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Leprosy in the World Today 

In a recent publica tion of major impor
tance, entitled "The Leprosy Problem ' of 
the World,"! the World H calth Organiza
tion has presented fi gures for registered 

' B ECH EI.I.I , L. M. a nd :\1 ARTI NEZ DO~II NC.UEZ. V. 
T he Leprosy P roblem of the World . Bull. WHO 
34 (1966) 811 -826. 

and estimated cases of leprosy for mos t 
parts of the earth , The authors, L. M. 
Bechelli and V. Martinez Dominguez, re
spectively Chief Medical Officer and Medi 
cal Officer for Leprosy, Division of Com
municable Diseases, WHO, have recorded 
figures, with reservations ~ecessary in the 
light of the fr agmentary and frequently in
accurate da ta on w hich the report is b ased, 
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for some ]80 countries and rcgions in Af
rica, the Americas, As ia, E urope and 
Oceania. . 

Such a compilation, in spite of inevitable 
current defi ciencies in accuracy and com
pleteness of coverage, has been grea tl y 
needed. The limitations are set forth clear
ly and frankly by the authors, and it may 
be anticipated th at the report itself will 
lead to improved reporting .in regions find 
ing themselves not accurately represented , 
and at the same time stimulate health of
fi cers in all countries where leprosy is 
endemic to reduce the present gap between 
registered cases, and the all too vague 
number of "estimated" cases. 

The au thors' procedure for es timating 
cases is itself illuminating in this respect. 
Basic fi gures used were those of the WHO 
Leprosy Advisory Team (LA T ) which con
ducted random samplin g surveys in Africa 
(Northern Nigeria, North , Central and 
South Cameroon ) and As ia ( the Philip
pines, Khon Kaen, Tha iland, and Myingyan 
and Shwebo, Burma ). These showed tha t 
in regions with fairly good case-findin g pro
grams, new cases amounting to 75 per cent 
of the currently registered cases could be 
found. It was reasonable to believe that in 
regions with poor case- findin g programs 
the proportion of detectable new cases 
would be much higher. For this reason 
arbitrary allowances were made for case
reporting in different types of region, with 
addition of 75, 150 or 300 per cent respec
tively of the number of registered cases as 
es timations of the currently undetected 
cases in countries with satisfactory, fair or 
poor case-finding programs. In a few coun
h'ies in Europe where leprosy is still en
demic it was felt that only 25 per cent 
needed to be added. In some countries, 
on the other hand, virtually no bas ic da ta 
were available; in these cases the only es ti
mations that could be made were based 
on the prevalence rates reported in neigh
boring countries . 

Rates of prevalence obviously are based 
on population fi gures, which are themselves 
ra ther gross es timates, rather than accurate 
census compilations in many countries. 
With all of these defects and pitfalls it is 
easy to see that statements on prevalence 
and rates could. be made only with caution 

and clea r indica tion of reservat ions neces
sary. Th e present compilat ion is a brave 
step in opening up a tremendous task. 

The data brought out in the study of 
prevalence in the five continental areas 
are set forth in a length y tabl e givin g th e 
date of fi gures used (generally 1962-1965), 
the es timated population , the source of in
form ation employed ( usually health de
parhnent or WHO Hegional Office reports), 
and the number of leprosy patients, fi gures 
for which were broken down into regis
tered, trea ted and es timated cases. Four 
summarizing tab les follow, of which one is 
reprinted below. F inally a highly infonml
tive map of the world is included, with 
shading and cross-hatching for the va rying 
calculated prevalence rates for leprosy in 
different parts of the world. 

The authors' own concise summary can 
be used to present the results of their analy
sis most sliccinctl y: 

"There is a t present a lack of accurate 
data on the prevalence of leprosy in the dif
ferent countries of the world , primarily be
cause case-finding has not reached the 
desired level in many of them. The authors 
have attempted to provide more realistic 
figures, using information obtained from 
several sources and va rious criteria for cal
culating es timated prevalence rates. In all 
there are 2,831,755 registered patients and 
10,786,000 es timated cases; the la tter fi gure 
may wen be an under-es timate. The num 
ber of trea ted pa tients is about 1,928,000, 
some 68 per cent of the registered cases 
and 18 per cent of the estimated . About 
2,097 million people live in areas with 
prevalence rates of 0.5 per 1,000 or higher ; 
in these areas nearly one million new cases 
of leprosy can be expected within the next 
fi ve years. The es timated number of dis
abled patients is 3,872,000, of whom 1,961 ,-
000 are in disability grades 2-5 (excluding 
anes thesia to pain ). The data represent 
an attempt, made with many reserva tions, 
to give an indica tion of the magnitude of 
the leprosy problem throughout the world." 

It is worth noting that in a number of 
countries, w ith populations totalling some
thing over 150 million persons, the preva
lence rate is recorded as higher than 10 
per thousand. Among some five million 
people in areas with the most serious prob-
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lem the preva lence rate is more than 50 
per thousand or one person in twenty. The 
authors' Table 2 ( our Table 1 below F 
gives an overall view of registered , esti
mated and treated cases in the fi ve conti
nental areas. It will be noted that Asia and 
Africa account for more than 90 per cent 
of all cases, and that the percentage of 
treated registered cases in As ia is rela ti vely 
high. 

A number of items call for special com
ment. Ideally some breakdown into type~' 
of leprosy ( lepromatous, tuberculoid, bor
derline, indeterminate, or comparable classi
fi cation ) would be desirable. This would 
indeed be too much to expect in data col· 
lected from the sources used, which varied 
grea tly in reporting procedures. An indi
ca tion of the infectiousness or noninfec
tiousness of the cases recorded would be 
equally desirable, and likewise, for the 
p resent, 'vyould be an unatta inable goa l. 
Actually the authors touch on the problem 
at issue in noting the rela tively high lepro
matous rate in Asia, as compared wi th the 
rate in Africa, while pointing out that high 
prevalence rates are ma intained in hyper
endemic areas where tuberculoid leprosy 

"This is awhms' Tahl c 2. Th t: rdt: rcllccs rdcl 
to a llth ors' Table I. 

constitutes as much as 90 per cent of the 
total cases. As the authors sugges t, such 
fi gures presumably mean that a proportion 
of the more resistant forms are open and 
infectious part of the time. 

In this connection may be noted the 
authors record of the W HO estimates of 
the number of new leprosy cases to be ex
pected in the next five years in counh'ies 
with a prevalence rate of 0.5 per 1,000 
population or higher. This estimate is ap
proximately a million cases, distributed as 
follows: Africa, 312,000; Americas 26,000; 
Asia, 650,000; Europe, 3,000; and Oceania, 
4,000. 

In the absence of figures on infectious
ness and type of disease the au thors are 
able to supply data with regard to recog
nizable disabilities due to leprosy, graded 
according to a system previously pub
lished.a These fi gures give a picture of the 
severity of the problem in different regions 
as reBected in the social as well as medical 
aspects of the disease. 

The reader's attention will inevitably be 
drawn to certain extraordinarily high fig. 

3MARTIN EZ DOM INGVEl, V., BECHELLI, L. M. and 
l'ATWARY, K. M. WHO slIfvcys of disabilities in 
leprosy in Northern Nigeria ( Katsina), Cameroon 
and T hai land (Kh on Kacn). Jnl crn a t. ]. Leprosy 
34 (1966) 244 ·254. 

TABLE 1. Geographic distribution of registered, estimated and treated patients.2 

Leprosy patients 

I 
No. No. 

Continent registered estimated 
-

Africa 1,712,132" 3,868,000 
America 177,813 358,000 
Asia 915,525" 6,475,000' 
Europe 16,6241: 52,000 

I 
Oceania 9,681 33,000 

Total 2,831,775 10,786,000 

"No information abou t 12 countries (see Table I). 
"No informat ion abolll 26 countries (see Table I) . 
' Information about 16 countrics onl y (sec Table I). 
"Information abo ut 26 countries onl y (see T ablc I). 
":-10 information about Mongoli a. 
' Information abo ut 22 cOlin tries onl y (see Table I) . 
"No information abollt Romania. 
hNo information aboll t Romania and USSR . 
'No information about Ncw Guinea. 

Number 

1,062,527h 
95,804c 

755,334f 
9,973" 
4,2911 

1,927,929 

Treated 

% of % of 
registered estimated 

62.0 27.5 
53.9 26.8 
82.5 11.7 
60.0 19.2 
44.3 13.0 

68. 1 17.9 
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lU"CS, especially those for cen tral and equa
torial Africa, parts of southeas t As ia, par
ticularl y Burma, French Guiana in South 
America, and a few p laces in the south 
Pacific. The significance of high recorded 
prevalence is relatively clear; a faithful 
record of an actual fact is generall y repre
sented, based on careful epidemiologic 
study. The significance of low rates, on the 
other hand, is often doubtful. A low figure 
could mean a genuinely low prevalence; 
it could · mean, however, simply a failure of 
the health services to find cases that actu
all y exist. Indifference in reporting cases 
of chronic disease commonly results in low 
recorded rates. Experience in such areas 
regularly shows that when intensified sur
veys are introduced recorded prevalence 
rates rise. In this connection the authors 
cite the case of French \Vest Africa. In 
1938 the number of cases of leprosy was 
'o:ls timated as 30,000. Twenty- fi ve years 
later the number of cases in the region 
!previously fonning French \Ves t Africa was 
{ecorded as 550,384, i.e., nearly 20 times 
the previous figure. Some of the rise was 
presumably due to increase in population, 
but it may be assumed that improved case 
finding was responsible for most of it. 

The case of mainland China certainly 
calls for special note. Bechelli and Martinez 
do not accord specific attention to it, simply 
recording an es timate of 2,279,000 cases fo r 
a population of about two- thirds of a billion 
persons. No figures for registered or treated 
cases are recorded . The case of India is 
in marked contrast, with an es timate of 
2,500,000 cases, broken down in regis tered, 
estimated, and trea ted categories, in nearly 
half a b illion popula tion. The recorded 
sources of information are different, and it 
would seem, in the light of the free com
munications concerned, that the figures for 
India are the more reliable. Certainly if 
we are to have a comprehensive picture of 

leprosy as a world problem, trustworth y 
figures for Ch ina are necessary. The world 
cannot afford to do no more than gucss 
a t the prevalence of leprosy in a single 
segment believed to represent a third of the 
world's population. 

Finall y, before long, a "case" of leprosy 
will have to be more accurately defined than 
is at present possible. Doubtless the prob
lem will be q uite as difficult as the vexed 
one of classifica tion. A ready analogy is ap
parent in the other world-wide mycobac
terial disease, tuberculosis. At one time it 
was enough to delineate progress in terms 
of recorded deaths from the disease. When 
the mortality rates declined to low levels, 
case rates were substituted in the records 
and in the knowledge of the informed pub
lic. But tuberculosis case-rates are depend
ent on arbitrary definitions of a "case," 
which vary from region to region, with no 
rigidly sharp lines all the way from a mere 
positive tuberculin reaction to a patient 
with ulcera tive pulmonary disease. Yet 
basic records are now good enough so that 
it is possible to calculate case rates on any 
one of several arbitrarily chosen definitions 
of a "case," and figures are valuable when 
such rates are calculated serially over a 
period of years. 

It would seem that comparable progress 
in leprosy reporting should be possible. In 
each of the quinq uennial international con
gresses of leprology much attention is 
devoted to the classifica tion of leprosy. In 
the forthcoming 1968 congress it would 
appear wise to set up standards for more 
definitive case reporting than are presently 
in effect, as well as to stimulate in every 
possible way the recording and discovery 
of cases of leprosy throughout the world.4 

- E. R. LONe 

' In thi s con nec tion see: H EISER, V. C . "Vorld · 
wiele leprosy survey for p rogress in leprosy contro l. 
I ntern al. J. Leprosy 34 (1966) 321-322 (Con-e
sponrlenre) . 


