulk of the necessary
funds. The problem is how best to utilize the funds that are already potentially
avallable. The lack of zuitably motivated men and women te carry out the leprosy control
actlvities constitutes another mafor reason for the apparent lack of success. Leprosy
contrel ¢an and will contribute to health for all Africans by the year 2000, For this to
happen, there should be staff capable of establishing eclearly the activities and support
required at operational, intermediate and central levels for the purpese of primary
health care (PHC). It is in recegnition of the crucial importance of men and women for
the leprosy programmas that the development of national capabilities for planming,
Implementing, monitoring and evaluating leprosy control through the PHC approach is
called for.

1. Training and teaching

Leprosy as a subject is neglected even in health curricula in countries where leprosy
is endemic. Teotally inadequate time iz allocated to leprosy teaching in African medical
schoels, Nor has an adequate regular teaching-learning module been established in most
health schools,

Basic training for all health cadres should include some elementz of the subject of
leprosy. Speclalized training, including training in management of leprosy contral
programmes, should be given to the chosen few who will take up supervisory poesitiong in
the lepresy contreol programme, In-serviee or on-the-job training is = useful [nstrument
to explain the scientifie bagis and the best way of carrying eut various technical
activities and to keep up interest in the work. In the context of integration with PHC,
seminars and workshops are necessary for retraining general staff, especially at district
level. Attitudes and practices of the community and patients may be changed for the
better with health education, and their informed participation is crucial for leprosy
control. Training should aim at improving not only the knowledge, but also the skills
and personal qualities of health personnel.

A remarkable range of reaching-learning material is now available, much of it free or
at low cost. There is no reason why health school libraries in all leprosy-endemic
countries of Africa should not have on their shelves an up-to-date selection of books and
other items for study and references.
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2. National pollciles

Governments should make an effort to give leprosy contrel a higher prierity than
hitherte. They should increase natiomal budgets for leprosy and should certainly regard
leprosy conttrel as their sctivity rathetr than leaving it te voluntary organizations,

They should decide om what personnel are needed, how to develop them, how te ensure they
stay in the job, and how te ensure they work effectively. Assistance fyom outside the
continent is very important, but unless it iz zupplemented with national concerted
effort, it will not have a lasting effect. Govermments should ensure that bilateral or
multilateral agreements for leprosy control are adopted with undertakings spelt out
elearly for all involved. Externsl organizations should assist the countries with
finanelial help, but not try to replace governments and nationals. It is the duty of
govermmants to ensure the maintepance of health of their peoples, without or still better
with internal or external asslstanmce, in the spirit of self-reliance, which should not be
confused with self-sufficiency.

An overview of health systems research - Professer E. Lambo

Health systems research (HSR) can be regarded as the sclentific method of acquiring
information that can be used te rationalize choices and decisions. It recopgnizes thgt
health depends, to a very larpge extent, on variables that are outszide the health
services. It beging with existing field problems and uses a variety of research
disciplines to apply sclentific knowledge to improving healrh cave and health status.
The immediate objective of HSR is to develop essential, feasible and economically
affordable solutionsz for identified problems or constraintz In order to improve the
efficiency and effectiveness of the health system, and has as its ultimate objective the
improvement of the health status of a defined population.

Characteristics of HSE are that:

- it is problem- or action-oriented;

- it is participatery, in the sense that it requires active and econtimuous
collaboration among those whe identify the problems and those whose
preoceupation is to search for the facts and suggest solutioms:

- it ig muwltidisciplinary;

- the resulte of HSR in one area are not necessarily transferable to another area;

- it provides timely information and alternative solutions at an affordable
research cost,

Methods used in HSR include:

- systems approach! gnalysis of the interrvelstionships existing in the health
system and between the health system and other systems;

- field projects;

- surveys;

- ethnographic methods;

- cost-effectivene#s analysis;

- natural experiments and comparative analygis;

- operations research approach.
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In order to emsure that HSR achleves the expected results:
- it should be closely linked to field realities:

- there is a need for cooperation between those who will do the research and those
who will uge the research results:

- the research must be useful;

- it should be conducted by bringing together the diverse disciplines requirad to
form effective working reams;

- there should be intersectoral and interdisciplinary collaboration;

- it should be responsive te the needs of those whoe manage services who, in
turn, zhould be willing te use the results of the research in managing their
health care delivery systems.

HZR issues in leprosy contrel programmes in Africa include topics such as:

- integration of leprosy contrel inte the PHEC system; .V

- case detection, case holding and treatment;

- cost-effectiveness analyses;

- behavioural studies;

- monitoring and evaluatien studies;

- gtudies on planning and management;

- health education.

There is an urgent need for African leprosy experts, leprosy programme managers and

leprosy workers te be able to employ HSR to more effectively use MDT in their leprosy
control programmes.

N W .
Leprosy centrol strategjes Iin Africa - an overview - Dr D. Daumerie

The organization of leprosy contrel in Africa has become morc complex in reeent years
for 2 combination of technical, demopraphie and sociceconomic reasons. Mulcidrug Q)
therapy, as recommended by WHO since 1981, has been adopted by all the ecountries of the w
African continent, but its effective introduction is proceeding very slowly. The purpose
of this paper is to summarize the diffexent problems encountered in the erganization of
leprosy control and to outline various approaches to solving them.

1. Scope of the leprosy problem in Africa

Leprosy ls present in all eountries of the continent, In a total population of
some 610 million, abeut 5360 000 leprosy cases are known, and each year over

32 000 cases are newly diagnosed. The MBT coverage is only about 18% for the
whole continent, with wide variations (3 to 100%Z) between countries.

* The complete paper, from which this overview is drawn, is included in Annex I,
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2. Components of control programmes and major problems encountered,

Technical and operatiomal components, together with common problems that srise,
are listed below:- :

{a) Informatien of patlients and the community: a negative perception of leprosy
results in late detection and poor compliance with treatment.

{b) Early diagnosis: this requires an active involvement of the community and
an adequate training of rhe entire health personnel.

{c) Confirmation of diagnesis and classification: initial bacteriolegical
examination is necessary for the correct classification of patients, This
results in operational and legistic problems which have to be solved.

(d) Treatment and follow-up of patients: if dealt with by a specialized
persommel, problems may arise in some cases because of lack of personnel
difficult geographical areas, and movement of patients.

{e) Handling of patients with physical disabilities: these patients are often
rejected by the society.

{(£) Monitoring and evaluation: these require a simple vet standardized
information system.

{g) Tralning: specific lepresy training is usually far frem sufficient in the
curricula of medical and paramedical schools. 1In addition, the
introduction of MDT calls for the retraining of existing personnel.

(h) Drugs supply: it is fundamental te ensure regular treatment and, for this,
good management of drugs is essential, #ll the more so because the drugs
are expensive and are to be used specifically for leprosy.

(1) Financial resources:; the introduction of MDT gives rise to addltlonal costs
in terms of druge, manpower and logistics,

(i) Coordination with other health programmes: the performance of leprosy
comtrel activities should take account of other health problems, whether
gpecialized or not, o

Integration is a global approach te health preblems that helps to orient health
systems towards the needs of the population and to propose the most appropriate seolutions
by using all available resources. It does not mean the sbolition of specialized
services, In partieculay, the purpose of integration of leprosy control is to harmonize
and coordinate individual responsibilities so as to meet the needs of the community as
far as possible. At the peripheral level, diagnosis and treatment should be carried out
in all health eentres, and all health personnel should participate in leprosy control
activities. At intermediate level, the organization, supervision, training and handling
of cases refervred by the peripheral level can be carried out. The presence of
specialized personnel could be very useful. At the central level, a specifie
directorate, assisted by various coordination mechanisms, will define the national plan
of action, mobilize and distribute resources, and develup sppropriate tools for tralnlng,
supervision, management and evaluatiOn
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3. Various appreaches te leprosy control
The introduction of MDT i1s facilitated by the drawing up of an operational plan at
national and intermediate levels. The stages in the organization of a leprosy control

programme are the following:

- problem evaluatien at the national level covering the epidemiological
evaluation, the existing structures and strategies, and the resources available;

decision of political and health autherities concerning the order of priority
given to lepresy contrel and its various componments, and the choice of approach;

definition of objeetives at national and intermediate levels:
definition of technical standards, activities and responsibilities:
Yeorganization of services at the different levels;

mobilization of resources.

LEPROSY SITUATION IN THE REGICNS

Leprosy iu the WHO African Berfom - Dr D. Barakanfitye

Africa is a continent with very high prevalence rates; in terms of persons affected
by the disease, the Region is second highest, after Asia. In the 1960s, strategies were
based on vertical programmes and mass treatment with sulfones. The need to usze MDT,
because of the emergence of dapsone resistance and to integrate health service activities
accerding te the PHC appreach has medified the strategles for leprosy control. All
countries of the Region have adopted MDT as their official treatment strategy, but thay
sometimes encounter difficulties in implementing it. The distribution of lepresy cases

is uneven amongst the countries of the vegion, and even within individual countriss. At
the end of 1988, 483 435 patients were registered for treatment, for a population of
ghout 500 million inhabitants, representing a global prevalence rate of shout one case
pet thousand Inhabltants, and a detection rate of & per 100 000 iphabitants. About 40%
of patients in the African Region are found in Nigeria alome. Available data on the
distribution of the patients according to age, sex or type of leprasy are very limited.
The results of some surveys and programmes, however, provide the following information :

proportion of children less than 15 years old among the new cases: 9%
proportion of multibacillary patients among the new casez: 5 to 20%;
proportion of patients with physical disabilities among the new cases:10%;

proportion of patients with physical disabilities among total registered cases:
25 to 40%.

All ¢ountries of the Region have reoriented their strategies and introduced MDT, but
in 1988 less than 18% of the known patients were being treated with MDT, the coverage
varying considerably from country to country., About 90 000 patients had cempleted their
treatment and, in comparison with the preceding vear, the number of patients treated with
MDT had almost doubled.
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The WHO sub-region I, which comprises 18 countrieg situated in the north-west and
west of the continent, has a prevalence rate that is twice as high as the other
sub-regions, with a total of 320 0QC patients, The prevalence of the disease has,
howevey, considerably declined over the past 20 vears. This drop ecan be explained by
various factors such as:

- the effectiveness of programmes based on dapsone;
- high population Increase;

- decline in the Iincidence of the disease;

- updating of avallable data;

- reduction in detection activities,

Lepresy contral has usually been carried out by a specialized staff. At the moment,
gpecial efforts are being made to treat the patients with MDT in general heslth units. A
rumber of obstacles still remain in moving from a vertical specialized system to an
integrated one; these probably explain the low MDT coverage in the sub-regiomn. o

Sub-region II, which comprises 13 countries situated in the centre and east of the
continent, has for & long time been considered as a very high prevalence area,
Prevalence has declined considerably in recent years, to reach the present level of about
0.7 pex thousand inhabitants. Most of the programmes are based on vertical styuctures,
and the introduction of MDT is progressing very slowly, except in Ethiopia.

In sub-region J1I, which comprises 16 countries situated in the southern part of the
continent, the leprosy problem has considerably declined in recent years., The general
MDT ¢overage of sub-region ITI is higher than that of the other sub-regions. .

Leprosy in African countries of the Eastern Mediterransan Repion - Dr N. Neouimine.

The Eastern Mediterrsanean Region comprises 23 countries, of which seven belong té the
African continent. The level of reported leprosy endemicity varies greatly between .
countries, ranging from 0.18 per thousand in Djiboutl to 2.17 per thousand in Sudan. :The
actual magnitude of the problem is not known, but the estimated number of leprosy cases
is muech higher than the officially reported figures, as demonstrated by some pilet
projects. In most countries, the number of registered cases with multibacillary leprosy
1s much higher than that with the paucibacillary type. The proportion of children under
15 years of sge among the new cases varies from 9 to 40%, and that of patients with :
disabilities from 20 to 75%. The leprosy control services in most of the countries are
Integrated or partly integrated inte the FHC system. All countries have adopted MDT .ss
their treatment policy, but sometimes with modified regimens. By the end of 1988, MDT
coverage ranged from 12.4% in Sudan to 100% in Egypt and Tunisia. Globally, large
numbers of patients are still receiving dapsene monotherapy. The relatively recent ,
introduction of MDT (twe to five years) explains why the majority of patients who have
completed MDT are of the paucibaeillary type of the disease (60 to B4Y)., The reasons
which hamper progress in MDT coverage may be summarized as follows

- insutficient Involvement of the peneral health services in leprosy contrel
activities in most countries:

- lack of trained persommel in the pexipheral units for supervision and follow;up
of cases;

- poor motivation of health personnel involved in case detection and treatment;
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increased population movement in some countries because of political
instability, famine and natural disasters;

inadequate supply of requirved drugs to complete MDT and weak distribution system
for drugs;

soclal stigma aszoclasted with leprosy;
insufficient infrastrueture of PHC;
inefficiency of health education;
inadequate coordination of activities,

Nongovernmental organizations are actively iImvelved in leprosy contrel in all
countries. They provide assistance in the field of training, provision of aquipment,
drugs and rehabilitation., National nongovernmmental organizations offer secial
rehabilitation te patients. Better coeordination of activities of all organizations at
the country level iz needed to avoid duplication and safeguard the smooth delivery of
drugs for MDT, Tmplementation of MDT programmes needs to he accelerated. In order to
achieve this, a c¢lose collaboration between WHO, govermments and voluntary organizations
should be further strengthened,

LEPROSY SITUATION IN AFRICAN COUNTRIES

Angola

The eountry is divided inte 18 provinces and has a population of about 9.5 millicn.
Leprosy conttol is combined with tuberculosis control. The programme is esgentially
based on detection and treatment of cases., Rehabilitation activities are very limited.
At the end of 1988, a total of 4046 cases were registered for treatment (24?9 were
paucibacillary and 1478 multibacillary cases, and 109 of unknown classificarion), or a
prevalence rate of 0.4 per thousand. The number of patients with grade II disabilities
was 241 (6%), of whom 52 were receiving special care. A total of 302 new cases had been
detected fn 1988 (195 PB, 96 MB and 11 of unknown classification). MDT was introduced in
1987 and concerns 3410 cases (84.3% coverage). The main problems faced by the Programme
are the difficulties in communication and trausport, and insufficient training and
technlcal knowledge of medical and paramedical staff. There is no specifie schoel for
leprosy, but workshops are organized for doctors and paramedieal werkers. Several
charitable organizations are participating in the programme (Soeurs Médecins
Misslonnaires, Eglise Evangelique du Sud de l’Angola and the Missions Catheliques),

Benin

Lepresy is conszidered to be the fifth most important public health problem in the
country. While there is a plan progressively to integrate leprosy contyol activities
into PHC, at present the pregramme is still vertical. At the end of 1988, among a total
population of about 4.5 million inhabitants, a total of 6307 casesz were repistered for
treatment (4614 PB, 1633 MB, and 60 cases of unknown classification), indicating a
prevalence rate of 1.4 per thousand inhabitants., A marked decline in prevalence has been
observed over the past few years (in 1986, it was still 3.6 per thousand), mainly because
of the updating of registers and the discharge of old patients. The number of new cases
detected in 1988 was 682 (3554 PB and 128 MB), of whom 47 (6.9%) were children under 1%
years of age, MDT was intreduced in 1987, but it is =till limited to the Frovinece of
Zou, where it concerns 962 casges (15.3% of the total casze-lead of the country). It will
be introduced into twe new provinces by the end of 1989, another two provinces in 1990,
and the last one will be covered in 1991, to reach a 90% coverage of patients

|
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countrywide, Regularity of treatment is 87 - 90% for patients treated with MPT. It has
been observed thet the introduction of MDT is followed by a rapid drop in prevalence .and
an fneresse In the case-detection rate, The problems faced concern the lack of
specialized personnel, the lack of training, the difficulties in following-up the
defaulters in treatment, and a lack of communmity participation. The Association ‘
Frangaise Raoul Follereau (FF) is contributing greatly to the programme, and there is a
positive spirit of collaboration between the Government, WHO and FF,

Burkina Faso

The country is divided inte 30 provinces and 300 distriets, and has about 8.6 million
inhabitants. Leprosy contyol sctivities are partially integrated, with specialized
personnel at the intermedlate level to corganize and supervise activities. The number of
cases registered for treatment was 13 312 (11 010 PB and 2302 MB} at the end of 1988, as
against 41 710 registered cases in 1979, giving a prevalence rate of 1.5 per thousand
Inhabitants. A total of 1487 pew cases (1335 PB and 152 MB), of whom 124 (8.3%) were
children, were detected during 1988. Treatment is baged on dapsone monotherapy in the
whole country, exeept in the Provinces of Houet and Kenedougou, where MDT has been .
successfully Intreduced since 1982 (pilet trials). The total number of patients under
MDT wasz 1063 by the end of 1988 (8 0% coverage). Training sessions for MDT were carried
carried out in 1986 and 1987, MDT will be intreduced in 1990 in some other provinces, to
be selected by the Chief of the National Leprosy/Tuberculosis Frogramme during a workshop
to he held at the end of 1989, and should be generalized throughout the whole country in
three years’ time. The Association Frangaise Raoul Follereau is contributing finaneially
to the programme, and the Associatien Orthopédie Sans Frontidres participates in its
rehabilitation aspects.

Burundi

The country has approximately 5.1 million inhabitants. Until 1975, leprosy control
activities were caryied out without coordination, mainly by religious nursesz. Since:
1976, the policy has been to integrate the leprosy control programme inte the general
healch structures. Four mobile teams are responsible for the supervisien of activities,
At the natiemal level, the programme has been combined with tuberculosis control since
1984. The toral number of patients reglstered for treatment was 79 (all MB cases) at the
end of 1988, all of them being under MDT. The number of new cases detected during that
year was 117 (73 FB and 44 MB), of whom 13 (11.1%) were children and 36 (30.8%) had grade
Il disabilities. MDT was introduced in the ¢ountry in 1981, and since that time 1407
patients have cempleted their treatment, The MDT regimens used are different from those
recommended by WHO. The Damien Foundation Belgium is contributing to the programme.  The
problems faced include the lack of qualified personnel, long delays in the detection of
new cases, insufficient integration and inadequate health education activities.

Cameroon

The country is divided inte ten provinces and has appreximately 10.6 millien
inhabitants. Leprosy control aetivities are completely inmtegrated in the general health
services. At the central and provineial level, there is a combined programme for leprosy
and tubereculosis. At the end of 1988, there were 12 302 cases registered for treatment
(9085 PB and 3217 MB) giving a prevalence rate of 1.2 per thousand. A total of 1025 new
cases (823 PB and 202 MB) were detected during that year, of whom 77 (7.5%) were children
and 56 (5.5%) had grade II disabilities. The number of patients under MDT was 4338 (2776
FB and 1562 MB}, giving a coverage of 35.3%. Six provinces have a MDT coverage of more
than 50%, The problems faced by the programme include the insufficient use of ,
bacteriology to classify patients, the lack of motivation of staff in four provinces -
leading to a low MDT coverage, lack of trained persomnel, financial constraints hindering
the generalization of MDT, logistic problems in providing a regular supply of drugs, and
the difficulty of getting the patients to accept a treatment of short duration. The
programme is supported by ILEP, whose action is eoordinated by the Association

Alde-aux-Lépreux - Emmatie Suisgse,
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Central A epublic

The country is divided in five reglons and has approximately 2.9 million
inhabitants. The leprosy contrel programme, which is combined with the tuberculosis and
trypanosomiasls programmes at the national level, 1s integrated into the general
services. The number of registered patients has ceme down from 65 388 in 1958 to 7096 in
1988 (prevalence rate of 2.5 per thousand), of which 5707 are PB and 1389 MB cases.
According to the results of a prevalence survey carried out with the technical help of
OCEAC, however, the actual case-load should be approximately three times higher. A total
of 434 new cases (372 PB and &2 MB), of whom 36 (8.3%) were children, were detected
during 1988, MDT was adopted as the basis of the national leprosy control programme in
1986, The goal of the programme was to reduce by half the number of patients requiring
chemotherapy, over a five-year period. By December 1988, a total of 2086 patients (1632
PB and 434 MB) were under MDT (29.4% coverage), and 649 cagses had completed MDT. This
was generalized to all patients in twe of the five reglons. Workshops were held in 1986
to upgrade the skills and knowledge of the persammel; 26 medical officers and 92
paramedical agents participated, but the numberg of stsaff trained are still
insufficient, Three medical officers are following a course for the training of trainers
in Yaoundé, The problems faced by the programme concern the lack of trained personnel
involved in lepresy control, financial and leglstic constraints, snd problems of
coordination In the management of the programme.

Chad

The country is divided inte 14 prefectures and six "secteurs opérationnels de
médecine préventive et de santé rurale”, and has approximately 5.4 million inhabltants.
Leprosy control is partly integrated, but speeial mobile teams are responsible for
detection activities for leprosy, as for the other "grandes endémies". Complete
integration inte the general health structures it plammed for the year 1990. The number
of cases registered for treatment was 10 651 at the end of 1988 (8926 PB and 1725 MB),
giving a prevalence rate of 2.0 per thousand. A random sample prevalence survey is
planned for 1990 with the help of OCEAC to estimate the real magnitude of the problem. A
total of 482 new cases (428 PB and 54 MB) were detected in 1988. MDT was intreduced in
the country in 1984, and concerned 675 cases (553 PB and 122 MB) by the end of 1988, or a
6.3% coverage. A national plan of action for the generalization of MDT will be
elaborated in 1990, according to the results of the survey. The Fonds d’Aide de la
Coopération Frangalse and the Association Frangalse Racul Follereau" are contributing to
the programme,

Congo

The country is divided into ten "régions opérationnelles® and has a populatien of
approximately 1.9 millien. A naticnal leprosy control programme was elsburated in 1980,
This is partly integrated or still strictly vertical or combined with other programmes
{tuberculosis, trypancsomiasis, schistosemiasis, immunfization), depending on the reglon.
The number of cases registered for treatment was 7338 at the end of 1988 (6502 PR and 836
MB), giving a prevalence rate of 3.9 per thousand. The number of cases has come down
from about 12 000 patients in 1980, mainly because of the updating of the registries. A
total of 241 new cases were detected during 1988 (199 FB and 42 MB cases), MDT wasz
introduced in the countxy in 1985, and has concerned 3355 cases since the beginning of the
programme, By the end of 1988, 168 patients were undexr MDT, or a coverage of 2.3%. The
preblems faced in reaching a higher coverage with MDT are a shertage of resources
(finances, qualified persomnel, logisties). The programme is helped by ILEP (under the
coordination of the Association Frangaise Raeul Fellereaw), Lion's Club, the Fonds d'Aide
et de Coopération and the Fonds Européen de Développement. The rehabilitation aspects of
the programme are taken in charge by the Associatiom Congolaise Raoul Folleresu.

Training activities will be carried out in collaboration with the Centre Inter-EBtats
d’'Enseignement Supérieur en Santé Publique (CIESPAC) and the Lsboratoire National de
5anté Publigue,
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Care d'Tvoire

The country is divided inte 26 "secteurs de santé rurale" and has & population of
about 11 million. Leprosy contrel is in the process of integration into the general
health structures, particularly in the arecas where MDT has been intreduced. A total of
24 291 cagses (20 669 PB and 3622 MB) were registered for treatment at the end of
1988, giving & prevalence rate of 2.1 per thousand. During the same year, 2064 new cases
were detected (1482 PE and 582 MB), of whom 237 {11.5%) were children. MDT was
introduced in 1983 in the country, and concerned 2310 cases (1309 PB and 1001 MB) at the
end of 1988, a coverage of 9.5%. A total of 7088 cases have been put onte MDT since the
beginaing of the programme, of whom 4778 have completed their treatment. According to
the naticnal plan of action, MDT will be introduced in four new sectors every year. Tha
problems faced in the introduction of MDT have been the lack of long-term planning, a
lack of trained personnel in the general health services, and the sbsence of an
appropriate information system. Since a WHD visit in March 1989, =several mcasures have
been tsken to improve the situation, such as the development of a mational plan of
action, the nomination of a national leprosy coordinator of MDT, the davelopment of a new
information system based on OMSLEP, and training activities for the medicsl officers in
charge of the "secteurs de santé rurale" (special MDT training in Marseilles) and leprosy
supervisors. The whole persomnel of the "secteurs" is trained in health education bhefore
MDT 1is introduced in a new "secteur". The Association Frangaise Raeoul Follereau is
contributing greatly to the programme.

Egvpr

The country has approximately 51 million inhabitantg, Leprosy control is integrated
inte the PHC system, with the PHC doctors responsible for all activities at the villags
level and a first level of supervision at the district level, under the responsibilicy of
the medical officers (usually dermatolegists) in charge of the skin and leprosy clinics.
At the provineial and national levels, the programme is under the responsibilicy of the
Communicable Disease Control Department (with a Leprosy Contrel Unit at the national
level). At the end of 1988, there were a total of 9432 patients (4875 PB and 4557 MB),
giving a prevalence rate of about 0.2% per thousand. According to the results of special
surveys (random sample surveys in four provinces, school surveys and some mass surveys),
the agtual prevalence rate is about 2.0 per thousand, or an estimated case-load of about
100 000 cases. The number of new cases detectad in 1988 was 993, of whom 14& (14.7%)
were chlildren and about 25% had grade 1I disabilities. MDT was started in 1985, and has
a 100% coverage of the registered cases. A total of 5021 cases have already completed
their treatment. The main problems faced are the social stigma attached to the disease,
the lack of speecifie¢ training and motivation of the PHC dectors, and the low priority
assigned by the Government to leprosy control. Besides WHO, the Damien Foundation,
Belgium, and the German Leprosy Relief Association (DAHW) are contributing to the
natienal programme. Their asction is locally coordinated by Caritas, Egypt, which closely
collaborates with the Government. For future action, stress will be put on improved case
detection through the training of PHC doctors and intensive health education of the
community. This was started in three provinces in 1988-89, and will be extended to seven
other provinces in 1990-91.

Ethiopia

The country has a populatien of sbout 45 million. Leprosy is considered to be one of
the major public health preblems in Ethicpia. The programme is partially integrated. In
1984, the estimated number of cases was 120 000, with a prevalence rate of about 3 per
thousand. At that time, the number of reglstered cases was 70 809. By the end of 1988,
the total number of registered cases was 31 753, with a prevalence rate of 0.7 per
thousand, During that same year, 4725 new cases were detected. MDT was introduced in
five selected pilot project areas in 1983, then progressively expanded to new areas,; to
reach a MDT coverage of 54.0%. A total of 27 087 cases have completed their MOT
treatment since the beginning of the programme. Several ILEP organizations are
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contributing to the programme, with the German Leprosy Relief Associastion serving as
coordinator. The aspects of the programme which needed improvement at the time of the
introduction of MDT were:

= the standard of diagnosis and eclassification of cases;
- the laboratory szervice;

- the drug distribution system to the health facilities;
- the drug delivery system to the patients;

- the compliance of the patients;

- the health education ¢f the patients and the communicy;
- the follow-up of the patients;

- the rehabjilitation of the patients;

- the recording and reporting system; Q
- the referral system for complicated cases;

- the evaluation of the programme.

In the future, stress will be put on the improvement of detection activities and on a
progressive decentralization of activities,

Gambia

The country has a population of about 800 000, The leprosy control programme is
combined with the tuberculesis programme at the mational, regional and district level,
but is integrated into the PHC system at the peripheral level. At the end of 1988, the
number of patients registered for treatment was 440 (117 PB and 323 MB) piving a
prevalence rate of 0.5 per thousand. During that same year, a total of 200 new patients
(161 PB and 39 MB) were detected, of whom 25 (12.5%) were children less than 15 years old
and 26 (13.0%Z) had grade II disablilities. MDT was introduced in 1984, and coverage of
patients hasz reached 100%4, with 94% of the patients following treatment regularly., A
total of 1694 patients have already completed their MDT treatment. Introduction of MDT
has resulted in a sharp deeline of prevalence: at the end of 1985, 1768 patients were
still on the registers. Three major changes were brought inte the programme when the MDT Q
programme was launched: (i) training and retraining of staff on the modern concepts of
leprosy and tuberculeosis control, (ii) training of community health nurses and village
health workers, and (1ii) review of all registered cases with discharge of inactive cases
and classification and filing of the new patients’' records for the active cases. There
is excellent collshoration with the Netherlands Leprosy Relief Association (N5L), which
is contributing greatly to the national programme, The problems faced by the new
programme are the difficulties of adaptation of the old steff, the stigma against
leprosy, {(which is particularly pronounced among health professionals), and difficulties
of mobility of the supervisery staff and of surveillance of patients after they were
released from treatment.

Ghana

The country has a population of about 14 million and is divided imto ten
administrative regions and 110 distriets. The organization of rhe programme is vertical,
and is based on the leprosy econtrol workers at the distriet level. Not all the districts
are covered, however, and some workers have to cope with two or more distriets. At the
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regional level, the programme is headed by a nonmedical leprosy officer, and at the
natignal level the Leprosy Service, which is part of the Epidemiology Division of the
Ministry of Health, is headed by a medical officer based at Ankapel. At the end of 1988,
there were 10 081 cases registered for treatment (7003 PB and 3078 MB), giving a
prevalence rate of 0.7 per thousand. The number of registered patients hasg dropped from
22 891 in 1982, mainly because of the updating of the registers and discharge of old
patients. A total of 1269 new cases (1022 PB and 247 MB) were detected during 1988, of
whom 11.7% were children, WHO-recommended MDT starxted in 1984, and 2022 ¢sses (657 PB
and 1365 MB) were under MDT at the end of 1988, giving a coverage of 20.1%. A cumulative
zotal of 4707 patients (3700 PB and 1007 MB) have completed their MDT treatment. At the
time of the introduction of MDT, it becamé necessary to retrain the nonmedical leprosy
contrel officers in chaxge of the regions. Thls was done by a training team from the ALl
Africa Leprosy and Rehabilltstion Training Centre (ALERT). The preblems faced in leprosy
conirel are related to the vertical appreach and its inadequate manpowexr. These result
In difficulties in sustaining regular four-weekly clinics, because of the high running
costs, and in poor case-holding. The programme is helped by ILEF, mainly in the form of
drugs and vehicles. A committee has been set up to review the present contrel sirategy
with the view to integrating it inte the FPHC system. Concerning MDT, the target is to
reach a 50% coverage of MB patients by the end of 1990,

A

Guinea

The country is divided inte four regions snd has a population of 6.5 million. Leprasy
contrel is based on the PHC approach, with the "centre de santé, responsible for a -
populatien of 10 000 to 15 000, being the basiec health structure. At the end of 1988,
there were 15 818 patients registered for treatment (1871 PB, 376 MB and 13 571 of
unknown classification), giving a prevalence rate of 2.4 per thousand. This has come
down from more than 74 000 registered cases in 1986, mainly because of an updating of the
registers. A total of 773 new cases (628 PB and 145 MB) were detected in 1988, among
whom about 30% had grade II disabilities and approximately 20% were children. By the end
of 1988, 2247 cases (1871 PB and 376 MB) were being treated with MDT, giving a coverage
of 14.2%. The cumulative number of patients having completed MDT was 862. There is no
national plan of actien, and much of the initiative is dalegated to the three NGOs |
involved in leprogy ¢ontrel activities (Association Francaise Racul Follereau, Qeuvres
Hospitaliéres Frangalses de 1'Ordre de Malte, Mission Philafricaine), without
coordination,

Guinea=Biccau

The country is divided into 3 provinces, 8 vegions and 37 districts, and has a
population of approximately 9530 000 inhabitants. Since 1980, there has been a combined
leprosy/tuberculosis programme, which is being progressively inteprated into the PHC
system and is already partlally integrated. At the end of 1988, there were 1179 patients
registered for treatment (618 PB, 418 MB and 143 of unknown classification), giving a
prevalence rate of 1.2 per thousand. The number of new cases detected in that year was
201 (188 PB and 13 MB}, of whom 22 (10.9%) were children and 6 (3%} had grade II '
disabilities. MDT was introduced in the country in 1986. The regimens used are those
recommended by WHO, but with a two to three months intensive phase of daily rifampicin
treament for the multibacillary cases., The MDT coverage is 100%. Stress is at present
being put on the speeific training of the paramedical staff in charge of the peripheral
health services. This will be followed by the training of community health workers, in
particular, in order te¢ improve early cage detection. A simplified informatien system
was introduced in 1988. The Italian asgocigtion Amici di Raoul Follereau is contributing
toe the programme,
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Liberis

The country is divided inte four regions and has a population of about 2.4 milliom.
The leprosy control programme is still a specialized wvertical programme, but will be
combined with tuberculesis in 1990. At the end of 1988, there were 4529 patients (2926
PER and 1663 MB) registered for treatment, giving a prevalence rate of 1.2 per thousand,
random sample survey carried out in 1976 estimated that 10 000 cases existed nationwide.
The number of new caszes detected in 1988 was 482 (294 PB and 188 MB), of whom 82 (17.0%)
were children, Approximately 19% of the new cases have grade TI disabilities (figure
based on the statistics avallable for the first semester of 1989)., MDT was introduced in
1984 and concerng all the mewly detected cases. A cumulative number of 444 cases (299 PB
and 145 MB) have completed their MDT treatment. There is a rehabilitation project which
provides for sgoclal, surgical and vocational rehabilitation of all patlents, with more
emphasis on young people. Training for two medical officers and 36 leprosy supervisors
hag been given in All Africa Leprosy & Rehabilitation Training Centre (ALERT). The field
workers are trained locally. The German Leprosy Relief Associatien is contributing to
the national programme, Integration of the leprosy contrel activities inte the PHC
system is envisaged for the future,

Madagascar

The country iz divided inte six provinces (Faritany) and approximately 200 medical
districts, and has a population of about 11.2 million. The leprosy coentrol programme is
Integrated into the general health services under the responsibility, at the district
level, of the dlistrict medical officer helped by the "agent des maladies transmissibles”,
and, at the provinecial level, of the provincial leprosy medical officer. At the end of
1987, 25 359 patlents were registered for treatment. The estimated prevalence is between
3 and 7 per thousand. There were 1704 new patients detected in 1988 (1 286 PB and 418
MR}, of whom 74 (4_3%) were children., MDT was introduced in the country in 1985 but is
atil)l limited to the pilot areas and the private centres. By the end of 1988, 2307
patients (1434 PE and 873 MB) were treated with MDT, and a cumulative total of 3 398
cases had completed their treatmenmt. The problems faced include an inadequate system for
collecting the information, late detection, and poor compliance with treatment. A
national plan of action has been designed, with implementation intended to start in 1990,
aiming at the generslization of MDT over a period of five years. A new information
system hag been designed and is presently undergoing a field trial. A technical guide is
in preparation, and a programme of training for the districts medical officers, "apents
des maladies transmissibles" and the paramedicals in charge of the peripheral healch
structures has been prepared. Specific training is also being given to undergraduate
medical and paramedical students. Several NGOz are contributing to the programme,
including Asscciation Frangaise Raoul Fellereau (ILEP coordinater), several religious
missions, Action Internationale Gontre la Faim and Operatrion Handicap Internarional (for
the physical rehasbilitation of patients with disabilities),

Malawj

The country is divided inte 24 districts and has an estimated population of about 8
million. The leprosy centrel programme is fully vertical, with at least one leprosy
paramedical worker per distriet, who visits each clinic by motorbike at regular
four-weekly intervals, and is in charge of the diagnosis and treatment of the patients.
At the end of 1988, a total of 2024 patients were registered for treatment (655 PB and
1269 MB}, giving a prevalence rate of 0.3 per thousand. During that same year, 1127 new
patients were detected (892 PB and 235 MB), among whom 139 (12.3%) were children and
18.3% had grade 11 disabilities. MDT was introduced in the country in 1983, Three
conditions were identified for the introduction of MDT in an area: clinies within
convenient reach of the patients, good laboratories, and management facilties to ensure
the regular issue of MDT. Since 1985, all patients have been treatad with MDT, A
cumulative total of 11 278 patients have already completed their treatment. The relapse
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rate after treatment of PBE leprosy iz 2 to 4 per 1000 person-years of observation.

Type-1 reaction is not more frequent than with dapsons monotherapy, but sometimes appears
after completion of treatment, Stepping of treatment because of rifampicin side-effects
was very rare, and hyperpigmentation due to c¢clofazimine caused no objection to continuing
the treatment. The training of the paramedical workers has been carried out locally.

Two NGOz, the British Leprosy Relief Association (LEPRA) and Trans African Leprosy and
Rehahilitatrion Services (TALRES), are contributing to the programme, Ag a consequence of
the good results obtained with the MDT programme, the prevalence of leprosy has deelinad
so much that there iz a problem of underutilization of staff. The country has therefore
opted to combine leprosy with a skin diszeasze programne.

Mali

The country has 2 population of 8.8 millicn inhabitants, Since 1985, leprosy
contrel, which is congidered as a priority by the Government, has been intsgrated into
the PHC structures. At the end of 1988, there were 22 121 patients (17 874 PBE and 4247
MB) registered for treatment, giving a prevalence rate of 2.5 per thousand. A total of
1524 new patients (1047 PBE and 477 MB) were detected during 1988, of whom 10 (0,7%) were
children under 15 years of age. MDT was introeduced in & pilet area in 1982, then
extended to Bamsko. Three new areas will be ecovered in 1990. At the end of 1988, 731
patients (340 PB and 391 MB) were being treated with MDT, giving a coverage of 3.3%. The
main problems faced in the introduction of MDT are the lack of trained personnel,
difficulties in supervising the monthly doses and In carrying out bacteriological
examination before the start of treatment, With integration, a new training programme
has been developed imn collabeoration with the Institut Marchoux. Finanecial, material and
technical help is given by WHO, OCEAGC, Association Francaise Raoul Follereau, Association
Luxembourgeolse Raoul Feollereau and the German Leprosy Relief Association. Social
rehabiliration of the patients is taken in charge by a local NGO, Association Malienne
Raoul Follersau. Sectors concerned with the training of staff, the equipment of health
structures, the improvement of the information system and health education need to be
strengthened to aecelerate the introduction of MDT.

Mozambique

The country has a population of aboutr 15 millien, of whom 3 million are displaced by
the war. Leprosy control activities are combined with the tuberculosis programme and are
partially integrated into the general heslth structure. The total number of patients
registered for treatment was 24 338 (830 PB, 731 MB and 22 777 of unknown c13551f1¢at10n)
at the end of 1988, indicating a prevalence rate of 1.6 per thousand. During the same
year, 1364 mew cases were detected. MDT was introduced in the country in 1984 but,
because of the political situation, could only be implemented in the capital clty of each
province and in nine districts. At the end of 1988, a total of 1561 patients (830 PB and
731 MB) were being treated with MDT, a coverage of 6.4%. A euwpulative total of 114
patients (74 FB, 25 MB and 15 of unknown classification) have completed their MDT
treatment. The main problems faced by the programme are those caused by the war, the
lack of qualified personmel, the lack of laboratory facilities, the lack of 1nformatlon
and difficulties of transport. Leprosy training is carried out in medical schools
{Faculté de Médecine and Institut des Sciences de la Santé) and during special
workshops., The Italian association Amici di Raoul Follereau is contributing to the
programme, in particular te eontrel, treatment and rehabilitation of the patients.

Nigey

The country is divided inte seven departments and has a population of about 6.7 .
millien. Leprosy control activities are vertically organized and based, in each
department, on one mobile team responsible for the control of the endemic diseases and
immunization. Concerning leprosy, these teams are charged with the detection, treatment
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and follew-up of patients. At the end of 1988, thexe were 6277 patients registerad for
treatment, pgiving a prevalence vate of 0.% per thousand., This has come down from 2.9 per
thousand in 1982, mainly because of an updating of reglsters. A total of 585 new cases
(401 PB and 184 MB) were detected during 1988, of whom 12 (?.1%) were children. MDT was
introduced in the country in 1983 in the Dargol pilot project, and concerned 415 patients
(254 PR and 161 MB) in 1988, a coverage of 6.6%. A cumulative total of 771 patients (744
PB and 27 MB) have completed their treatment. Regularity of treatment is much better
with MDT (85%) than with dapsone monotherapy (40-50%). Surgical rehabilitation is
possible in Niamey and social rehabilitatfon is taken care of by the Association
Nigerienne Raoul Follersau. The problems faced result from the immensity of the country
with a dizpersed population, the shortage of human and material resources, and the lack
of health education. The Association Frangalse Raoul Follereau is contributcing to the
programme. In the near future, a national lepresy control programme will be develaped.
MDT will be intreoduced into two new areas. There is also a plan for a combined
onchocerciasiz-leprogy programme in one area. Training activities will be carried out in
the form of three-menth courses for medical officers, and workshops for paramedical staff
in charge of peripheral health structures, in the hope of progressively integrating
leprosy contrel activities inte PHC,

Nigeria

The country ls divided inte 22 gtates and has a population of about 105 millien. 1In
1987, the federal government declared tuberculosis and leprosy contrel priority
programmcs in the country, and a committee of experts developed & National Tuberculeosis
and Leprosy Control Programme, which has been adepted for the country. The PHC approach
has to Le adopted for its implementation. At the end of 1988, there were 193 713
patients {44 609 PB, 12 078 MBE and 137 028 of known classificatien) registered for
treatment, indicating a prevalence rate of 1.84 per thousand, The proportion of patients
with grade II disabilities among the registered cases ranges from 2 to 50%. It is
estimated that there are over 100 000 cases yet te be found., A total of 5726 new cases
were detected in 1988. MDT was introduced in the country in 1985, but is limited to 11
states, twe of which have achieved a 90% coverage. At rhe end of 1988, 8250 patients
were belng treated with MDT (3299 PB, 4947 MB and 4 of unknown ¢lassification) in the
country, a coverage of 4.3%Z, The cumulative number of patlents having completed MDT was
2251. The main problem faced are the financial constraints, the unavailability of drugs
in adequate quantities, lack of personne) and transportation for field activities, and
other logistics. Several associations are contributing to the programme in some states,
namely, the Netherlands leprosy Relief Association, the German Leprosy Relief
Associatien, the Leprosy Mission, the Friends of Zaria, the Lepresy Control and
Behabilitation Association, and religious missions. There exists a national training
centre in Zaria which, it is hoped, will soon have improved facilities in order to be
able to cope with the huge training needs of the country. In 1988, 18 paramedical
workers and one medleal officer were trained locally.

Bwanda

The country haz a pepulation of approximately 6.8 million inhabitants. Leprosy
control activities are partially integrated into the general health services where the
sereening of suspected cases and treatment of patients takes place. Confirmation of
diagnosis and gupervision are carried out during the regular three-monthly visits of the
mobile teams of the "Service National de Lutte Contre la Lépre (SNLCL). These cteams are
also responsible for the delivery of drugs to the health centres, health education, and
on the job trainring. At the end of 1988, there were 1065 patients registered for
treatment (56 PB and 1009 MB), indicating & prevalence rate of 0,16 per thousand. The
number of new patients detected during that year was 31 (19 PB and 12 MB), of whom 6 were
children (1%9.4%) and 7 (22.6%) had grade Il disabilities. MDT was Iintroduced in the
country in 1%81. At that time, the regimens adopted were different from those
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recommended by WHO. The WHO MDT regimens were adopted in 1988, and concerned 183
patients (30 PB and 153 MB) at the end of the year (17.2% coeverage). A cumulative total
of 204 (96 PE and 108 MB) patients have completed their MDT treatment. The problems.
faced by the programme mainly ceneern the Integration of leprosy control activities into
the geneval health services. There are several reasons for these problems, including the
the frequent transfers of personnel, the lack of manpower trained in leprosy, the lack of
motivatien of staff often overburdened by other duties, and the fear of leprosy, even
among doctors and paramedical staff. One medlcal officer followed 2 formal training in
ALERT. Paramedical workers are trained locally (70 paramedical workers have followed a
three-day course in Kigali). The Damien Foundation, Belgium, has been contributing to
the programme zince 1964, A new agreement was signed between the Government and the
association in 1986, and a committee 1s responsible for the coordination and evaluation
of activities. In view of the rapidly dectreasing leprosy problem, it has been decided to
develop a combined leprosy-tuberculosis programme, which should start in 1990,

Senegal

The country is divided inte 10 administrative regions and 30 deparcments, and has a
population of approwimately 7 million., Leprosy control activities are under the
responsibility of rhe 9 "secteurs des grandes endemies", Detection, treatment and
follow-up of the patients are carried out at the headquarters of the sectors, the leprosy
settlements, some peripheral health structures, and by the mobile teams. At the end:of
1988, there were 11 554 patients registered for treatment (7580 ¥B and 3974 MB),
indicating a prevalence rate of 1.7 per thousand. The number of new cases detected .
during that year was 506 cases (393 PB and 113 MB), among whom 43 (8.5%) were childxen
and 34 (10.7%) had grade Il disabilities. MDT was introduced in 1982 in a pilot area,
then expanded to a few other departments in 1985. Since 1986, the rate of expansion has
been two departments per year. At the end of 1988, there were 1453 patients under MDT, a
12.6% coverage., Besides early detection and treatment of cases, the programme is also
based on the prevention of disabilities. This is done through health education of
patients, training of personnel im charge of distributing drugs to patients and social
workers to detect reactions and neuritis, and produection of protective footwear. The
problems mainly concern the difficulties of regular follow-up of patients by medical ox
paramedical personnel. The German Leprosy Relief Association, the Fondation de 1*0rdre
de Malte and the Association Sénégalaise d'Aide gux Lépreux are contributing te the
programme. Training is carrvied out at the Dakar Institut de Léprologie Appliquée: §
medical doctors and 28 paramedical workers were trained in 198%.

Slerra leone

The country is divided inte four regions and has a population of approximately.3.%
million. The leprosy control programme is vertically organized, with aetive and passive
¢ase detection, Treatment is ambulatory in principle, but there are thrae leprosy
hospitals and one orthopaedic technical centre for referral. At the end of 1988, there
were 2495 patients registered for treatment (1309 PB and 1186 MB), indicating a
prevalence rate of 0.6 per thousand. During that year, 1023 new patients (902 PB and 121
MB) were detected, among whom 210 were children (20.5%) and £.6% had grade II
dizabilities. MDT was introduced in the country in 1983, and concerned 15341 cases (539
PB and 1002 MB) at the end of 1988, a coverage of 61,84, A cumulative total 4318 .
patients have completed their MDT treatment. With the introduction of MDT and the shorter
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duration of treatment, the prevalence has come dewn rapldly, compliance and follow-up of
patients have improved, but the worklead of the personnel has remained the same or even
inereased. The problems faced econcern the stigma attached to leprosy resulting in late
detection, nonacceptability of leprosy patients in general hospitals, high costs and
difficulties of transportation, and the limitations inherent in a vertical programme ,
Tralning is ecarried out at the Masanga Leprosy Hospital, the University of Sierra Leone
and the Paramedical School and, In 1988, concerned 4 medical students and 60 paramedical
workers in 1988. Health education werksheps have also been held for the medical and
paramedical personnel. It is planned gradually to combine leprosy and tuberculesis
contrel programmes In the future., The German Leprozy Relief Asseciation and the British
Leprosy Relief Association are contributing to the programme.

Somalia

The country is divided inte three zones, with an average of six regions each, and an
average of five districts per vegion. The pepulatien is about 7.1 million inhabitants.
Leprosy is mostly prevalent in the southern area. The control programme is in the
process of integration inte the PHC system. Leprosy control activitiez are particularly
developed in the seven mozt endemic regions, where one paramedical worker is responsible
In each district. A mobile team supervises the activities by regular vigits., Two
leprosy hospitals are available, one in Mogadishu and the other in Gelib. At the end of
1988, there were 746 patients (363 PB, 378 MB and 5 of unknown classification) reglstered
for treatment, indicating a prevalence rate of 0.1 per thousand. The number of new cases
detected during that year was 165 (83 PB and 82 MB), ameng whom 28 (17%) were children,
and 17% had grade 1I disabilities. At the end of 1988, MDT was being given to 661
patlents (308 PB and 353 MB), a coverage rate of 88.6%. The cumulative number of
patients who have completed MDT is 1034 (644 PR and 440 MBY. The main problems faced are
the shortage of resources (drugs, transport and laboratory equipment}, unsatisfactory
supervision and evaluation, and & poor information system (although this haz gince been
improved). Training is ecarriad out locally, and has covered 21 deoctors and 55
paramedical workers in 1988. WHO, Order of Malta, World GConcern International, lslamic
African Relief and other NGOs are contributing to the programme,

S5udan

The country is divided into eight provinces and has a population of approximately
23.8 million. Leprosy control activities are fully integrated into the general health
services. At the end of 1988, there were 51 716 patients registered for treatment
(17 999 PB, 26 997 MB and 6720 of unknown classification), indicating a prevalence rate
of 2.2 per thousand. The number of new patients detected during that year was 1980 (480
PB and 1500 PB), among whom 563 (28.4%) were children, and 75.7% had grade II
disabilities. MDT was started in the country in 1987, and concerned 6450 patients (880
PB, 3220 MB and 2350 of unknown classification) at the end of 1988, a coverage of 12, 5%,
A cumulative total of 870 patients (680 PB and 190 MB) have completed their MDT
treatment. The leprosy contrel activities are handicapped by the limited available
regources, the weak health services infrastructure, particularly in the highly endemic
areas, the lack of trained personnel, the acute shortage of transpert facilities, the
lack of laboratory diagnostic facilities, the lack of drugs and of relisble delivery
systems, a very strong stigma and the lack of health education activities. The German
Leprosy Relief Association, a Catholic mission and the Catholic GChurch are contributing
to the programme. Other NGOs are also invelved, but without coordination with the
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Government. A natiomal training cenmtre exists in Wau, but because of the prevailing
security sltuation in the area, few activities have been carried cut in this centre since
its inceprien. On-the-jeb training was given to 45 paramedical workers in 1988 and the
first half of 1989,

United Republic of Tangania

The country is divided inte 25 regions with three to seven districts each, and has a
population of about 25.4 million. fThere is a combined leprosy-tuberculosis programme
which is fully integrated into the PHC structure. At the end of 1988, thers werec 9305
patients (4285 PB and 3020 MB), indicating a prevalence rate of 0.4 per thousand.
Estimated prevalence 1s, however, between 1 and 2 per thousand. A total of 3610 new
cases were detected in 1988 (2724 PB and 886 MB), of whom 355 (9.8%)were children, and
la% had grade 11 disabilitiesz., MDT was introduced in the country in 1982, Except for
some 320 patients treated at the Ndanda Hospital, the regimens used are different from
those recommended by WHO. At the end of 1988, there were 7565 patients under MDT (3820
FB, 3425 MB, and 320 of unknown clagsification), a coverage of 81.3%. A cumulative total
of 11 146 patients (8870 PE and 2276 MB) have completed their MDT treatment. :
Introduction of MDT has resulted in a rapid reduction of the cazse-logd, since more than
42 000 patients were still registered in 1982. The same trend has not been observed in
the detection rate, whiech has remained more stable. The attendance rate has increased to
over 80% for PB cases, and 72% for MB cases. The problems faced sare mainly caused by
difficulties in transportation and, thus, difficult access to patisnts. In 1988, three
docters were trained in ALERT, and over 200 paramedical workers were trained locally,
The programme is supported by the German Leprosy Relief Association and the Netherlapds
Leprosy Relief Association., Many national NGOs are also collaborating, such as Ndanda
Leprosy Mission and the Kelandoto African Inland Church. ‘

Togo

The country has a population of about 2.2 million. Leprosy control activities ave
esgentially vertical. At the end of 1988, there were 3987 patients registered for
treatment (2504 PR and 1483 MB), indicating a prevalence rate of 1.7 per thousand. The
nurber of new patients detected during that year was 408 (332 PR and 76 MB), of whom 50
(12.3%) were children, and 16.4% had grade I1I disabilities. MDT was introduced in the
country in 1986, and concerned 187 patients (100 PB and 87 MB) at the end of 1988, =&
coverage of 4.6%. A cumulative total of 176 patients (102 PB and 74 MB) have completed
their MDT treatment. The structures are very favourable for the genervalization of MDT,
and coverage should be 100% by 1995. The population has relatively easy access to health
serviceg, and qualified personnel exist throughout the whole territory. Concommitantly,
leprosy contrel activities will be progressively kntegrated inte the general health
structure. The German Leprosy Relief Associatiom is contributing greatly to the
programme. Training is carried out at the Dakar Institut de Léprolegie Appliquée (one
doctor in 1989) and at the Institut Marchoux in Bamako (five paramedical workers and:
leprosy supervizers trained in 1987).

Uganda

The country is divided into 10 regionms and 33 districts, and has a population of .
about 17 million. Leprasy control activities are partially integrated into the general
health structure. There were 10 613 patients registered for treatment at the end of
1987, indieating 2 prevalence rate of 0.8 per thousand, with a preportion of MR cases
between 15 and 25%. New case detection rate is estimated at 6 per 100 000, MDT was
introduced in the epuntry in 1983, TIn some areas the programme has been interrupted
because of social imstability. About 30% of the registered patients were under MDT at
the end of 1988, Skin smear microscopy is still only possible in leprosy hospitals and
centres and there is a lack of & satisfactory system of quality control. Specialized
services for the treatment of complications of leprosy are also only available in the
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leprosy centres at Buluba, Kumi, Kuluva, Morulem and Kagande. As there was no naticenal
leprosy control programme, there was no coordination of the work dome by the varicus NGOs
and the local district administrations. This resulted, among other problems, in a very
peor notlflication system. From June 1988, plans were initiated to develop a combined
Uganda tuberculosis/leprosy programme, Leprogy is now ineluded in the curricula of all
medical, paramedlical and nursing schools in the country. Refresher courses are also
glven te existing leprosy centrel staff, general paramedical staff, and junier leprosy
control supervisors. A total of 188 medical students and paramedical staff were trained
in 1988. Medical officers continue to be sent to ALERT, The German Leprosy Relief
Association and the Francisean Miszsionary Sizters for Afriea contribute to the programme.

Zaire

The country is divided in 306 zones de santé or health districts, with an average of
20 health centres each, for a total population of about 34 million. The programme, as
planned by the Bureau National de la Lépre, 1g in the process of integration inte the PHC
system, but is still vertical or only partially integrated in some areas. At present, it
covers 185 zones de santé, or a population of 13.3 millien. The total area zhould be
covered by 1997. At the end of 1988, 13 242 cases were registered for treatment {10 066
PB and 3176 MB), indicating a prevalence rate of 0.4 per thousand countrywide. In
relation toe the population really covered by the programme, the prevalence rate would be
about 1 per thousand. There were 2746 new cases (2376 PBE and 420 MB) detected in 1988,
among wheom 203 (7.4%) were children and 356 (13.0%) had grade II disabilities. MDT was
introduced in the country in 1982 with regimens different from those recommended by the
WHO. 8ince 1988, the WHO regimens have been adopted as the national treatment policy.
At the end of 1988, 8799 patients were undexr MDT (6343 PB and 2454 ME), a coverage of
66_4%. Regularity of treatment is 74%. Constraints faced by the programme are many:
lack of finances, lack of motivation, geographie and climatle difficulties, lack of
material for transport and administration, lack of trained personnel, Inadequate
functioning of many district health centres. Several NGOs are contributing te the
programme: Damien Foundation, Belgium (ILEP Coordinator), American Leprosy Missions. The
Leprosy Mission Internatiomal, and Fendation Pére Damien (FQFERDA). Training is carried
out locally, directed in sach health district by the medical officer in charge, one
leprosy szupervisor, and 10 paramedical workers in charge of the health centres. A tetal
of 60 doctors and 132 paramedical workers were trained in 1988.

Zambia

The country is divided into nine provincesz and has a population of about 7.8 millien.
The leprosy contrel programme is combived with the tuberculesis programme at national
level, but is fully integrated into the general health services and the PHC system. At
the end of 1988, there were 7469 patlents replstered for treatment (2263 FB, 4601 MBE and
605 of unknown elassification), indicating a prevalenmce rate of 1.0 per thousand. There
were 529 newly detected caszes in 1988 (267 PB, 251 MB, 1l of unknown classification),
among whom 57 were children (2.8%). MDT was intreduced in the country in 1983, and is
being progressively started in the districts (at a rate of ten new districts every year)
until total coverage iz achieved, which i= planned for 1991. At the end of 1988, 6095
patients were under MPT, a coverage of 81.6%. MDT introduction has resulted in a rapid
decline of prevalence. A programme of community-based rehabilitation has also been
developed. Tralning is carried out in ALERT (three paramedical workers in 1988) and
locally (16 paramedical workers). The Sasakawa Memeorial Health Foundation, the
Netherlands Leprosy Relief Association and the Leprosy Mission Intermational are
contributing to the programme.

Zimbabwe

The country is divided into eight provineceszs and 55 districts, and has a population of
about 9.1 million., When the programme was established in 1983, as there were few staff
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trained in leprosy among the general health personnel, eight general health workers were
trained in leprosy and appointed as provineial leprosy officers. These officers
werecharged with the implementation of MDT in the provinces, and with the in-service
training of peneral hezlth staff. Additionally, a total of 24 leprosy scouts were
employed in areas of high endemicity for the detection of new cases and the follow-up of
defaulters. The programme iz new in the process of integrvation within che general healch
structure. At the end of 1988, there were 378 patients registered for treatment (82 PB
and 296 MB), indicating a prevalence rate of 0,04 per thousand. This has come down from
about 6000 patients reglstered in the 1970s. The majority of patients are found in rhe
least developed parts of the country, aleng the border with Mozambique and Zambia, The
number of new cases detected in 1988 was 106 (57 PB and 49 MB), of whom 3 {(2.8%) were
childyen and 38 (35.8%) had grade IT dissbilitiez. MDT was introduced in the countyy in
1984, and concerned 322 cases (77 PB and 245 MBY, at the end of 1988, a coverage of
85.2%. A cumulstive total of 2310 patients (1529 FB and 781 MB) have completed their MDT
treatment. The problems faced by the pregramme concern its integration which has become
& priority because of the rapid decrease in prevalence and thereby in the Q
cost-effectiveness of the programme itself, Leprosy has to compete with many other =
health problems; it is difficult to obtain the interest of the general medical and
paramedical perseomnel, particularly in view of the present lew prevalence rate,
integration may net be very well accepted by the patients themselves. There is,
moreover, still a great shortage of health personnel, and especially of staff trained in
leprosy. As a result of the training courses given at the Harare Leprosy Hospital, two
or three nurses or health assistants can now be found in almost each distriet. Further
integration is likely to lead te fewer patients being seen by any health worker which
would make it difficult for them to maintain the skills particularly in view of the very
low incidence. At present, many district medical officers, health inspectors and nursing
officers cannot supervise the leprosy work of their staff. Training of personnel must be
transferred to the medical and paramedical schools, This has been done since 1984 for
medical undergraduates. Leprosy workshops are alse organized in the districts. The
Italian asseciation Amici di Raeul Follereau, the Zimbabwe Leprosy Association and the
Lepresy Mission of Zimbabwe are supporting the programme.

No presentations were made by Gabon, Kenya and Merocco. Statisties available foﬁ

these countries are, however, included in Annexes IT and ITI.

NORGOVERNMENTAL ORGANIZATIONS INVOLVEDR IN LEPROSY CONTRQL IN AFRICA

International Federation of Anti-leprosy Associations (ILEP}Y

The Federation was created in 1966 and at present includes 22 associations, of which
17 provide support in Africa. The total budget planned te be spent in Africa In 1989 is
U8522.75 million. At the end of 1988, ILEP-supported projects in Africa reported a total
of 397 175 patients, of whom 279 378 were under chemotherapy, or some 30% of such
patients reported for the African continent.

ILEP Members support a wide variety of anti-leprosy activities
- national programmes in cooperation with governments:
- other leprosy control programmes with defined geographic areas:

- major training imstitutions, notably ALERT in Addis Ababa, the Institut Maréhoux
in Bamako, and the Institut de Léprologie appliquée in Dakar;

- a wide range of other training seminars and bursaries, as well as health
education activities and support to local assoclations;
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- social, economic and physieal rehabilitation programmes for people who have
had leprosy;

- research elther In centres such as the Armauer Hansen Research Institute in
Addis Ababa, or field trials, such as the vaccine study in the Karonga area of
Malaw] .

Some projects are leprosy-speeifie, others are combined with other diseases, others
are integrated with primary healrth care to a greater or lesser degree. £ach member
assoclation 1s autonomous and mannexs of werking can vary considerably, but all seesk to
be leoked on by lecal governments and authorities as pertners, actively invelved in the
development and running of projects.

The prime purpose of the Federation 1s to provide mechanisms through which the
members can coordinate the suppert that they give to anti-leprosy work., The aim is to
avoid overlaps and give a basis for cooperation where necesgary. Coordination takes
place in three main ways: (i) regular siz-menthly meetings of members: (ii) the work of
ILEP coordinaters in the countries, and (iii) the information collected by the
Coordinating Bureauw on all projects supported by ILEF members,

The ILEP Medical Commission was created to give medical adviece to the member
associationz. It has five members, each responsible for one discipline, namely leprosy
contre), research, rehabilitation, therapy, amd training. ILEP has developed a good
example of effective coordination between donor agencies. Awareness of the importance of
natlonal programmes in bringing MDT to all who have leprosy leads to more cooperation
with governments by ILEP members and leads governments into greater involvement in worlk
against leprosy., The contribution of ILEP members can be important im providing
expertise, resources, and flexibility in working practices,

Internationa progsy Association (TILA

The Association is an independant organisation, but its success depends on the good
will and e¢ellaboration of natichal gevermments, the World Health Organization and its
regional ¢ffices, ILEP and other bedies. Its objectives and ways of working were
outlined during the opening ceremony of the Conference. A call is reiterated for the
publication of the results of basic and applied research in the "International Journal of
Leprosy and Other Mycobacterial Diseases",

Institut rchoux, OCCGE

The Institut Marchoux 1s a WHO collaborative research and training centre for leprosy
In Western Africa. The objectives of the Institute are

- training of physicians and nurses for work in leprosy, particularly with respect
to MDT implementation;

- adviging in the planning of natienal MDT programmes (In collaboration with WHO);

- conducting applied research in the fields of therapy and epidemiclogy of
leprosy.

After a two-year crisis, the Institute has made a new start and will resume its
training and sdvisory activities by January 1990.

Training activities are puided by four principles: (i) training must be adapted to
the needs of the countries; (ii) it must be shorxt; (iii) it must be oriented towards the
implementation of MDT programmes; (iv) it must train future trainers.

e
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Training sessions organized at the Institute concern regional medical officers
(three-month training), leprosy supervigers (six-month training), and laboratory
technicians (two weeks); there is alse a special certificate in dermatology-leprology
{three years at the Institute and ene year in France). Workshops and refresher courses
an MDT are also organized in the countries. A surgical team can be sent to the countrics
at their request to operate and traln general surgeons in reconstructive surgery for
leprosy.

Advisery activities cover the evaluation of training needs and the development, .
implementarion and evaluation of natienal programmes, with special reference to MDT.

Applied research activities concern the treatment of leprosy, as well as subjects
such as the evaluatlon of MDT field projects or the development of a rapid method for the
assessment of leprosy prevalence. \

Aide aux Lépreux Emmafis-Suisse (ALES)

Thizs asseciatien Is working in 35 countries, and among them 12 countries in Africa,
and is the ILEPF eoordinater in Camercon, Central African Republic, and Morocco.
Concerning collaboration with the governments with respect to the extension of MDT
programmes, it seems that govermments have firmly committed themselves to MDT programmes
but that finaneial and administrative efforts are still ineufficient. Other difficulties
faced are:

- a lack of qualified and motivated persomnel;

- the use of MDT repgimens different from those recommended by WHO:

- the lack of surveillance of patients having completed MDT;

- abrupt breaks in treatment because of difficulties with the drugs delivery
system.

The Association is ready to continue its collaboratien with the African countrias,
particularly in the fields of:

- training;

- the supply of specific drugs, with the exceptien of dapsone which should be
taken in charge by the goverrments: :

- participation in the provision of vehicles and material necessary for a goad
implementation of MDT, ‘

In counterpart, it is hoped that governments would show a firmer motivation for
leprosy control, as expressed im a greater financial participation and the issuing of
regular guidelines on the correet implementatiom of MDT programmes.

American Leprosy Missions (AIM)

Beginning in 1985, American Leprosy Misgions established a poelicy that programmes.
with which it has significant involvement should be strongly encouraged to implement
multidrug therapy. ALM has been involved in ten countries in Africa, and in Five of
these, namely, Ethiopia, Liberia, Malawi, Tanzania and Zaire, Mara Disztriet. The
fissociation plans to continue support of chemotherapy programmeés in Benin, Ethiopia,
Liberia, Malawi, Tanzania and Zzire. It intends to increase emphasis on rehabilitatien.
In addition, ALM is eager to assume a partner relationship with the Ministry of Health of
Angola, in order to develop adequate leprosy concrol with MDT. Besides its invelvement
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in Africa, ALM is also workinmg in six countries in Seuth America and in nine Asian
countries, providing since 1985 approximately US53.5 millien to support MDT projects. A
further expenditure of about US$1.3 million is planned for 1990 for implemencation of
MDT.

Amici di Raoul Follereau (AL}

The Association has been working in the field of leprosy control for the last thirty
years, and works at twe different levels: (i) as a NGO collecting funds from individual
denors in Italy, and (i1) as an organization managing seme projects under the cooperation
programme of the Italian Fereipn Ministry. The Association is working at national level
in live countries in Africa: Cape Verde Islands, Ghana, Guinea Bissau, Mozambique and
Zimbabwe. The situation of MDT implementation iz quite satisfactory in Guinea and
Zimbabwe, but less so In Chana and Mozambique, and the Association is trying to find wavs
of improving it, in cellaboration with the local hezlth asuthorities.

In the Cape Verde Islands, a project will start im 1990 to increase MDT coverage.
The Association is committed to exploring ways, with the local health authorities of the
countries ¢oncerned, to improve leprosy control, especially with regard to the
implementation of MDT.

Assoeciation Frangaise Raoul Follereau (FF)

The Azsoejation is invelved in leprosy contrel in more than 18 countries, especially
in French-speaking Africa, in the form of technical or finmancial contributions. The
preblems faced Inm the endemic countries eoncern financial, geographic and administrative
constraints, rhe latter particularly in the form of frequent changes of personnel. The
Association makes suggestions concerning traiming and the development of programmes.
Training at all levels is a fundamental need but zpecifie aspeets could be improved, such
a5 the content and duration 6f training in terms of moye flexible curricula adapted Lo
the needs of all types of personnel, Leprosy control programmes should include education
(including health education of the community), treatment and rehabilitation. To avoid
overlapping and conflict, national leprosy control programmes should be developed to
Include all thege aspects. This should be done by the national autherities in
collaboration with all the organizations invelved, undeyr the responsibility of one
coordinater. These are the conditions for real progress in {mplementation.

British leprosy Reljaf Association (LEPRA}Y

The aim of the Assoclation is the eradicatrion of leprosy. It recognizes the need for
integrating leprosy activities inte the gemeral health structures, once a purely vertical
programme has made it pessible to reduce the prevalence and case detection rates to a
manageable size. In that respect, leprosy should be covered in sgtandard currieula, aleng
with other endemic diseases. LEPRA has therefore signed a collaborative agreement with
WHO to investlgate needs, and iz committed to help satisfying them by supplying, net only
tcaching and learning materials, but also consultants in curriculum development. LEFRA
will alse continue to publish "Lepresy Review", and to support ALERT, provided it can
supply the training needed by the African countries. The Association is &lsv in charge
of the major vaccine trial and epldemiological study in the Karonga Prevention Study in
Malawi, with WHO and ILEP asslstance and support. This has permitted not only the
vaccination of over 120 000 people with various combinations of BCG and killed M, leprae,
but iz also an ideal data set in which to study the epidemiology of lepreosy in great
detail and the possible linkage between leprosy and HIV or AIDS, The association would
be pleased to support the creation of a dermatology (ineluding leprosy) training centre
in Tanzanla, provided that a number of countries in the region are willing for leproay
control to be coupled with dermatology rather than with tuberculosis,
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Damien Foundation (DFB)

The prime objective of the Associatjon is the organlzation and funding of leprosy
control activiries. Up to 1988, the total budget spent on leprosy contyol activities was
about U5570 million, and the funds available for programmes are about US$5 million a
year, The interventions in Africa are all integrated parts of national leprosy control
programmes, namely In Burundi, Comores Islands, Epypt, Eguatorial Guinea, Rwanda, and
Zaire. Where possible, leprosy control activities are integrated in the basic hzalth
system. Some difficulties are encountered at this level:

- the basiec health system 1s sometimes non-functional at peripheral level;

- general health perconnel are sometimes not motivated te take on leprosy control
activities; ‘

- the stigma often attached to the disease;

- the difficulty in training general health staff in the diagnosis and treatment
of leprosy when the disease becomes rare, as is at present the case in many
areas,

Where integration is not possible, vertical programmes are the only way to reach
patients. Combination with other programmes broadens the basis of action, increases.
efficiency, and raises the interest and motivatiom of the general health personnel. Te
get the necessary political invelvement and to motivate the people working at local
level, the sgsoclation feels it is impoxrtant te have an official apreement signed W1th
the government concerned to clarify mutual responsibilities and to define precise
objectives and targets.

German Leproszy Relief Association (DAHW)

The Association started its leprosy work in Africa in 1957, and has been supporting
activities in more than 20 countries since that time. At present, it has leprosy control
agreements with the health authorities of Ethiopia, Liberia, Senegal, Sierra Leone,
Tanzanla and Tege. Other countries asre also supported by the Association through fellow
ILEP members. DAHW has been jnvelved in MDT programmes since 1973, and is interested in
incxeasing the use of MDT. Togo is a good example of a country where a tripartite .
agreement for a national leprosy programme based on MDT is going to be concluded between
the government, WHO and the Association. In the other countries alse MDT already covers
large areas and will scon cover the whole country. In Tanzania, the Association is
supporting a combined leprosy/tuberculosis programme. Such integration is proceading
step by step In Sierra Leone, and is planned in Liberia for the next year. The
Association faces big problems in Sudan where leprosy control has almost completely
broken down because of rhe war and natural dizasters. A seminar on leprosy to be held
soon in Khartoum is, however, seen as a sign of the good will of the Government for .
constructive 1eprcsy work,

DAHW ¢onsiders that natienal leprosy control programmes should be based on MDT but
should also include disability prevention and health education. The Asseclation wants to
be considered as a partner in the fight against lepresy in Africa, and stresses the need
for constructive cooperation between governments, WHO and NGOs.

Netherlands lLeprosy Relief Association (NSL)Y

The aim of the Association iz te promeote the fight against leprosy in the developing
countries, regardless of race, politics or religion, through a strategy defined as
"health services strengtbening“. All activities are carried out in collaboration with
the natiomal health authorities, within the framework of the natieonsl health servicés,
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according to locally specific needs. Cooperation aims at systematic improvement of the
exlsting health services in order to achieve local self-reliance. Cooperation agreemonts
between the responsible authorities and the NSL are laid down in project documents which
deseribe in detail the strategy, organization, objectives and targets, as well as the
contributions made by both parties. The more specific objectives of NSL are: (i) to
promote the Lmplementation of the WHO-recommended MDT regimens in order to reach full
coverage; (ii) to promote the gradual integration of leprogsy control programmes inte the
general health services bazed on the PHC approach; and (iii) te promete the development
and distribution of appropriate teaching and learning materials for all levels of
persormel involved in leprosy control.

In 1989, NSL supported 539 leprosy control projects in 19 countries in Africa, Asia,
and South America, In Africa, NSL, in seme cases in collaboration with other ILEP
membets, supports lepresy contrel programmes in Ethiopia, Gambia, Kenya, Nigeria, and
Tanzania. In additlon to these activities, the Association is giving growing attentien
to scientific reseavch, mainly in the fialds of immunolegy and health systems research.

3 awa Memoria xalth Foundation (SMHF

The Foundation is a private organization, based in Japan, which has the objeczive of
contributing to the welfare of the pecple in the world by supperting the health
programmes of natieonal governments of the third werld, in particular, their leprosy
programmes. Its position among ILEP members is exceptional for two reasons: (i) as a
rule, it works through the central govermments of leprosy-endemic countries: (ii) it does
not depend an public fund raising, but has a single source of funds, the Japan
Shipbuilding Industry Foundatiom (JSIF). Its activities are closely associsted with
those of WHO sud ILEP. The ce-sponsorship of this meeting is a zign of the collaberation
between WHO and SMHF.

The Foundation, due te¢ its size and structure, has to depend on other crganizations,
mainly WHO, for technicsl expertise, planning, monitering, and evaluation of the

programmes. In penexal, a tripartite agreement is signed between the government
concerned, WHO and the Foundation,

The main concern of the Foundstion is the public health aspect of lepresy, and this
is met by emphasizing the natjionwide implementatien of MDT. SMHF ig currently inveolved
in the MDT programmes of twelve leprosy-endemic countries, mostly in Asia. The only
country where it 1s presently directly invelved in Africa is Zambia., This is likely to
change in the near future. In terms of numbers, the immediate plan is to support MDT
programmes covering 500 000 cases. The Foundation also has & definite interest in
research activities in leprosy. Prerequisites for supperting a government are the
government's commitment to leprosy centrol and the existence of a realistic plan for MDT
implementstion. Depending on actual needs, the vole of the Foundation may simply be as a
supplier of drugs and equipment, of financing some activities such as training, or being
involved in monitering and evaluation, either alone or with WHO or other 1LEP members.

The leprosy Mission International (TIMI)

The work of the Associatlon started in 1874, It is mainly involved in Asia, where it
iz regponsible for over 400 000 patients. As a mission, it is concerned with the quality
of life of the leprosy sufferers, and s involved in leprosy control programmes,
training, health education, disability prevention, and rehabilitation, Initially, the
Assoclation assisted the medical work of missions and churches. Now it runs centrol
programmes, referral centres and rehabilitatien projects, and is increasingly working
with or on behalf of governments on specific projects. The Aszsociation is at present
rejatively little involved in Africa, since the budget for 1989 is "enly" US5$1.5 million
(less than 20% of the total budget), but is open to extending its aetivities. Several
challenges are to be faced by the Association, and answers have to be feund to the
following questions:
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- How to respect the rights of the govermments and of the donors, and be
accountable to both?

- What iz the future for a miszion In an sge of national programmes and integrated
health services?

- How can the rights of the leprosy patients be ensured, in regard to treatment,
health, and dignizy? '

CONCLUSIONS OF THE GROUP DISCUSSIONS

1. Qrganization of leprosy control

(a) Commitment and prierity setting

Leprosy control in Africs is the responsibility of each nation. There must thus be a
strong political commitment to leprosy eontrol on the part of political leaders and
decision-makers in each country, and dedication to that commitment by health werkers. It
is absolutely erucial that the governments indicate that they give high priority to
national lepresy control programmes, The oppertunity offered by MDT to schieve contrel
quickly musr be grasped.

{(b) Planning and targets

MDT can be successfully implemented only if a ¢ootrdinated, time-limirved, ,
target-oriented plan of action is formulated. Many of the countries in the African
continent have only recently formulated, or are yet to formulate, such a plan of action.
This delay has largely resulted in the unsatisfactory implementation of MDT in the
continent. Each country therefore should, as 2 matter of urgency, give the necescary
political commitment and support, so that high priority is accorded to leprosy contrel.
Also, where thiz has noet been done, a time-limited, target-oriented, national plan of
aetion covering a peried of three to five years, depending on the naticnal economic
development plan, with anmual budgets, wmust be formulated at ecuntry level by invelving
all the necessary parties, such as state and national governments, NGOs, WHO, bilateral
agencies, etc. The plan of action could slso help effectively to promote the
mobilization of external resources., The national plan of action should include:

- situation analysis,

- objectives,

- targets,

- selection of priority strategies for control,

- resources requirements and mobilization, in terms of money, manpower (training
end retraining), materials (drugs, equipment, ete.), .

. health educstion and cemmunity participatien activities,

- information support system,

- supervizion and monitoring,

- surveillance and impact assessment,

- budpget,

- research needs,
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{c) Health infrastructure and integration

In general, vertiesl pregrammes do not provide comprehensive and continuous health
care and do not allew for efficient use of available resources; they also perpetuate the
stigma attached to the disease. 1In view of the requirements of an efficient leprosy
control programme based on MDT (supervised monthly treatment, follow-up of patients,
atc.), integration of leprosy control activities within the general health services is
essential. This integration is best achieved at the distriet operational level based on
the PHC approach. Integration means that leprosy eontrol aetivities zhould be part of
decentyalized, comprehensive and permanent health services as close to the community as
possible. Specialized technical support for lepresy contrel activiries sheuld remain
available within the Integrated programme.

It is imperative that leprosy control tasks be defined for the various levels within
the district, The outline of tasks for the different levels of the PHC system, as
discussed in the Report of the Consultation on Implementation of Leprosy Contrel through
PHC, held in Geneva, 16-18 June 1986 (WHO/CDS/LEP/86.3) serves as a useful guide for
individual countries.

Acceptance of integration by health workers of the health services, including staff
of the vertical programme, is a prerequisite to success. The existence of adequately ./
functioning health services is essential for intepratien, Existing well-functioning
vertical programmes should be used to develop general health services where the latter
do not exist.

The integration of vertical programmes inte the general health serviees requires
careful plsnning and implementation., NGOs supporting leprosy contrel should be invelved
in the planning process. Health gystems ressarch could be useful in guiding the process
of Integration.

Elueprints for the integration of vertical programmes cannot be universally applied
and must be adapted to local situations. 1In this regard, the steps outlined in the
above-mentioned WHO report may be useful for individual countries.

Although combined vertical programmes (e.g., leprosy/tuberculosis or leprvosy/skin
diseases) can lead to more efficient use of resources, they are not to be recommended
becausze they are prone to the limitations of vertical programmes, In certain
situations, howaver, such a combination might be a useful intermediare sctep to
integratleon.

In Integrating leprosy contrel programmes into general health services, equity and
quality of care should be assured. ‘.’

2, cific activities for lepros O
(2) Case~detection

Among the problems faced in many countries in implementing leprosy control
programmes ara low detection rate and late detection. These have resulted in late
treatment with its attendant problems of physical disabilities. With the integration of
the leprosy control programme inte an effective PHC infrastructure, it is expected that
the community health workers, given the basic training In lepresy, eould play a piveral
role in case-finding, since they reside in the communities where the patients are. It
1s important, however, to add that a suitable referral backup is essential.
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(b) Case-holding

All patients registered for treatment should be treated with the WHO-recommended
MDT. The problem of non-compliance of patients currently exists in most of the
countries as a result of lack of treatment supervision and inaccessibility of health
facilities. Treatment defaulf ¢an be minimized by: (i) intensive health education; (ii)
efficiency in serviee delivery, especially during supervised dyug intake; (iii)
utilization of the community head or village superviser for the monthly intake of drugs:
(iv) development of combined formulations of drugs to ensure patients compliance; (v)
giving suffieient drugs te migrating patients; (vi) including leprosy treatment in the
health servieces provided for refugees.

{c) Laboratory services

The era of dapsene monetherapy only required the ability to diagnose leprosy, but
classification was net crucial for deciding treatment. MDT, on the other hand, requires
not only the gbility to diagnose, but more impertantly the ability to make a '
clasgification inte paucibacillary and multibacillary types. This calls for an
upgrading of laboratory services,

{d) Logistics

Most countries lack the adequate resources to implement MDT, such as drugs and other
supplies, transport facilities, manpower and finsnces. Efforts should be made by each
country te ensure adequacy, regularity, smooth distribution, and proper shelf life of
leprosy drugs. It iz also important to steck drugs for other skin disesses that may be
needed by patientsz whe are initially suspected of leprosy but later found not to have
the disease,

There is alse the need to ensure the avallability of the required means of transport
and that adequate provision is made for their maintenance and operation.

(e) Information system

Many of the countries have yet to design an appropriate information system in
support of the implementation of MDT. The ¢ollection of data is necessary for
monitoring and evaluating MDT implementation. It is therefore recommended that only
relevant information should be collected for this purpose. This should be done by
designing very simple and standard formats, sppropriate for use in integrated
programmes. The dats collected using such formats should be analysed and the results of
the analysis, amongst other things, be made available to those who collected the
information, Sample areas could be uged for the collection of more detailed lnfﬂrmatian
for planning and evaluation.

(f) Community participation and health education

Most countries do not receive adequate support for their leprosy control prﬂgrammes
from patients and community as a result of the absence ox lnadequacy of appropriate
health educarion. Each country zhould, as a matter of urgenmcy, design health education
packages that take account of local cultural, social and economic conditions. Such
packages ¢ould help to remove the stigma attached to leprosy and could enhance passive
case-finding and ensure more effective chemotherapy through referral of suspect cases,
tracing of absentees and follow-up of cases. Finally, such programmes will also help in
ensuring community participation in the soclal rehabilitation of patients. It is,
however, obvieus that a health education programme oriented to patients and the
community can only be successful if the health personmnel do not attach a stigma te
leprosy.
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3, Bujlding national capabjlities

An informed and eleay government policy and the appointment of competent national
programme Managers are pyerequisites to building national capabilities.

The development of a training strategy requires first an analysis of the needs for
the realization of the tasks defined by the mational leprosy control programme, The
following aspects must be considered: technical aspects (training of docters,
paramedical workers, laboratery technicians), management of control programmes,
fundamental and applied research, and health education.

The public heslth discipline tends not to be so well covered as more glamorous
medical disciplines. 5S¢ curriculum development needs to intensify this component of
basic medical education at all levels,

Practical training ¢lose to the problem within the community is important, and there
should not be too long a delay between training and the practical application of newly
acquired skills, Experience has shown that, where medical students could no longer
handle actual cases, the value of training was seriously reduced. It iz recommended
that medical students be introduced and motivated to leprosy work through temporary jobs
during vacations.

Most countries have the necessary structures to train their health persennel. The
bulle of the training should be carried out within the countries. ALERT and other such
international institutions could most usefully provide courses for teachers and faculty
members who are or will then be responsible for national training courses at home,

Standard modules oriented towards the achievement of specific tasks ghould he
developed for health persennel workinmg in the field. The traininmg medules for districts
managers, recently introduced by WHO, are very useful and are also an encouragement to
self-learning.

Interregional exchanges should be encouraged, and WHO, NGOs and other funding
agencies should be invited to provide fellowships to recognized institutes.

Governments should ensure that universities and colleges are encouraged to provide
training in leprosy and to undertake research. Leprosy should become a mandatary
subject In the currieulum of health training in Africa. This introduction of leprosy
inte curricula might be resisted, but should be overcome by the identifieation and
encouragement of a dynamic and influential person connected with the health institures,
This issue should be discussed at the forthcoming WHO/AFRO meeting for deans of medical
schools.

A great many leprosy teaching and learning materials are available through the ILEP
Steering Committee on Teaching and Learning Materials (TALMILEP) and other
organizations, but distribution and feedback on use should be impreved., In future,
field manuals should be prepared or at least edited at WHO subregional level to ensure
that they are appropriate.

Long-distance learning can also be used to help develop natiopal cepabilities.

The evaluation of training activities should deal with the acquisicion of the
required knowledge and skills, and how the trained personnel are motivated. Long-term
evaluation should attempt to cobserve the impact of training on the results of the
pProgramme,

e
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4. Loordimation and resources mobilizarion

(a) Coordination

National coorndinating committees (NCCs) are essential for planning and for
coordinating betwsen government, supporting international NGOs, WHO and other agencies
concerned. Covermments and international NCOs are different; there iz thus a danger of
mutual suspicion and misunderstanding. The NCG is erucial in providing a forum in which
to build a werking relationship based on understanding:

- by internatienal NGOs and funding agencies of national priorities ana ways of
working;

- by government of the international NGOs answerability to donors for the use of
money given; the more international NGOs feel reassured as to the use of the
funds, the more they are likely te feel able to provide.

If local NGOs provide a significant contribution to anti-leprosy activities in the
country, they should be represented in the NCCs, and work closely with the EOVErnments,
The WHO country representative should also participate in the NGC.

Governments must ensure that the NCC does meet and is taken seriously. Equally,
NGDs must participate with good will.

The reles of the NGC are: (i) te orientate the nztional leprosy control pregramme
(ii) to sensitize the decisjon-makers; (iii) to mobilize resources; (Iv) to coordinat
the actions of all those involved in leprosy contrel; (v) te contribute to the .
coordination between leprosy contrel and the other public health programmes: (vi) to
carry out intersectoral collaboratioen; (vii) to promote the social rehabilitation of
patients with disabilities,

The roles of each partner must be clearly defined:

Government

- development of a national leprosy control programme:

- definition of policy and strategies; ‘

- development and organization of the structures and mechanisms for management
and coordination;

- allocation of resources.

WHO
- development of technical guidelines;

- support in the formulation of a national programme ;
- organization or coordination of training activities:
- participation in the mobilization of resources;

- promotion of coordination activities.

Internacional NGOs

- techniecal support as requested by the countxy;
- financial support:
- participation in rehabilitation activities,
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National NGOg

mobilizatlion of funds;
contribution to health education;
contribution to rehabilitation activities,

Other apencies

financial suppert.

The international NGOs should liaise regularly with the WHO country representatives
and vice versa; they should inform each other of the visits of conzultants,

Governments and funding agencies supporting national leprosy programmes should enter
Inte formal agreements covering their respective inputs to the programme, as well as
thatters dealt with by departments other than the ministry of health, sueh as importation
of vehicles and drugs, taxation of expatriate staff, etc.

The existing mecharisms for intercountry eceordination, such as OCEAC, OCCGE and WHO
subregional meetings should be better uged. The circulation of infermatien should be
improved through the WHO/AFRO Epidemiological Bulletin and other existing publications.

(k) Resources mobilization

Fair allecation of resources to the leprosy control programme iz part of the
government's responsibilities. Persomnel, logistics and finances sghould be distributed
rationally between central and peripheral levels.

Nongovernmental otrganizations have made, are still making, and have the potential in
future to make a valusble contributien te health care, particularly with respeect to
technical aszistance, training and reorientation of health persomnel for integration,
provision of teaching and learning materials, supply of drugs, logistic support, and
soclal and physical rehabilitation. They should be encouraged to continue guch work,
provided that the government iz in overall command.

Local NGOs can be useful in fund-raising, raising public awareness, running
projects, and providing support to patients,

Governments should indicate to WHO that they are giving high priority te leprosy.
The WHO country wepresentatives, regiomal offices and the Leprosy Unit in Geneva can
then respond with technical and financial support.

With regard to remuneration, the basic salaries of personnel should be set according
to approved government scales, The long-term implications of any system of incentive
payments should be considered carefully before being introduced. It is, nevertheless,
important for conditiens of work to be good and metivating.

No matter what the policy of individual countries is with respect to cost recovery
in the health sector, it is recommended that lepresy patients should be exempted from
paying for treatment, including drugs and hospitalisation.

e
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MAJOR RECOMMENDATIONS

(i)

{il)

(iii}

{iv)

(v)

(vi)

(vii)

{viii)

The great opportunity fer bringing about major reductions in the prevalence of
leprosy in the African countries as a result of the availability of effective
MDT technelogy, as recommended by WHO, and the considerable resources available
through national and international NGOs and other agencies should be fully
utilized.

The primary responsibility for contrel of lepresy should remain with the
ministries of health which should work im ¢leose collaboratiem and coordination
with all parties participating in the programme. This coordination could best
be achieved through the development of natiensl coordinating committees under
the leadership of the ministries of health, and tripartite agreements batween
governments, WHO, and supporting national and internmational NGOs and other.’
sgencies.

Political commitment to leprosy contrel is extremely important fer successful
contrel of the disease, and this commitment should be translated into the
development of national plans of action with clear targets for the ‘
implementation of MDT,

Experience with MDT so far has demonstrated it to be effective, safe, and @
practicable under a variety of situations. The operational problems of
implementing MDT can be resolved in a cost-effective manner, Health systems
research should be encouraged, with a view to solving several of the
operaticnal problems.

Leprosy contrel through MDT should be carried out through integrated services.
Integration means that leprosy contrel activities szheuld be part of .
decentralized, comprehensive and permanent health services which are as close
to the community as possible. Such integration iz best achieved zt the
distriet lewvel, based on the PHC approach, and should be carefully planned,
Specialized technical (supetvisory) suppert for leprosy control activities must
remain available within the integrated programmes.

Building national capabilities for leprosy contrel with particular emphasis on
management is exueclal for proper implementation of leprogy ¢ontrol through
MDT. While external persormel are of value on 2 short-term basis, the
long-term future of leprosy contrel depends entirely on the building of :
national capabilities. The appeintment of a national leader i{s vital to the
success of the programme,

In integrated preogrammes, it is even more important that not only are the
genexal health services personnel and current leprosy workers trained and
retrained, but in addition, leprosy control as & subject {including practical
training) should be an integral part of the curricula of undergraduate medical
training as well as the tralning of paramedical personnel.

Appropriate health and public education of patients, health workers and chg-
community within the framework of general health promotion is important to gain
the support of all concerned for leprosy eentrol. Such support would help in
removing the existing stigma and would aid case-finding and treatment
compliance,
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LEPROSY CONTROL STRATEGIES IN AFRICA
Dr D. Daumerie

INTRODUCTION

The organization of leprosy control in Africa has become more complex in recent
years owing to a combination of technical, demographic and sociceconomic factors. The
introduction of multidrug therapy (MDT) as an essential component of leprosy control
programmes has led te far-reaching changes in the strategies used in the countries,
strategles which had in most cases been based on sulfone monotherapy administered through
speclialized services.

Today, the treatment regimens recommended by WHO =ince 1982, which have proved
effective and remarkably well tolerated, have bean adopted and put into practice in all
African countyies., The result has been a renewal of interest in leprosy control amomg
health personnel, health autherities and natiomal, internatiomal and nongovernmental
organizations. However, as the implementation of MDT is very gradual, the number of
reglstered patients that reeceive adequate treatment is still very small.

Analysis of the reports submitted and the questionnaires returned by the countries,
the data available at WHO and the evaluations carried out in a few countries, has
provided very useful information amd thrown light on some major problems that occur when
MDT {s being introduced and on the solutions that have been tried out. The purpose of
this paper is te summarize the wvarious problems encountered in the organization of
leprosy control and teo discuss various possible approaches to their solutien, It must be
emphasized here that this analysis is not exhaustive, that important problems may have
been pazsed over and that the solutions propesed are not recommendations or directives
but a possible basis for discussions by varlous working groups.

Thls paper is in three parts: the first deals briefly with the extent of the
leprusy problem in Africa and the purpose and principles of contreol programmes; the
second describes the technlical and operational aspects of the introduction of MDT and the
way they are dealt with in health programmes; and the third shows various possible
strategic approaches. Lastly, guidelines for the establishment of control programmes in
Africa are proposed for disecussion.

EXTENT OF THE LEPROSY PROBLEM IN AFRICA
Endemic leprosy and esults of control programmes

All the African countries report cases of leprosy to WHO and 26 of them have
prevalence rates higher than one per thousand inhabitants. Among its more than 610
millien inhabitants, Africa has about 560 000 registered cases of leprosy and every year
32 000 new cagses are diagnosed, nine per cent of them in children under 15 years of age
(WHO Leprosy unit, Geneva, September 19£9).
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These fipures show that the disease still constitutes a serious public health
problem. Only 18% of the patients registered for treatment receive MDT and coverage
varies widely frem country to country (from 3 te 100%), thus demonstrating the
difficulties encountered in leprosy control.

Purpose and nciples of leprosy contre

The purpese of leprosy control is to protect the population against infection with
Mycobacterium leprae, te cure those who already have the disease and to guard against the
risk of physical disabilities arising from the disease.

Until a vacecine is discovered, leprosy control is based on the following principles:

(1} early disgnosis of the disease;
(1i) outpatient treatment by multidrug therapy of all the patients diagnosed;
(1ii) prevention and treatment of physical disabilities ecaused by leprosy.

The applicetion of these principles depends on the various techniesl and operational
measures that could be applied depending on which of the different strategies and tactics
are adopted,

ASPECTS OF CONTROL PROGRAMMES - THE MAIN PROBLEMS ENCOUNTERED

Application in the field of the WHO recommendations on leprosy contrel has brought
to light a number of operational problems, which have been studied. A balance has to be
struck between the teehnical stringency neeessary for the success of MDT if the risk of
resistance and relapse is to be reduced to a minimum and the means available in a global
approach to health problems. In the light of the many experiments and programmes 1@'
progress in various African eountries, the felloewing main points merit discussion.

Technical and operational asﬁects

Health information and health education

eeping patients and the comwunity informed, The introduction of MDT gives rise to
considerable changes of attitude towards the disease: shorter treatment, rapid
improvement and more freguent contact between patients and health persoennel., In most
countries, the attitude towards lepresy iz still very negative and this delays diagnosis
and renders the treatment of patients difficult.

The various target groups that could be given informatien sre: administrative and
religious authorities, village authorities, teachers, health persomnel, traditienal
practitioners and patients and their families. While the need to inform these target
groups is universally recognized, the ways in which the information should be imparted
and its impact on control programmes, are difficult to assess.

Early diapnosis

The early diagnosis of leprosy requires not only the active involvement of the
community but also adequate training of all health workers. In irost cases, peripheral
haalth workers are neither motivated nor trained to carry out this activity and they have
few tools to help them (decisien trees, referral centres, supervision). These ‘
difficulties have led to a generally vertical econception of the diagnosis of the disease,
based on specialized staff responsible for performing specific activities. The advantage
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of this vertical approach is diagnostic relisbility. However, it has many disadvantages,
the most sgerlous being patients' difficulties in gaining access to a specialized service,
a lack of interest among general health personnel and & low cost-effectiveness ratis. It
Seems necessary to reorient the activities of the speclalized service in such a way that
it is at least integrated into the general health services,

Provision for the ¢linical diagnosis of leprosy in all health centres, paying
special attention to skin conditions which in Africa represent the second or third most
frequent reason for seeking medical advice, and the participation of the speeialized
centres in the training of health workers as a whole, are the means that have been used
In ¢certain countries and need to be studied, especially in respect of reliability of

diagnosis (false positives and false negatives) and cost-effectiveness in comparison with
vertical services,

The confirmed diagnesis, the laboratory and the classification of patients. The
type of treatment recommended depends on the confirmed diagnosis and classification of
the patient, i.e., meltibacillary (MB) or paucibacillary (PB). Confirmed diagnosis is
possible only for MB patients, who represent at most 30% of the total number of
patients. The dlagnosis of paucibacillary leprosy depends entirely on the clinical
skills of the examiner and ¢oncerns over 70% of patients, An initial bactariclogical
examination is necessary because of the considerable risk of mistakenly eclassifying an MB
patient as PB, which would have serious consequences on the effectivencss of treatment.
For that resson, most programmes recommend great caution and, in particular, to consider
as multibacillary any bacteriologically positive patient, any patient under monotherapy
clinically classified as MB, even if on the day of the test no bacilli are found, and
certain borderline tuberculoid (BT) patients. In additien, quality econtrol of the
laboratory services gives a better idea of the reliability of diagnesis.

However, the practical organization of bacteriolegical diagnosis presents
difficulties and requires skill, technical equipment and finanelal resources, In
general, bacterlological examinations are caxried out at the referral level in several
different ways: the patient may be sent to the referral centre, or A smear may be taken
on the spot or at a health centre and then sent to the referral centre.

Whatever happens, problems arise in regard te the ecirculation of information, tha
loss of information and considerable delays in beginning treatment. In addition, when
MDT is first Implemented, the number of patients that need to be examined iz conziderable
and the laboratory services have to operate regularly, whereas after a number of years
they deal only with new ¢ases and the follow-up of MB patients so their activities
diminish ¢onsiderably and no longer justify a specialized service.

Treatment of patients. One of the main objectives of control programmes is to treat
the largest pessible number of patients with multidrug therapy while striving to prevent
any risk of drug vesistance, therapeutic complications and relapses due to bacillary
persistence. This requires close collaboration betwesen the health szexvices and the
patient so as to emsure regular treatment over a sufficiently long period and careful
follow-up., It often seems difficult to meet these conditiens within the general health
services and consequently the task of delivering the drugs and following up the treatment

1s in most c¢ases entrusted to specialized services and personnel. Various modes of
operation are found:

(1) specialized treatment centres;
(ii) speclalized treatment posts;
(iii) mobile teams or distributers whe go to the patient’s home:
(iv) specialized workers who administer the treatment in health centres.
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Some programmes encounter difficulties in administering treatment to patients on a
regular basis: lack of specialized persemnel, difficulties of geographical access and
the movement of patients. 1In some cases, to cope with these difficulties, the frequency
of distributlon has been modified, the duration of treatment shortened and certain
patients hospitalized te undergo specific treatrment.

It seems, however, that in view of the effectiveness. toleration and harmlessness of
the treatment regimens recommended by WHQ, consideration could be given, in view of the
need to ensure the treatment of patients in the most remote places, to delegating the
supervision of treatment to non-specialized personnel.

In most countries, MDT cannot be carried out throughout the country in one go so the
expansion of coverage iz gradual. It is important to define properly what is te be done
in zones not yet covered by MDT, especially as regards the treatmént of patisnts.
Generally, sulfone monetherapy in daily doses is maintained but health personmel and -
specialized staff should be informed of the proposed introduction of MDT and should
prepare for it. Similarly, since rhere are often long delays in bacteriological
confirmation between the peripheral and referral levels, there is the problem of what
treatment to prescribe in the meantime: none, & placebe, sulfone monotherapy or MDT
right from the start,

Follow-u f patients

(i) During treatment: To ensure the highest posszible level of attendance of
patients, seversl methods are used: education of patients, invelvement of the
family, treatment booklets, written undertakings, datemarked blister packs,
etc. A retrieval system should be built up using correspondents, social
workers and administrative measures. During the treatment, health personnel
should be particularly aware of complicatiens that may oc¢cur (reversal
reactions, erythema neodosum leprosum, intercurrent diseases).

(ii) After rreatment

{a) Ta ation of treatment: The termination of specific treatment is an
extremely diffieult period for the patient and the health workers since a
patient whe experiences some residual cutanecus or neurological troubles
is not always convinced that he is cured. Several responses to this
problem have been adopted: prolongation of the treatment of PB patients
for more than gix months until the cutaneeus lesions have completely -

disappeared, prescription of DDS after MDT, prescription of a placebo,
&tc,

(b) Follow-up after treatment

Because of the poggible onset of late complications or the worgening of
neurclogical or rrophic problems snd the possibility of relapse, it is
recommended that follow-up after treatment should continue for at least
two years in the case of PB patients and five years in that of MB
patients, with an annual bactexiological review of MB patients., It seems

that in practiee such a follow-up schedule is difficult to organize and
caryy out.
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() ¢al orf surgical complica 5

Patients in whom complications occur during or after treatment require
special attention and should sometimes be refexred to & specialized
establishment, Usually general hospitals do not treat such patients
either because of lack of training, lack of equipment or drugs, and
failure t¢ take financial respensibility for hospitalization expenszes,
This situation sometimes impels peripheral units to prescribe treatment
that is diffieult to carry out correctly, such as corticotherapy, or to
refer the patients to establishments a long way away from their homes.

Patients with physical disabilities: A large number of former patients who have
been cured by mono or multidrug therapy, suffer from serious physical disabilities rhat
require orthopaedic or surgical treatment. These patients are often rejected by the
society in which they live and can barely provide for their basic needs. In some
countries, some are admitted to specialized Institutions which, in most cases are run by
religious or charitable bodies. However, a large number have nowhere te go and usually
resort to begging, especially in urban areas.

At the time when the services are being reorganized to cater for the introduction of
MDT, former patients should not be forgotten, Surgical treatment should be provided for
them in general or speelalized hospitals, the help of private institutions and
ascoclations should be enlisted and coordination with health programmes for the
handicapped should be established.

Furthermore, speclalized institutions, leprosy hospitals or former leprosy hospitals

should be integrated into the programme and invelved in all diagnestic and therapeutic
activities.

Information system: An informatlen system is essential for the epidemiological
monitoring of endemic leprosy and the management and evaluation of control programmes.
It is remarkable that while many information systems for leprosy control are in
exlstence, paradoxically it is often difficult to evaluate the extent of the problem and
the effectiveness of control programmes. Several information systems may be operating in
the same countyy - a situation that may be ascribed to a vertical approach and the
specific needs of voluntary organizations. If the health services as a whole are to be
invelved in leprosy contrel, the most pertinent epidemiological and operational
indicators must be carefully defined, the collection of data must be simplified and data
analygis must be caryxied out at all levels,

Health manpoweyr training: Tt iz universally acknowledged that the time set aside
for leprosy control activities in the normal curriculum for tha training of medical
prectitioners, laboratory technicians and nurses is inadequate, In additionm, the
considerable changes required in c¢omnection with MDT call for the retraining of personnel
already in service, especially in regard to bacteriolegical disgnosis and management.
Some countries, in collaboratiem with WHO and voluntary erganizations, have drawn up
programmes for the purpose,

Furthermore, several specialized institutions In Africa such as ALERT (Ethiopia),
the Institut Marchoux (Mali), ILAD (Senegal), OCCCE and OCEAC provide specialized
training for medical and paramedical personnel.

Generally speaking, there are still many personnel training problems to be solved.

- What balance should be adopted between specialized and general health service
personnel?

- How long should training last?
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What role should specialized personnel play in general health structures?

How should salaries and speclalization bonuses be paid?

How should the retraining of several hundreds of health workers in each country
be planned?

Can training be carried out im national institutions?
What recources are available for training?

Drug supply: It i1z very important te ensure regular treatment and for this the
strict management of the drugs supply system is essential, all the more so because rhe
the drugs are expensive and their use specific. For this reason, all African countries
resort, for MDT purposes, to s specialized, predominantly vertical supply of drugs at all
Levels. Voluntary organizations take an active part in drug management, supplying drugs
direct at the naticnal level, and sometimes even at the intermediate or peripheral
levels. This particular situation needs to be locked into:

What are the possibilities of making the system more flexible so as to speed up
MDT coverage?

How can panic ordering be avoided and buffer stocks established?
How can wisuse of sensitive drugs such as rifampicin be aveided?
How should this system be integrated into the essential drug policy?

Is it possible to envisage a partial or total recovery of costs and render drug
supply autonomous.

Should free medical care for leprosy patients be limited to the specific
treatment for leprosy?

Finaneial resources: Unquestionably, MDT is a costlier strategy than one based on
dapsone. Of course the c¢ost of the drugs contributes to the increased cost, but the most
substantial portion 1s represented by the persommel and logistic facilities (laboratery,
means of supervigion, supply, etc.) that are needed.

An estimate of the cost of the programme should be made, especially az regards
récurrent expenses. It 1s useful to give details of the costs borne by governments and
the additienal rasources required. Such a budget drawn up for & long enough peried could
be submitted to various partners and serve as a baszis for discussions between national

authorities and veluntary organizations before the signature ¢f a bilateral agreement or
special accords.

Coordination with other health programmes: Implementation of leprosy contyoel
activities should take account of other health problems, whether specialized or not. The
work lead for the staff that is represented by each aetivity should be estimated.
Furthermere, some activities carried out as part of leprosy control require skills and
equipment that could be used for other health programmes. Some countries, for example,
carry out joint tuberculosis and leprosy control programmes. On the whole, activities
concerned with education for health, rehsbilitation, prevention of blindness and care for
the disabled could be carried out within a global frameworl,
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The zpe¢ific and reeent problem posed by the c¢irculation of human immunodeficiency
virug (HIV) has had implications for leprosy control:

(i} certain specialists think that in theory HIV infection could inerease the
incidence of leprosy or the number of multibacillary cases:

(11} bacilloscoplic diagnosis requires breaking the skin and every precaution must be
taken to ensure asepsis and antisepsis; the use of dispozable material is to be

highly recommended.

The varjous levels of integration of leprosy control

The congept of intepration: The word "integration®, especially in relation to
leprosy, gives rise to heated debates amongst the various categories of health workers.
Integration is a global appreach to health problems that helps to orient health systems
towards the needs of the population and to propesze the most appreopriate solutiens by
using all available resources.

It is important to point out that integration does not mean abolition of specialized
gservices nor does it mean that general health staff can become so polyvalent that they
can ¢ope with all health problems. On the contrary, the purpose of integration is te
harmonize and coordinate everybody's skills so as te best meet the needs of the
community: the general health services and the speclalized zervices should not work
aleng parallel sgeparate lines, sinece they are both indispensable if a programme is to
succeed.

Making a success of integration requires considerable efforts in research, planning,
training and the improvement of strategies.

The various levels of integration possible
(1) At the peripheral level (distrigt): Rapid diagnosis and the delivery and

surveillance of treatment should be carried out at health centre level in order
to ensure optimal coverage. All health personnel should participate in leprosy
control activities, provided that the following conditions have been met:

- the tasks have been precisely defined;
- training targeted on those tasks has been carried our;

- aids to decision have been prepared: flowcharts, operational technical
information sheets;

- diagnostic and therapeutic facilities have been established;

- arrangements have been made for repgular supervision;

- an information system has been established;

- a referral unit is available to which patients who pose a diagnostic ox

therapeutie problem can be referred,

(i1) At the intermediste level {(province egion): The organization, supervision,
training and treatment of cages referred by the peripheral level are tasks that
can be carried out at the intermediate level, The presence of specialized
personnel can be very useful here in helping senier staff to organize leprosy
contrel. It is at this level that it is usual te have facilities for
bactericlogical diagnosis and for dealing with patients with complications.
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(iii) At the central level: A specific body in the health services’ organizational
structure, with various means of coordination te agsist it, such as g national
techniesl committee, universities and internatienal amd nongovernmental
organizations, could help:

- to define an overall action plan to be implemented at all levels;
- to mobilize human, technical and financial resources:

- te devise appropriate means of trainimg, supervision, management and
evaluation;

- to distyibute available resources according to priorities.

VARTOUS APPROACHES TO LEPROSY CONTROL
1t is easier to introduce MDT if a national and intermediate level operational plan
Is formulated, thus making it possible to mobilize human and financial resources. At

district level, operational activities are then carried out in accordance with the plan,

This chapter deals with some possible approaches for each of the stages in the :
organization of a leprosy control propramme,

Assesement of the problem at national leve]

Epidemiological evaluation: In most cases, a quick evalutionm by an analysis of the
data avallsble covering several years is encugh to enable the level of endemicity to be
determined. Some countries have conducted sample surveys to estimate the extent of the
problem and to validate the data obtained from epidemiclogical surveillance.

In any case, epldemiclogical appraisal is important but should be carried out
rapidly =20 as not to delay other stages in the implementation of MDT.

Existing styuetures and strateries: All the infrastructures that could be used for

ieprogy control should be determined in detail $¢ as to find out what additiomnal
resources may be needed,

Available resources: It is useful to have to hand a description of the health
system c¢omprising:

(1) a list of specialized pergomnel, with their location and their availability;
(1i} the general distribution of health personmel;
(1i1) the distribution of laboratories, technical facilities and transport;

(iv) the budget for leprosy control showing the contributions by the govermnment and
external aid,

Decigion of the political and h th authoriti

The degree of priority given to leprosy control: The success of the programme and
the wobllization of resources depends basically on the will of the national authorities.
The fact that leprosy control is often vertical and carried out, financed, and sometimes
initiated, by nongovermmental organizations may lead to nationals playing only a reduced
role. Study of the epidemiclogical situation and of available resources will enable the
politieal and health suthorities to set objectives for leprosy control that are in line
with national priorities and the country’s health system. ‘
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The depree of priority tg be given to the various aspects of leéprosy control:

The health authorities can c¢hoose between several different strategies that include:

(1} gradually expanding MDT to cover the whole of the natiomal territory;
(ii) giving priority te multidrug therapy for multibacillary patients;
(ii1) introducing MDT In the urban areas and regfonal capitals;

(iv) the treatment of all patients registered with MDT through & vertical programme,
followed by the treatment of new cases through an integrated programme;

(v} integrating leprosy control at the peripheral level into the general health
services, with specialized units at the intermediate and centcral levele:

(vi) running & joint specialized programme for leprosy and tuberculosis contrel at
the peripheral and intermediate levels.

Chofce of approach: The various levels of integration and the specialized aspects
of the programme should be clearly defined.

Definition of objectives

At national level: An analysis of the situation and the selection of a strategy
make it poszible to lay down specific, measurable and feasible cbjectives that define,
among other things, the pace of expansion of MDT (number of districts per vear) and the
various degrees of integration.

At intermediate level: The formulation of specific objectives at the intermediate
level In line with national objectives facilitates the organization of services.

Definition echnical stan activities and respon:

The introduction of MDT requires a reorpanization of services at all levels, based
on;

(i) technical directives designed to help the health workers in reaching decisiens
on diagnosis, indications for treatment, the referral of complicated cases, the
management of personnel, equipment and drugs (orders, supplies, distribution
and storage), the information system and methods of supervision and
¢valuation. These directives also help to ensure that the same standards are
used througheout the country, thus making it easier to manage and evaluate the
programme ;

(ii) a deseviption of the tasks of health workers: at all levels in the health
structure, each category of staff should know what it iz expected to do and
where to turn if a medieal or technical problem arizes, A precise definition
of tasks is absolutely essential in integrating leprosy control in the general
health services and in the training of personmnel.

Reorganization of services

2l. At nationsl level: An analysis of the situation will show the amount of werk to be
done in each district (number of patients, number of cases expected) and the parzsonnel
available (number, distribution, qualificatiens). This makes it possible te plan the
rate of expansion of MDT, postings and training of personnel, and the establishment of
laboratories and logistic facilities. In this way, an operational timetable and a
programme budget cah be drawn up.




WHO/CRS/LEP/8%.1
page 49

At the health district level: At this level, a detailed operational plan for
organizing all leprosy control activitles should be prepared, taking inte account
geographical and health constraints and the level of integratien chosen:

(1) Diagnestic network: determination of the health structures in which patients’
First clinical examinations will be carried out, the places where smears for
microscopic examination will be taken, the location of laboratories, the ways
and means to be used for circulating information, quality contrel, etc. The
main problems encountered in the organization of this network stem from the
difficulties of carrying out bactericlogical examination; these lead to long
delays in beginning treatment and sometimes long journeys for patients,

(ii1) Treatment network: identificatien of the centres where treatment will be.
delivered, advanced strategies for certain health centres, and the mobile teams
to cover some isolated villages. In most programmes, treatment is organized by
a gpecialized leprosy service that moves from the intermediate level to the
periphery and simplifies drug management and the supervisien of treatment. .
However, this system increases the cost of the programme and is rarely
cost-effective once MDT has been in operation for a number of years and the
number of patients has decreased, '

(iii)Beferral levels: the peripheral level should have referral centres to call
on for confirmation of diagnosis, for carrying-out laboratoxy tests and for
handling complications.

(iv) Specific drug supply network: the supply gystem (previewed needs, orders,
distribution te treatment centres, management of stocks) should be capable of

ensuring continulty of treatment for all patients.

{(v) Patient surveillance and follow-up petwork: this task is generally entrusted

to the specialized staff who regularly examine patients at the time of
supervised drug taking and on the occasion of follow-up visits. However, the
staff of the health services as a whole should participate in the follow-up of
patients, particularly as there are possibilities of referral, and help to
ensure the repularity of treatment (defaulter tracing, education).

{vi) Supervision network: it is for the intermediate-level staff to ensure
supervision of the peripheral level and arrange for the training of health
personnel. On the whole, specialized persormel have little training for this
task and la¢k the necessary tools,

(vii)Inforgation system: the information available ar the peripheral or
intermediate levels is abundant (patients’ individual records) but put to
little uvse. The circulation of information between the various levels is
difficuls.

Mobilization of resources

Human vesources: the intreduction of MDT requires a large number of qualified staff,
especially at the beginning of the programme; hence the low rate of MDT coverage in some
countvies. To deal with this problem, the following solutions have been tried:

(1} wutilization of expatriate Personnel ;

(ii) intensified training and retraining of specialized staff;
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(iii)pesting of specialized personnel to different regions of the country in
line with the pace of expansion of MDT;

(iv) training of medical and paramedical personnel in the general health services.

The existence of a natienal plan of action encourages natiomal health workexs, and
the training of all health workers in leprosy c¢ontrel, backed up by an adequate number of
speclalists, speeds up the implementation of MDT,

Financial resources: a national programme, ineluding an action plan and an
operational timetable, makes it possible to prepare a budget that takes into account all
aspects of the activities to be carried out (salaries, infrasrructures, drugs, technical
equipment, training, supervision, etc.). The budget should be assured for a sufficlently
long period (three to four years) to enable the programme to be implemented. It should
detail the expenditures funded by the government and, if necessary, provide details of
the additional funding being sought elsewhere. In respect of leprosy control,
particularly for the implementation of MDT, governments have numerous ways open o them
for mobilizing the additienal resources needed. In this case, i1t is very useful to
define ¢learly in advance:

- the funding mechanisms: duration, details, management;
- the coordination mechanisms.
GUIDELINES FOR THE ESTABLISHMENT OF NATIONAL PROGRAMMES
t nation level
(1} Evalustion of the extent of the problem.
(11> Evaluation of the respurces avajilable.
(iii)  Preparation of a national programme:
- objectives
- targets
- strategies
- timetable
- budget
- relations with other programmes
{iv) PBiscuzsion of the national financing programme.

{v) Dissemination of the national programme.

(vi) Serting-up of a national technical committee and appointment of a pProgramme
director,

(vii) Holding of a natiocnal seminar.
{viii) Training at the intermediate and district level.
(ix) Implementation of activities.

{x) Annual evaluation and updating of the programme.
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Role of collaborating and coordination bodies

{a) Veluntsry organizations:

(1) technical support;

(1) financing of research and training;

(1iiy financial participation in the capital expenditure and operating expenses of
the national pregrammes;

(iv) coordination of international funding.

(b) OCEAC and QCCGE

(i) technical suppoxt and carrying-out of epidemiological surveys;
(ii) epidemiological surveillance;

(iii) collaboration in technical and operational research;

(iv) coordination of strategies with other States:

(v) training of specialirzed personnel;

(vi) holding of training seminars.

{c) World Health Organization

(i) Policies and strateples:
- technical and operational recommendations on MDT;
- definition of strategies for the integration of leprosy control inte the

general health gervices, especially at the distict level;
- making States more fully aware of the problem during statutory meetings;

- diszemination of technical information and informatien on experiences
In the implementation of strategies recommended,

(ii) Techhie suppert and coord tion:

. technical support for the carrying-out of evaluations and drawing-up of
national action plans;

- expert committee meetings and setting-up of networks of collaborating
centres for research;

“ organizatien of technical coordinating meetings for senior staff
and bodies inwvolved in leprosy contrel:

- coordination of strategies at regiomal level.
(iii) Iraining:

- organization of courses, seminars and worksheops at the national,
subreglonal, regional and global levels;

- development of learning materials,

(iv) Finaneial gupport: mobilizatlon of resources for national programmes,
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