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Despite substantial and sometimes even 
striking gains in many field s of leprology, 
progress in leprosy control has not kept 
pace-mainly because of the present un
availability of an ideal drug or specific vac
cine. Control continues to focu s on the pa
tient or those more prone to develop lep
rosy. The population at higher ri sk is 
known, but the means to protect it are not 
yet available or still under study , and active 
drugs are badly needed to make a greater 
impact on the load of infectiousness . Hope
fully, the preparation of a specific vaccine 
and/or the obtaining of favorable results in 
chemoprophylaxis can make primary pre
vention possible . The prevalence and dura-

tion of leprosy, plus its unique characteris
tics and socio-economic implications, call 
for special priority in public health pro
grams and in research. 

Because there have been no major break
through s necessitating special changes in 
the guidelines and methodology of leprosy 
control, the relevant report s prepared by 
the Committee of Leprosy Control (Rio, 
1963) and by the WHO Expert Committee 
on Leprosy (1966 and 1970) are generally 
valid today . Therefore our attention will be 
focu sed only on certain aspects of control 
which need more emphasis or represe nt an 
addition to the previous guidelines. 

There are definite indications that where 
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a n effec tive case-detection a nd case
holding program has bee n dev eloped the 
tota l number of patie nts a nd the annual de
tection of new cases bas been reduced . It 
also appears that with such programs larger 
proportions of early, nondeformed patie nts 
are detected who can be easily trea ted, 
helping ultimately in reducing the quantum 
of infection in the community. There is 
however , a considerable number of new 
cases in spite of efficient work. Thi s re
qui res epidemiological investiga tion and 
also the. need to find ways and means to 
im prove prese nt methodology . 

MEDICAL MEASURES 

Case-finding. To control leprosy it is es
sential to diagnose the early cases prone to 
develop lepromatou s leprosy and the early 
lepromatous cases; thi s requires good train
ing and experience of the relevant staff. For 
such diagnos is bacteriological examination 
should be done on all patients. I n the sur
veillance of contacts, the criteria recom
mended by WHO Expert Committee (1966) 
should be adopted. School surveys are use
ful in highly endemic areas. Mass survey is 
an important method for case detection. In 
nonhyperendemic areas it has limited 
value. In such areas the most effective and 
practical case-finding method is contact 
trac ing, not only limited to hou se hold con
tacts. 

The above method s of case detection 
should be supported by health education 
and where poss ible , by multiple purpose 
surveys. Where mass surveys are under
taken , they should be multipurpose, as per
formed in several countries, and advantage 
should also be taken for health education in 
leprosy and other di seases. In thi s way, 
such surveys would be relatively less ex
pensive and yield better results and public 
acceptance. 

-Outpatient care. Irregularity of treatment 
continues to be one of the mos t important 
drawbacks in control, in spite of the efforts 
to prevent it. The causes of absenteeism 
should be investigated by social and be
haviora l sc ie nti sts. 

Efforts should be made to ta ke the treat
ment to the patient s, near their homes, 
even if this mu st be done once a month . 
Advantage should be taken during the visit 
for hea lth education and contact examina-

tion a nd other activities inc luding preven
tion of di sabilitie s a nd compre he ns ive med
ica l care. 

Inpatient care. Facilities for tempora ry 
hospita lization for ac ute illne ss mu st be 
provided. However, institutional isola tion 
of infectiou s cases , even temporary, is no 
longer recommended . 

Medical rehabilitation. Prevention and 
trea tme nt of di sabilities by s impl e phy
siothera peutic method s merits greater at
te ntion and should be part of the out- and 
inpatie nt care. Reconstructive surgery 
should be undertaken in general reha bilita
tion centers , surgical and orthopedic ser
vices, including univers ity hospita ls. 

Release from control. Thi s should be a 
continuing activity to avoid inflation of the 
prevalence arid of keeping patients under 
control for a longer time than needed , thus 
increasing the work load and expenses. 

Protection of the healthy population with 
special reference to contacts and children. 
The committee noted with great intere st the 
findings so far reported by the groups in
vestigating the preV'entive effect of BCG in 
Uganda, Karimui and Burma. Similar in
terest was shown in the chemoprophylaxis 
trial s. 

In view of the findings so far available 
from these trial s, the committee considers 
it premature at thi s stage to recommend 
BCG vaccination or chemoprophylaxis as a 
regular part of the leprosy control meas
ures. Further research is still needed in 
these important subjects. 

HEALTH EDUCATION 

Although it is most important to remove 
fear and irrational behavior regarding lep
rosy , it still seems that health education is 
too often a neglected subject in most coun
trie s. The attitude of the medical a nd health 
workers is often the fir st s tumbling block. 
Health education is a most important as
pect of leprosy control and should be given 
high priority. With regard to terminology 
and approach, all aspect s of culture and 
language call for a ttention . To be effective 
and create a positive feeling for action, 
hea lth education mu st be in a language 
people understand. The cause of prejudice 
should be investigated to develop a better 
methodology for overcoming it. 
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TRAININ G 

In spite of a ll the emph as is give n to thi s 
crucial measure, in a num ber of countri es 
leprosy training for medical officers is ne
glected . Initial training and refresher 
courses and in-tra ining should be con
ducted regul arl y for the vari ous types of 
workers. Refresher courses should be re
peated at regular intervals. Seminars and 
symposia should be frequentl y o rga ni zed 
for a ll levels of workers. 

Training in leprosy for undergraduate 
and postgraduate students is not receiving 
adequate attention, as a result of whic h the 
leprosy campaign suffers. T he effi ciency of 
the teac hing a nd learning processes should 
be evaluated . 

ADMINISTRATIVE MEASURES 

Planning. Many projects have not yet es
tabli shed quantitatively-defined objectives 
for the different ac tivities. Eac h proj ec t 
should have reali stic objectives, be feasible 
with respect to available resources, and de
fined in term s of quantity, areas a nd time. 
When defining objectives in quantitative 
terms, special attention should be given to 
the following priorities: treatment and 
follow-up of infectious and indeterminate 
patients and surveillance of contacts of the 
infectious patient s. 

Control measures, speciali zed or inte
grated , should aim at reaching a country
wid e coverage within the shortest possibl e 
time . 

Quantization of the problem. Data collec
tion. The data avail able on prevalence in 
many countries do not represent the real 
situation , because case-finding has not 
reached the desired level and some times 
because the number of pati ents released 
from control is small , thu s inflating the 
rates. More reali stic figures and baseline in
formation are required for planning and 
ev aluating programs. 

A uniform definition of term s is a bas ic 
requi site in a sys tem of leprosy stati stics. 
The information. collec ted should all ow 
compari sons between the various areas of 
the country a nd also between different 
countries and continents. 

Integration. The princ iple of integration 
of le prosy control acti vities into the ge ne ra l 
health services is wid ely accepted , as are 

the di ffic ulties recogni zed in ac hievi ng it. 
One of the ques tions is how to pre pare the 
polyvalent pe rsonnel both at medical and 
paramedical level. 

Comple te integration may not be feas ibl e 
at the present time in many countri es , how
ever desirable it might be. If integration is 
attempted too soon , the le prosy work will 
be the fir st to suffer most. " Full integrati on 
will be atta ined onl y as a re sult of a long
drawn-out process a nd for thi s reason 
countri es should be encouraged to take the 
fir st step as early as practicable . . . " 
(WHO Expert Committee on Le prosy , 
1970), after appropri ate tra ining and moti 
vati on of a ll the staff concerned . It should 
be begun and studied in a pilo t or tes t area. 
Where feasible, leprosy control programs 
should be combined with o ther control 
programs. 

Evaluation. Constant evalu ation should 
be carried out in all proj ec ts, espec iall y 
where control work has been undertaken 
for ten years or more , or in areas that a p
pear to have achieved a redu ction in inci
dence and prevalence. 

Detecti on of a large number of earl y 
cases indicates the success of the program, 
but does not necessaril y mean tha t le prosy 
is increasing. Detection of such benign 
cases and sub sequent earl y release from 
control reduces the prevalence rate , appar
entl y indicating that leprosy is being con
trolled . However , thi s does not mean that 
the source of infection has been removed 
from the communit y and further control 
measures mu st be continued. 

Supervision. In most countries, adequa te 
supervi sion by medical officers a nd senior 
auxili ary staff is lacking o r is unsatisfac
tory. It is essential that suc h supervision be 
provided and exercised for a ll acti vities 
connected with leprosy control. 

OPERATIONAL RESEARCH 

The committee no tes with interest the ef
fort s to develop technics whic h can be use
ful in the detection of the high ri sk groups. 
Subjects relevant to immedia te and/or 
long-term public health action should pref
erabl y be chosen and should inc lud e test 
runs of o ptimum soluti on given by the 
e pidemiometric model. Effort s should con
tinue to develop an e pidemiological model 
to prov ide forecasts of the impact of the 
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programs on the natural course of leprosy 
and its control. 

Studies should also be undertaken re
garding the methodology to be applied in 
urban leprosy control. 

Studies on reactivation and relapses are 
needed to determine the criteria and length 
of treatment required for releasing patients 
from control. 

RESULTS THAT MIGHT BE 
EXPECTED FROM THE PRESENT 

CONTROL METHODS 
Where the methodology is correctly and 

COMMITTEE 8: REHABILITATION 

persistently applied and where there is 
cooperation of all concerned and where 
there has been motivation of the populace, 
it can be expected that there will be an in
crease of early benign cases, a decrease in 
the number of disabilities, a slow and pro
gressive decrease of infectious cases and 
finally a gradual fall in the detection rate. 
The whole thing is such a long process that 
it requires a long time to achieve the end 
result. This prospect can only be improved 
by intensifying research . 
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We must begin by pOll1tll1g out an ano
maly in the use of the term "rehabilitation" 
in relation to leprosy treatment. By tradi
tion all those aspects of patient care which 
relate to the prevention of physical disabil
ity have been grouped under "rehabilita
tion" along with corrective surgery and 
other definitive rehabilitation technics, 
managed by a surgeon and his staff, while 
the treatment of the disease itself has been 
managed by specialists in leprosy control. 
The result has often been that when a re
habilitation team is not available, the 
physician in charge of the control project 
has felt that technics related to the man
agement of disabilities are not considered 
to be his responsibility. Thus patients are 
deprived of aspects of primary patient care 
which might have saved them from pro
gressive crippling deformity and social, 
economic , psychological and vocational 
di..,ability. 

We wish to emphasize that the special 
technics that have been developed to pre
vent physical disability are absolutely basic 
to the medical care of every patient who 
has suffered peripheral nerve damage, 
whether or not a definitive rehabilitation 
team is available. Appropriate technics can 
be carried out without expensive equip
ment or specialized personnel. The essen
tials are extra time spent by the auxiliaries 
on each patient and additional expenditure 
on such devices as protective and therapeu
tic footwear. 

The extra cost is compensated for by the 
improved cost-effectiveness that results 
from better attendance of the patients who 
will recognize that trophic ulcers are healed 
and that felt needs met , beyond which per
sonal experience and that of their neighbors 
teaches it could not be accomplished by 
medication alone. 

Conversely, the ultimate cost of caring 


