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Summary After considering the situation and the perspectives of integration and 

the drawbacks that a vertical approach can represent for leprosy control ,  the 

author proposes the framework of control programmes as a systemic model for 

comprehensive health care . The structure that health s<ervices in developing 

countries are adopting in order to implement PHC allows for an horizontal 

integration of specific activities; conversely, activities which have already proved 

their value for leprosy control can easily enlarge their scope and include other 

prevalent conditions. Integration leads to an improvement in patients' and health 

workers' attitudes; provided that the necessary supervision is guaranteed, 

integration is feasible and warrants more effective patients' care and a better 

exploitation of resources in order to reduce the specific risk in the community. 

This paper is based on experience gathered in a developing country, ofa leprosy control programme 

whose strategical guidelines were subsequently adopted for the management of the national health 

system . I Its objective is to stimulate discussion on the various ways in which the contents and 

functions of leprosy control can be effectively incorporated in the 'horizontal' framework of the 

general health services.  This may possibly necessitate confining the specific component to technical 

advice and supervision and central referral facilities. 

The meaning and implications of integration-general considerations 

' Integration' of leprosy control has been a matter of debate for a long time. The term is generally 

taken to mean, either the horizontal implementation of activities previously carried out by a vertical 

programme-that is an integration of resources2-or a combination of various objectives under a 

single vertical programme-as in leprosy-TB controP Another concept is ' Integration' between 

different leprosy control programmes, such as between government and voluntary agencies or 

between neighbouring countries, implying standardization of criteria to improve performance, 

results and evaluation .  

The application of MDT has opened up new perspectives for leprosy control which have 

fostered the specific, vertical approach with the aim of eradicating the disease, so that today, most, if 
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not all , control programmes continue to be run on vertical l ines. I t  is by no means certain, however, 
that this strategy will succeed. Leprosy disappeared from several countries before the introduction 
of any chemotherapy and declined markedly in other countries during the era of dapsone 
monotherapy, concomitant with, and probably largely due to, socio-economic development .4 
Further, experience in tuberculosis control, shows that highly effective multiple drug regimens can 
be applied for many years without any great impact on the incidence of the disease in poorer 
countries . 5  Accordingly, the integrated approach still merits serious consideration.  

Countries with a high prevalence of leprosy generally face complex health problems and have to 
optimize the use of the resources available. Their populations are exposed simultaneously to many 
risk factors--each of which may be specific for a certain condition, but which together constitute a 
serious threat to health or life-in the face of which any action which is too specific is inevitably of 
limited effectiveness. 

I t  i s  of note that, in general, public opinion considers that ' integration' already exists; people do 
not distinguish between a vertical programme and the general health services, and patient 
compliance, being dependent on trust in the effectiveness of treatment, may be influenced as much 
by the failure, for example, of treatment for epilepsy in a family member as by the advertized merits 
of antileprosy treatment .6  

An overall improvement in general health services is  a step towards a more effective leprosy 
control and, conversely, leprosy control can contribute to such an improvement. Indeed, it 
constitutes a good model, organized as it i s  in a comprehensive programme, even within the limits of 
its specific objectives, catering for a wide range of patients' needs and reaching out into the 
community. Specific tasks are defined at each level and effectively integrated in terms of planning 
and implementation.  Due attention is given to standards of treatment, adequate technologies and 
health education, while the need for permanent supervision and training of staff is fully recognized . 
Its management is increasingly geared to information systems and provides for local decision­
making within the national strategy, especially on account of variations of incidence and prevalence 
from area to area . All these features are inherent in primary health care (PH C), and any experience 
gathered in their application in a specific field ought to be relevant to the management of a general 
health system. 

Leprosy control has always emphasized the importance of health education and community 
involvement which is  the core of PHC. The role played by voluntary agencies and charitable 
institutions is  of particular note, both in relation to the community-which often shows a 
preference for them because they offer more comprehensive care and often have more highly 
motivated staff-and in relation to the wider political debate about development, international aid 
and health. 

A public health approach 

The majority of publications on leprosy concern it 's microbiology, immunology, pharmacology 
and clinical aspect, while those on its control in the community are written from the standpoint of 
epidemiology, anthropology or sociology. Some authors7 have discussed leprosy control in the 
perspective of PHC, but in the main these papers have been limited to the grounding of vertical 
programmes in the community (it should, however, be emphasized that village health workers can 
reasonably be expected to undertake leprosy controlg only if the superior levels of the system can 
provide integrated care for all the problems l ikely to arise in a community-based programme) . 
There are very few papers-or even editorials-----dealing with operational aspects of integration 
(with the exception of some from integrated leprosy-TB projects) and this is possibly due to lack of 
experience . The greatest need at the present time, however, i s  to improve the operational efficiency 
of leprosy control programmes and this can best be achieved by application of the principle of 
public health administration as enunciated by Leavell & Clark in  their classical model of the natural 
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history of disease.9 Figure I illustrates how the general features of leprosy and its control fit into the 
model; the feasibility of integration can then be assessed by analysis of the model along two different 
lines. 

The population--services analysis 

The first analysis relates the health system to the population, in order to ensure that its structure is 
adequate to undertake leprosy control activities. 

Figure 2 illustrates how the general population are the object of health promotion, groups at risk 
need specific prophylaxis, while suspects and individuals increasily affected need actions directed at 
secondary and tertiary prevention. 

Figure 3 shows that in the population, the highest number of individuals can be cared for at the 
primary level of the health system at minimum cost; as the extent of the problem increases, the 
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numbers affected decrease, but the cost of intervention at the intermediate and superior levels 
progressively increases . 

Figure 4 is a development of Figure 2 showing the operational levels of the health services and 
the activities of primary, secondary and tertiary prevention which constitute a continuous flow, 
from the basic comprehensive services to the most specialized . At each point there is an outlet, 
which returns the patient/user to the general population. In the health structures column, the area of 
management and supervision normally entrusted to the local health authority (LHA) is shown as 
being from the district hospital downwards. 

In Figure 5,  the activities are listed and the target groups of the population linked directly to the 
operational structure . In this example, leprosy control i s  shown together with MCH and TB 
control, but the model could well be enlarged to include other PHC programmes.  It  is necessarily 
merely a summary, aiming to systematize levels of activity and distribution of tasks. Possible ways 
of integration will be suggested by reading transversely; practical detai ls have to be added as local 
conditions dictate. The various activities have to be analysed in terms of the tasks and techniques 
involved, compared with the competences and resources available at each level and then planned 
according to local conditions of demography and morbidity. In addition, provision must be made 
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for management and logistics, normal ly carried out at higher levels, and the integration of vertical 
programmes may well entail strengthening the administrative resources of the general health 
service. 

The activities analysis 

The second analysis concerns the extent to which leprosy control activities can be adapted to other 
objectives.  

Figure 6 relates the promotion of health, prophylaxis, secondary and tertiary prevention, to the 
availability and accessibility of services, as conditioned by a number of determinants, defined by 
certain criteria and measured by several indices coming from data collected by the health system. 

Figure 7 shows that promotion of health must take into account various socio-economic 
components, some of which are the responsibility of the health system : family planning, sanitation, 
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Figure 7. Promotion of health, prophylaxis, disease prevention, community participation and disease control 
(Loretti 1 987) .  

health awareness and overall health policy. Health policy defines the specific control programme, 
but unless all the components of the promotion of health are being fulfilled, it will not enjoy full 
community participation, which in any case has to be fostered by education for public awareness to 
the problem. 

Figure 8 shows that the health education of the population is essential for any programme and 
that it receives feedback from the outcome of the activities implemented . ln  leprosy control, reliance 
is still at present on secondary prevention, with two provisos: firstly, that tertiary prevention­
rehabilitation--contributes to health education by limiting disabilities; secondly, that specific 
prophylaxis, that is the reduction of specific risk in the community, is limited to the control of 
regularity of treatment and absentee tracing, which are both tasks of the basic worker and should be 
given due merit accordingly. 

Figure 9 analyses secondary prevention by early detection and effective treatment in greater 
detail and systematizes their principal components. It makes it  possible to identify items needing 
emphasis in some circumstances, e .g .  the definition of the population being surveyed, the 
importance of an early diagnosis of complications, the role of a workable registration system, and 
the distribution of different therapeutic measures at various levels .  For both early detection and 
effective treatment there are listed resources, criteria for quality control ,  basic requirements and a 
number of indices for the purpose of evaluation. 

Figure l O is a composite table showing how leprosy and other conditions can be considered 
together in an integrated approach . It includes: 
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Figure 1 0. Leprosy control :  how specific items are suitable to cover other conditions (Loretti 1 987) .  

global strategies, when common causes are recognized for otherwise dissimilar problems; 
practical activities, which are more efficient when directed to more than one goal; and 
methods, where conditions affecting patients and community in  similar ways call for a similar 
approach and attitude. 

As might be expected, conditions appearing most frequently in Figure 1 0  are other chronic 
infectious diseases, those carrying loss of self-esteem and those associated with social stigma. The 
association of leprosy with tuberculosis is already well accepted but what may be new is  the idea that 
any activity relevant to leprosy control can be applied to facilitate access to health care for a number 
of conditions, and vice versa. 



3 1 6  A Lo/'(' l t i  

Conclusion 

Textbooks teach us that health is an integral entity and that there is no point in stating that 'disease 
X is like any other disease'-arising from the interaction of various biological, social and economic 
factors-if in practice we act as if only 'our' disease was real .  Indeed, the average man recognizes 
this in his daily l ife ,  albeit unconsciously. 

It i s  proper to give a problem, or even just one of its facets, priority when an effective remedy is  
available, but care has to be taken not to defeat objectives through the means. Vertical programmes 
are authoritarian in their definition and essence and have a negative impact upon health awareness, 
reducing patients to mass consumers of prepacked goods and worse, failing to meet all their felt 
needs .  We all know the result: poor public participation in the programmes and poor patient 
compliance, both of which we try to improve by health education. Poor public participation 
contributes to demotivation and deterioration of standards and attitudes on the part of staff and 
this blatantly contradicts the message of our health education and counterbalances the advantage 
arising from concentration of effort. Accordingly, an integrated approach to our professional 
activities contributes more to the growth of awareness in the public than any specific health 
education programme. 

Integration is feasible if  supervision, which is a sine qua non, can be guaranteed . The current 
structure of health services in most leprosy endemic countries allows for a suitable distribution of 
specific activities at various operational levels, so that the features of leprosy control , from policy 
setting to the most basic tasks, can be exploited for other conditions. 

All too often, there is a gap between the political statement of intent, e .g .  ' Integration' ,  and its 
practical implementation. To ensure the optimum utilization of human resources this gap has to be 
filled by a synthesis between policy and practice and for this, public health as a science, and systems 
analysis as a method, constitute the most effective tools. 
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