
Partnering for Progress
Recently I was asked to give the keynote address at

a conference in Jakarta on neglected tropical

diseases, drawing on my experiences as Goodwill

Ambassador for leprosy elimination. Let me

summarize my main points. 

I think the fight against leprosy should be

understood as a fight to ensure that everyone has

correct public health information about the disease.

I myself spend approximately one-third of each

year traveling the world on this mission, lobbying

political leaders, visiting health workers at the front

line, and seeking media cooperation.

I have been helped in these efforts by the

coordinating role played by the WHO in forming

an effective partnership among governments of

leprosy-endemic countries, ILEP members and other

NGOs, donor foundations and the pharmaceutical

company, Novartis. It was also extremely important

that there was a numerical target and a fixed time

frame for achieving leprosy elimination as a public

health program. The integration of leprosy services

into the general health services at the field level has

also been a key element for success. 

Unfortunately, however, we have not done

enough to tackle stigma and discrimination.

Through the launch of two separate global appeals,

I am asking government leaders and concerned

parties to urge the UN Human Rights Council to

formally take up this issue. I am also engaging

people affected by leprosy in this effort.   

In order to cope effectively with these medical

and social challenges, I think it will be important to

join forces with other agencies such as UNICEF, the

UNDP and the World Bank to form a broad

international partnership. I would also suggest

sensitizing NGOs dealing with social issues about

our work. In addition, let us involve the private

sector. I believe many companies would be willing

to tackle health and stigma issues as part of their

Corporate Social Responsibility. 

We need to integrate the talents and capacity of

many different bodies. Only then can we be

confident that information about health and social

issues is reaching people everywhere.

— Yohei Sasakawa, WHO Goodwill Ambassador
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Yohei Sasakawa and members of his team meet with a group of people affected by leprosy during a visit to Jakarta in February.
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Madagascar achieved the goal of eliminating
leprosy as a public health problem at the end of
2006. Having worked for the Leprosy
Elimination Program since 1997, I would like to
share some thoughts on the problems we faced
and the lessons we have learned. 

Following its inception in 1990, the program
went through different stages. It began with the
training of health workers and the dispatch of
MDT and case-management tools to health
centers. From 1997, new case
detection/treatment activities were
implemented, in the beginning focusing on high
endemic areas. These activities started with a
leprosy elimination campaign followed by
special action projects, and were intensified in
subsequent years.

As a result, the detection rate in 1997 was
four times what it had been in 1996. Many new
cases were detected, and many of them (around
60%) were correctly cured. 

But after four or five years we noticed that
the prevalence rate (PR) in some districts
remained as high as ever. To check on this
problem, we visited two remote, high endemic
districts that had not been visited in many years.
I will never forget one day-long journey of just
43 kilometers, during which we had to cross 84
damaged bridges, three-quarters of which had to
be repaired with planks before we could get
over them. 

Through these two visits, we realized that
there was a significant problem regarding the
registration of leprosy cases at the peripheral
level: cured patients were not being removed
from the register, old cases were being registered

as new cases, and patients were being wrongly
diagnosed.  

The discovery also suggested that our data
was probably flawed at every level, and that the
problem needed to be urgently addressed
because it might be one of the reasons why
MadagascarÕs prevalence rate remained high. 

We determined that the most effective way to
resolve the situation was to carry out a diagnosis
validation at the peripheral level followed by a
register update. As a result of taking these steps,
PR began to decrease. We called this period Òour
final sprint,Ó during which time we expended a
lot of hard effort. On one trip to a remote health
center to re-examine some leprosy patients, the
motorcycles we were riding fell over three times
because of the bad road conditions following the
previous dayÕs rain.

SOME CONCLUSIONS
In the beginning, we didnÕt give enough training
to peripheral health workers before sending
them out on active detection, resulting in over or
under diagnosis. In addition, we had to cope
with staff turnover, although this was
unavoidable. We were also too focused on new
case detection, neglecting patient follow-up, to
ensure that each patient was correctly cured.  

Consequently, we had to clarify our
epidemiological situation by introducing a new
strategy of diagnosis validation followed by
register update, something that could have been
avoided had we focused on quality of service
from the beginning. 

Furthermore, by overly concentrating on the
elimination goal, we neglected the human side
of patient care, such as disability management
and rehabilitation. 

From these experiences I believe that leprosy
control should focus on quality, not quantity. If
we respect quality of service, then quantity will
follow. Improving quality services is the best
way to reach the goal of elimination.

Reaching the goal is not the end of the road,
however. Considering the problem of under
diagnosis, there are many new hidden cases to
be detected and cured. The post-elimination
period is even harder, and we must redouble
our efforts and apply the lessons learned.   �

Integrating leprosy services into the general
health services has been a necessary step to
improve coverage and reduce stigma, but efforts
are needed to ensure that the quality of services
that was offered under the vertical system is
sustained under an integrated system, according
the head of the WHOÕs Global Leprosy
Program.  

Interviewed recently, Dr. Vijaykumar
Pannikar said integration enables more cases to
be reached, and stops leprosy being seen as a
special disease. But integration also necessitates
simplifying the management of leprosy so that
it can be done by the most basic health
workers. For that reason, he said, it is important
to avoid giving the impression that all there is
to leprosy treatment is handing out MDT blister
packs.

ÒSometimes complacency sets in and people
think leprosy is easy to treat. I would like to
bring back the focus on the patient and case
management besides multidrug therapy,Ó he
said. ÒThere is a lot of apprehension that
integration will reduce quality of services. We
have to keep an eye on this.Ó

In particular, for dealing with problems such
as leprosy reaction and ulcers, he stressed the
need to have a good referral system.
ÒIntegration does not mean abolishing special
services but using them in a different way,Ó said
Dr. Pannikar, who argues that existing referral
centers should not be closed. ÒIntegration makes

the role of a referral system even more
important.Ó 

With the WHOÕs new ÒGlobal Strategy for
Further Reducing the Leprosy Burden and
Sustaining Leprosy Control ActivitiesÓ now in
its second year, most countries are moving
ahead with leprosy control activities. However,
a handful of countries have still to achieve
elimination of leprosy as a public health
problem Ñ the goal established under the
previous strategy.  

Where these countries are concerned, Dr.
Pannikar said, ÒAll remaining countries need to
achieve the goal that was set and this will
certainly happen within the next few years. At
the same time, they need to prepare for
sustaining achievements and maintaining
quality of services.Ó

As to what Òfurther reducing the leprosy
burdenÓ in the current strategy entails, Dr.
Pannikar offered this definition:  

ÒThe leprosy burden is not about the
number of cases, but about the capacity of the
local health infrastructure to deal with those
cases, and also the effect on the patient, family,
and community,Ó he said. ÒReducing the burden
is also about reducing disability, stigma and
children from among new cases.Ó

He pointed out that some countries have a
higher burden than others even if the actual
numbers are less. ÒFor example, if one country
has over 200,000 leprosy cases, of which only
1,000 have disabilities, while another country
has only 500 cases, all of which are disabled --
which then has the higher burden?Ó Dr.
Pannikar asked.   �
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ÒOn a journey of 43 kilometers, 
we had to cross 84 bridges, 
three-quarters needing repairs.Ó 

Obstacle en route to a remote district

INDICATORS FOR MONITORING
AND EVALUATION

MAIN
1. New case detection
2. Treatment completion rate

ADDITIONAL
1. % Grade II disability
2. % female
3. % children
4. % multibacilliary

QUALITY OF CARE
1. % defaulters
2. Number of relapses
3. % correctly diagnosed cases
4. % with new disabilities

Dr. Pannikar: Team Leader, Global Leprosy Program

Leprosy FACT
�� India reported that in

2006, a total of
144,633 new cases of
leprosy were detected.
Of these, 3,041 had
Grade II disability,
14,589 were children
under 15, and 49,112
were female. As of the
end of January 2007,
90,599 leprosy patients
were under treatment
and the countryÕs
prevalence rate stood
at 0.79/10,000.


