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Over the last 3 decades there have been marked changes i n  leprosy control 
policies .  Until the early 1 940's the practice had been the compulsary segre
gation of leprosy patients in colonies .  I This was later replaced by their treat
ment in leprosy villages. 2. 3 

Before the introduction of the sulphone drugs , isolation was the main 
method of leprosy control .  After the introduction of sulphone4 and the proved 
effectiveness of dapsone by mouthS, there was a marked inclination towards 
outpatient treatment.  Some leprologists6• 7 called for caution in respect to the 
policy of giving up isolation for outpatient treatment .  However, the results 
of8• 9,10 proved beyond doubt the efficiency of  chemotherapy in reducing 
infectivity of lepromatous patients and that there was no need for isolation 
of the leprosy patients. This breakthrough in the leprosy treatment was also a 
potent therapy for the so cial pathology of the disease . II 

Over the years control programmes undertaken in different countries 
varied widely . 1 2 Vertical leprosy control programmes, integrated programmes, 
or partially integrated programmes were developed in different countries . 1 3  
However, many leprosy workers were i n  favour o f  a n  integrated programme as 
a better method for the control of leprosy. 14 

The concept of integration of leprosy control into the general health services 

Integration is defined as 'a series of operations concerned in essence with the 
bringing together of otherwise independent administrative structures , functions 
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and mental attitudes in such a way as to combine these into a whole' .  IS The 
WHO expert committee 1 6 stated that leprosy should not be considered as a 
disease apart but as a general public health problem in countries where it is 
endemic.  This was further stressed in the WHO expert committee report l? 
which mentioned that the outpatient treatment of leprosy should be  carried 
out in the health centre which also deals with general health of the community.  

Browne 18 gave medical , economic ,  operational , social and administrative 
reasons for integration, whilst Schallerl9 stressed the economical shortcomings 
as the most important reasons for integration. There is no doubt that the 
economic factor is among the most important and decisive factors in most 
developing countries .  Hasselblad20 described a vertical health delivery system 
as a luxury which can be  afforded only by few countries .  He also stressed the 
side effects of the stigma associated with leprosy as another important reason 
for integration .  He stated that leprosy will never become a disease 'like any 
other' so long as it is treated in isolation.  Health education can never overcome 
the stigmatizing attitudes with which the community regards l eprosy so long as 
the medical profession itself gives support to 'separate' methods of control .  

For many leprologistsl4 . 21. 22 integration could be the only way to tackle 
the problem of leprosy . However, with the wide diversity of health delivery 
systems in different countries ,  a generalization would not be practical . When to 
integrate and how to integrate will depend on the degree and development of 
the health services  in the country and its future plans for development . 23 

Leprosy control and the primary health care programme in the Sudan 

Leprosy is a public health problem in the Sudan. The prevalence rate varies 
widely in the different provinces.  Leprosy control activities are mainly through 
leprosy settlements established in the 1 940's and a few m obile units run by the 
missionaries.  A few leprosy patients are seen in the dermatological clinics and 
some outpatient clinics. 

In 1 974 the Government of the Sudan decided to develop a national health 
programme within the context of the National Socioeconomic Plan for the 
period 1 977-84 .  With the assistance of WHO a National Health Programme 
document was made where 1 5  health problems were selected according to 
certain criteria as priority problems . In the final analysis ,  8 of the 1 5  problems 
were grouped under the heading of Primary Health Care (PHC) ,  which was 
singled out as the most important field for government action during the 
development plan for 1 977-84. 24 

During the years 1 97 5-76 a detailed PHC programme document was pre
pared for each of the 5 regions of the Sudan. 2S. 26 The main objective of the 
programme is maximum coverage whereby PHC should become accessable to 
the entire population by 1 984. The programme stressed the concept of 
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community-based services and gives particular attention to the preventive and 
promotive aspects of health. 

The delivery of  service is planned through a network of Primary Health 
Care Units (PHCU) . Each PHCU serves a population of 4 ,000 people within a 
radius of 1 0  miles (these parameters are now under revision) .  The PHCU is 
staffed by a Community Health Worker (CHW),  who is an indigenous member 
of  the community, selected by the community , and paid by the local council . 
He is given 9 months training to enable him to diagnose and treat a limited 
number of diseases  and to be able to suspect a further group of diseases 
(including leprosy) and to refer to a dispensary or h ospital for confirmation of 
diagnosis and initiation of treatment . It is his duty to carry out the treatment 
prescribed for the patients by a medical assistant or a medical officer and he 
should keep the patients' records . Being from the same community he can 
examine contacts of  patients and give health education to the people on 
appropriate subjects .  

For each five PHCU there is a dispensary staffed by a medical assistant (a 
nurse with a further 2 years training in a medical assistant school ) .  The medical 
assistant confirms the diagnosis of leprosy ,  initiates treatment , and refers the 
patient back to continue his treatment at home under supervision of the CHW. 
He could also examine contacts and carry out school surveys in his area. Where 
he fails to confirm the diagnosis he refers the patient to the medical officer in 
the rural hospital , who may confirm the diagnosis or refer the patients to the 
dermatologist at the provincial h ospital. 

The importance of training for leprosy control activities has always been 
stressed.J3 .27-29 Training is becoming more important with the increasing 
magnitude of the drug resistance problem30 and the need to use multiple drug 
regimens . 

To ensure that leprosy control activities in the Sudan are carried out 
effectively through an integrated programme,  specific training in leprosy 
control is necessary for all professional and auxil iary staff. Indeed, training is 
considered as the key to the success of the control programme and is given high 
priority in planning. Leprosy is included in the curriculum of the medical 

. schools . Lectures are given on leprosy as a tropical disease and the disease is 
also tackled as a public health problem.  A national leprosy training centre has 
already been established at Wau and gives training for different categories of 
auxiliary staff. Priority in training is given to the tutors of the different training 
institutes and the medical assistants from highly endemic areas . 

Monthly and annual reports are written by the different health units and 
operational and epidemiological evaluation is carried out at the provincial , 
regional and central levels . 

Supervision is essential and is carried out by the senior staff responsible for 
the other health activities (Assistant Commissioner for Health , Provincial 
Medical Assistant etc) . It has been noticed that the specialized leprosy worker 
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(a leprosy supervisor) is unable to supervise the medical assistants in the dis
pensaries because he is administratively junior to them. 

Discussion 

An integrated leprosy control programme has been carried out successfully 
in USSR 31 where leprosy patients were seen in all specialized health units, 
sanitary epidemiologic stations and rural medical units .  Integration was also 
tried in Indonesia32•33 where there is low leprosy endemicity, economic 
difficulties and scarcity of qualified personnel . In Indonesia , use was made of 
the existing facilities, personnel , institutes and equipment .  I t  was shown33 
that efficient case finding is possible through the use of non-specialized para
medical personnel . In Venezuela ,  the leprosy field units were integrated into 
the Ministry's regional medical centre .34 In Brazil, integration was carried out 
on a pilot project basis35 and encouraging results were reported . 

The Sudan is one of the poor developing countries with many health 
problems and scarce resources. Leprosy, though a big public health problem,  
i s  not  the first or second priority; there are several other more pressing 
health problems . 36 Until recently , leprosy control activities have remained 
confined mainly to the leprosy settlements where the patients have l ittle 
medical care . 

Through an integrated programme it becomes feasible to cover the whole 
country and to provide adequate regular chemotherapy for all detected cases .  
Case-finding and contact surveillance could be carried out by the CHW. The 
leprosy patients will have access to all the existing health facilities and will 
share with their fellow-citizens the available resources. The programme will 
also provide the necessary treatment for the patient near to his home and 
within his community . 

In the Sudan , as in many countries there is a strong stigma associated with 
leprosy .3? As the leprosy patient is not accepted in his community and was 
usually sent to one of the settlements , patients tend to hide till they are 
deformed .  Through an integrated programme the stigma associated with the 
disease could be lessened as experienced in Thailand. 38 

Conclusion 

An integrated leprosy control programme is of much benefit to the individual 
leprosy patient,  to his family and to the whole community . I t  is a suitable 
system for developing countries with scarce financial and other resources like 
the Sudan. It is both economical and feasible. However, the results of an inte
grated approach to leprosy control within the framework of PHC in the Sudan 
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remain to be evaluated. Constant evaluation and appraisal are vital elements in 
the concept of  PHC . 
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