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MEDIUM ' TERM PROGRAMME 

LEPROSY 

1. Introduction 

The WHO Expert Committee on Leprosy in 1977 stated that the total number 

of cases of leprosy throughout the world may well exceed 12 million cases. 

indicating that the hopes raised 30 years ago that leprosy could be controlled 

by the introduction of sulfone drugs were over-optimistic. 

Accurate information on the prevalence and incidence of leprosy is difficult 

to obtain in a comparable way from various countries. As well, there is 

evidence that infection rates are several times higher than illness rates. 

In spite of the shortcomings of treatment with sulfone, there is substantial 

evidence that it was responsible for reduction both in the incidence and in the 

prevalence of leproay. It is expected that with the introduction of rifampicin 

in the treatment, improvement in control will be w r e  evident. It is estimated 

that for the achievement of a reductirm in incidence, it ia necessary to render 

75 per c m t  of the cases inactive by treatment. provided that the majority of 

case8 are identified. 

Research in leprosy ia expected to have a major boost especially after its 

inclusion as OM of the di8ease8 covered by the UNDPlWorld Bank/WRD Special 

Programe for Research m d  Trainiag in Tropical Diseeses (TDR). 

2. Background and Analyais 

(6) Policy Baais 

I h b  World Health Assembly Resolution WIU27.58 (1974) reco-nded that the 

policy for leprosy control include intensive case detection (to ensure early 

diagnosis). treatment of infectious cases, as well as research, especially as 

regards i-nization and rehabilitation of cases. 



The Regional -ittee for the Eastern Mediterranean rec-nded 

(EU/PC~A/R.~~) that the countries of the Region, where the disease represents 

a public health problem, establish leprosy control measures including training 

of health personnel, health education of the public, and social services, and 

coordinate leprosy services with other health services in the country. 

The Sixth General Prograrrrme of Work (1978-1983) outlines WE0 participation 

in establishing epidemiological and socio-economic paramatera identifying 

possibilities for prevention and control and providing adequate supplies of 

diagnostic and therapeutic substances. 

(b) Situation Arulyais 

The estimated number of caaes of leprosy in the Eastern Mediterranean Region 

(1975) is 180 000 cases. The figure reported in the early sixties was of the 

order of 220 000 cases, but the two figures cannot be easily compared as that 

for the sixties was an estimate more than based on actual field studies. The 

prevalence rate for 1975 was found to be 0.1 per cent or lower in almost all 

Asian countries of the Eastern Mediterranean Region, and 0.3 par cent or higher 

in all African countries of the Eastern Mediterranean Region, except for 

Tunisia where it is less than 0.1 per cent. 

Voluntary Organizations are very active in leprosy control in many countries 

of the Region, in sore cases in collaboration with WHD, and in other cases 

independently. Their input in somc countries is substantial. 

WHO collaboration includes the provision of advisory services, training 

both within the countries and abroad. and provision of suppliea and equipment. 

A number of projects have been completed and collaboration is ongoing with Sudan, 

Democratic Yemen and Pakistan, and is in the planning stage for the Yemen Arab 

Republic and Somalia. 



3. Objective 

- To reduce morbidity from leprosy. 

4 .  Target 

To make, by 1983, contribution to selected aswcts of leprosy control 

prograsmes in four countries of the Eastern Mediterranean Region, including at 

least partial integration into primary health care. 

5. Approaches 

- Estimation of the prevalence and distribution of the disease. 

- Treahaent of cases with rifampicin, followed by dapsone for the optimum 

period, without interruption. 

- Surveillance of contacts for st least five years after the case becomes 

bacteriologically negative. 

- BCG vaccination for the populations of areas with high prevalence of 

tuberculoid leprosy. 

- Research in prevention, control, and rehabilitation of cases. 








