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Potential effect of the World Health Organization’s 2011-2015
global leprosy strategy on the prevalence of grade 2 disability:

a trend analysis
Catharina J Alberts,® W Cairns S Smith,” Abraham Meima,® Lamei Wang? & Jan Hendrik Richardus?

Objective To assess different countries’ chances of attaining the 2011-2015 global leprosy target set by the World Health Organization
(WHO) and to assess the strategy’s effect on the prevalence of grade 2 disability (G2D).

Methods Trends in G2D rate were analysed for Brazil, China, India and Thailand and figures were compared with the WHO target: a
35% decrease by 2015 relative to the 2010 baseline. To estimate the prevalence of G2D in 2015 and 2035 for each country three
assumptions were made: (i) maintenance of the current trend; (ii) attainment of the WHO target, and (iii) reduction of G2D by 50%
every 5 years relative to 2010.

Findings Since 1995, the G2D rate has decreased every 5 years in Brazil, China, India and Thailand by 12.7% (95% confidence
interval, Cl: 6.6-18.3), 7.7% (95% Cl: 1.1-12.8), 53.7% (95% Cl: 38.1-65.4) and 35.9% (95% Cl: 23.4-46.3), respectively. New
cases with G2D detected after 2010 will contribute 15% (Brazil), 3% (China), 2.5% (India) and 4% (Thailand) to the total prevalence of
G2D in 2015. If no policies are changed, between 2015 and 2035, the prevalence of G2D will decrease by more than half in China,
India and Thailand, and by 16% in Brazil.

Conclusion The implications of attaining the WHO target are different for each country and using indicators other than G2D prevalence
will help monitor progress. The strategy will not immediately reduce the prevalence of G2D, but if it is applied consistently over the next
25 years, its long-term effect can be substantial.

Abstracts in 3 5=, #3Z, Frangais, Pycckuit and Espafiol at the end of each article.

Introduction

Among communicable diseases, leprosy remains a leading cause
of peripheral neuropathy and disability in the world, despite
extensive efforts to reduce the disease burden.' The success of
multidrug therapy, introduced in 1981, encouraged the World
Health Assembly to strive to eliminate leprosy — i.e. reduce its
global prevalence to 1 case per 10000 population — by the year
2000. However, the use of disease prevalence as a progress indi-
cator was criticized. Disease prevalence, defined as the number
of patients diagnosed with leprosy and registered for treatment
over the course of a year,” is very sensitive to factors such as treat-
ment duration and case-finding method.** Asa result, alternative
indicators such as the fraction of people with leprosy who have
grade 2 disability (G2D) have been suggested to monitor the

results of leprosy control activities.

In 2009, the World Health Organization (WHO) launched
the Enhanced Global Strategy for Further Reducing the Disease
Burden due to Leprosy for 2011-2015, under which the target
became to reduce the number of new cases of leprosy with G2D
per 100000 total population (G2DR) by at least 35% between
the end 0f 2010 and the end of 2015. G2D has been proposed
as an indicator instead of leprosy prevalence because it is less
susceptible to operational factors such as detection delay and is
amore robust marker for mapping cases of leprosy in a country.
WHO expects that by using G2D as an indicator and by focusing
interventions on reducing G2D, delayed detection and treatment

of leprosy patients will also be reduced and so will the number
of new leprosy cases in the population.’

The aim of reducing the G2DR by 35% over 5 years has led
us to ask important questions. First, if a given country currently
shows a particular trend in leprosy-related G2D, how far is that
country from reaching the WHO target? Second, how will
this new target affect the absolute number of individuals living
with G2D caused by leprosy? We also investigate the effect of
modifying this strategy in two ways: by extending the target date
until 2035 and by seeking a 50% instead of a 35% reduction in
G2DR. This type of analysis may enable policy-makers to steer
their programmes towards achieving optimal results in reducing
the burden of leprosy in the coming years.

Methods

Definition of disability grade

The WHO leprosy disability grading system has changed over
the years. The system currently in use is described in Box 1,°
which grades leprosy patients according to disabilities of the eyes,
hands and feet. The highest grade of disability of any of these
body sites is used as an overall indicator of the disability status
of a person with leprosy. Leprosy-related G2D can be reported
in different ways: as G2DN (absolute number of people with
G2D among leprosy cases newly diagnosed in a specific year);
as G2D% (proportion of people with G2D among leprosy cases
newly diagnosed in a specific year); as G2DR (newly diagnosed
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Box 1. WHO grading system

Hands and feet

Grade 0 No anaesthesia, no visible deformity or damage
Grade 1 Anaesthesia present, but no visible deformity or damage

Grade 2 Visible deformity or damage present
Eyes

Grade 0 No eye problem due to leprosy; no evidence of visual loss
Grade 1 Eye problems due to leprosy present, but vision not severely affected as a result (vision:

6/60 or better; can count fingers at 6 metres).

Grade 2 Severe visual impairment (vision worse than 6/60; inability to count fingers at 6 metres);
also includes lagophthalmos, iridocyclitis and corneal opacities.

Source: Table adapted from Brandsma et al.®

leprosy patients with G2D in a given
year divided by that year’s population at
mid-year and multiplied by 100 000); and
as G2D prevalence (absolute number of
individuals ever diagnosed with leprosy

and living with G2D in a specific year).

Selection of countries

For this study we selected four countries
with endemic leprosy in different phases
of the leprosy epidemic and for which
reasonably consistent data were available
over a long period: Brazil, because it has
the highest G2DR; China, because it
has the highest G2D%; India, because
it has the highest G2D prevalence; and
Thailand, because it is known to have a
long-standing, reliable leprosy prevention
programme. These countries can serve as
models for other countries with similar

profiles.

Data collection

For the four selected countries we col-
lected data on the annual number of
new leprosy cases with and without G2D
(data available from the corresponding
author on request). Data on all countries,
except for Brazil and China during certain
periods, came from WHO documents
presented at an informal consultation
in 2009.” For Thailand, India and Brazil
we used G2D data reported by WHO
beginning in 1982, 1985 and 1987,
respectively. For China we used data on
G2D% from 1945 onwards from a recent
article,® complemented with WHO data
for 1999-2008. For Brazil we obtained
data for 2001-2009 from the Sinanweb.’
To calculate the G2DR we used the
mid-year population of each country as
reported by the US Census Bureau.'” The
four countries we examined apply compa-
rable definitions of “non-communicable
disease” and “grade 2 disability” because
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they adhere to WHO guidelines. We also
obtained data on non-communicable dis-
eases and G2D from WHO data sources.
Because little information exists on the
age distribution of G2D cases, we used
the best available data for each country.

For all countries we applied the age-
specific death rates of the general popu-
lation to individuals affected by leprosy.
Death rates among people affected by
leprosy are hard to find because leprosy is
rarely the immediate cause of death.! We
therefore assumed that leprosy patients
die at the same rates as individuals in the
general population.

Trend analysis for 2010-2015

For each country we examined the cur-
rent trend in G2DR in two ways: (i) by
analysingall data available (complete data
set fit) and (ii) by analysing data only for
the period since 1995 (1995 fit). To do
this we used a basic exponential function
since the general trend observed showed
an exponential decline. We analysed
the period beginning in 1995 on the as-
sumption that data for the most recent
years are the most reliable and because
global coverage with multidrug therapy
surpassed 90% in 1995. For China and
Thailand we excluded data before 1957
and 1981, respectively, because they were
not consistent with the general trends
observed. For Brazil we excluded data for
2007-2008 because the web site states
that they were compromised for techni-
cal reasons.! For each fit we provide R
as a measure of the goodness of fit. These
calculations were implemented in MatLab
version 7.5 (R2007b) (MathWorks Inc.,
Natick, United States of America).

Prevalence of grade-2 disability

W calculated the prevalence of G2D for
2015 and 2035 to estimate the effect of
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the WHO target on the absolute number
of leprosy patients with G2D. For this
purpose we defined prevalence not as
the number of leprosy patients under
treatment, but, as indicated earlier, as
the absolute number of leprosy patients
with G2D in a specific year. We analysed
three alternatives to the WHO policy:
(i) suspending the WHO policy in 2015;
(ii) sustaining the policy until 2035; and
(iii) defining the target as a decrease of
50% instead of 35% every 5 years. We
analysed the third possibility to explore
the effect of a decrease substantially
larger than the one set by WHO. We
used a model developed by Meima et
al."” to make these calculations, which
we implemented in an Excel spreadsheet
(Microsoft, Redmond, USA).

The model predicts the absolute
number of individuals living with G2D
up to a specific year. First we determined
the incidence of G2D by calendar year
(step 1) and then, using the age dis-
tribution, we assigned an age to every
individual detected each year (step 2).
From this assigned age we calculated until
what year each individual would survive
(step 3). Finally, to obtain the prevalence
of G2D we added the number of surviv-
ing individuals with G2D in 2015 and
2035 (step 4). Each step is described in
detail below.

Incidence of grade 2 disability
(step 1)

We determined the incidence of G2D by
calendar year. Because information for all
years was not available, we estimated the
incidence for the missing years. For the
period before the first available data point
we applied backward extrapolation.'” For
the period starting from the last available
data point up to 2010 we used the 1995
fit, as described in the previous section.
For the period after 2010 we developed
three scenarios: (i) the country sustained
the current trend (1995 fit), (ii) the
country attained the WHO target of a
35% decline every 5 years, and (iii) the
country attained a decline of 50% every
5 years. For the last two scenarios we as-
sumed exponential declines, which equate
toanannual decline of 1 —0.65°=0.083,
or8.3%,and 1 -0.5"°=0.129, or 12.9%,
respectively.

Subsequently we characterized three
cohorts: individuals with G2D detected
before the global introduction of multi-
drug therapy (1980 or carlier); individuals
detected during the period ranging from
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the year in which multidrug therapy was
introduced to the start of the target period
(1981-2009); and those detected from
2010 up to 2015 and up to 2035. This
clarified the contribution of each period
to the future prevalence of G2D.

Age-specific incidence of grade 2
disability (step 2)
To determine the incidence of G2D at
age ain calendar year £, we used a method
analogous to Meima et al’s and subjected
the total incidence of G2D in year £ to
the age distribution of all newly-detected
cases of leprosy with grade2 disability."”
For Brazil we used the age distribu-
tion of G2D as reported by the Sinanweb,”
which gives the age of each case of leprosy
with G2D diagnosed during2001-2009
for the whole country.* We had no infor-
mation of the age-distribution of G2D for
the other three countries, so we used the
age-distribution of non-communicable
diseases instead. For China we used
the age distribution of the new leprosy
cases detected in Jiangxi the province
in 2000-2009 (Lamei Wang, personal
communication). For Thailand we used
the age distribution of the new leprosy
cases detected in the general population
for 2002-2008."* For India we used the
age distribution of G2D as reported for
Brazil because we were not aware of any
published data on the age distribution
of G2D or non-communicable diseases
in the general population in India. (All
dataare available from the corresponding
author on request.)

Survival analysis (step 3)

In this step we calculate the number of
leprosy survivors with G2D up to 2015
and 2035. In step 2 we estimated the age
of each individual in calendar year ; we
used the age-specific death rate to calcu-
late the fraction of these individuals with
age zin calendar year £ who would survive
until year £ + 1. By repeating this step
several times, we calculated the number
of survivors in 2015 and 2035. The old-
est age considered in this study was 100
years. To perform these calculations we
used a life table of the general population
(provided by WHO)" to derive the age-
specific death rate for each country, and
we assumed that these death rates were
applicable to individuals with grade 2
disability. WHO provides life tables for
1990, 2000 and 2008, and we used the
life table for the year 2000.
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Fig. 1. Leprosy cases with World Health Organization grade 2 disability per 100000
population (G2DR) for Brazil represented on a logarithmic scale, per year
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multiplied by 100000.

The observed values for each country are symbolized with black circles. Trend estimates for the complete data set
are represented with grey dashed lines, and for the period from 1995 onwards with black dotted lines.

Fig. 2. Leprosy cases with World Health Organization grade 2 disability per 100000
population (G2DR) for China represented on a logarithmic scale, per year
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The observed values for each country are symbolized with black circles. Trend estimates for the complete data set
are represented with grey dashed lines, and for the period from 1995 onwards with black dotted lines.

Results

Analysis of trends in G2DR for
2010-2015 (Part )

We represent the trend as we expected
it to be in 2010-2015 in Fig. 1, Fig. 2,
Fig. 3 and Fig. 4. We show two trends:
one based on all the data points available
(complete data set fit), and another based
on the data since 1995 (1995 fit).

For Brazil (Fig. 1) we observed a
decrease of 11.9% (95% confidence in-
terval, CI: 9.3-14.5) every 5 years (2.5%
annually) when we used the complete data
set fit, and of 12.7% (95% CI: 6.6-18.3)

every 5 years (2.7% annually) when we
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used the 1995 fit. Thus, the decreasing
trend observed was slower than the
WHO target of 35% every S years. R?
for the complete data set fit (1987-2009)
and for the 1995 fit (1995-2009) was
0.83 and 0.65, respectively. For China
(Fig. 2) we observed a decrease of 37.8%
(95% CI:32.8-42.4) every S years (9.1%
annually) when we used the complete data
set fit (R*=0.93), and of 7.7% (95% CI:
1.1-12.8) every 5 years when we used the
1995 fit. China’s attainment of the WHO
target would depend on the fit used. For
India (Fig. 3) we observed a decrease
of 40.6% (95% CI: 35.6-45.3) every

5 years (9.9% annually) when we used
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the complete data set fit (R*=0.93),and a
decrease of 53.7% (95% CI: 38.1-65.4) ev-
ery S years (14.3% annually) when we used
the 1995 fit (R*=0.96). Regardless of the
projection used, India showed a decrease
of more than 35% every 5 years. Finally, for
Thailand (Fig. 4) both the complete dataset
fit (R?=0.86) and the 1995 fit (R2=0.73)
showed a decrease of close to 35% every
S years: 37.3% (95% CI: 31.4-42.8) (8.9%
annually) and 35.9% (95% CI: 23.4-46.3)
(8.5% annually), respectively.

Prevalence of grade 2 disability
(Part i)

The estimated prevalence of G2D in 2015
and 2035 is shown for Brazil in Fig. 5,
for China in Fig. 6, for India in Fig. 7
and Thailand in Fig. 8. The estimated
prevalence is based on three scenarios:
sustainment of the current trend (1995
fit), attainment of the WHO target, and
attainment of a 50% decline every 5 years.
The prevalence was calculated for three
cohorts: individuals detected in 1980 or
before, those detected in 1981-2009, and
those detected from 2010 to 2015 and to
2035, respectively.

Brazil

Although the current trend in Brazil di-
verges from the WHO target, we found
that the G2D prevalence in 2015 was
approximately 71000 individuals in all
three scenarios, owing largely to the G2D
cases detected during 1981-2009. We also
observed that, for 2015, cases detected
after 2010 contributed around 15% in any
scenario. Furthermore, when we compared
the prevalence of G2D in 2035 with thatin
2015, we observed adecrease in prevalence
in each of the scenarios as follows: 16% if
the current trend (12.7% every 5 years)
is sustained; 38% if the WHO target is
attained, and 47% if there is a decline of
50% every S years.

China

In China G2D prevalence was approxi-
mately 52000 individuals, most of them
detected in1980 or before. Cases detected
after 2010 contributed around 3% in all
three scenarios. When we compared the
prevalence of G2D in 2035 with that in
2015, we observed a decrease of 68% if
China sustains its current trend (8% every
5 years). When we assumed that in 2035
China would either attain the WHO tar-
get or a decrease of 50% every 5 years, we
observed a decrease of 75% with respect
to the prevalence in 2015, mainly attribut-
able to the death of individuals with G2D
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Fig. 3. Leprosy cases with World Health Organization grade 2 disability per 100000
population (G2DR) for India represented on a logarithmic scale, per year
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multiplied by 100 000.

The observed values for each country are symbolized with black circles. Trend estimates for the complete data set
are represented with grey dashed lines, and for the period from 1995 onwards with black dotted lines.

Fig. 4. Leprosy cases with World Health Organization grade 2 disability per 100000
population (G2DR) for Thailand represented on a logarithmic scale, per year
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The observed values for each country are symbolized with black circles. Trend estimates for the complete data set
are represented with grey dashed lines, and for the period from 1995 onwards with black dotted lines.

detected in 1980 or before (since G2DR
was high in 1980 or before and relatively
low after 1980). If China sustains its cur-
rent trend, 6400 “new” leprosy patients
(detected in 2010-2035) will be living
with G2D by 2035. On the other hand,
if China attains a decrease of 35% or 50%
every 5 years, respectivcly, only 3000 or
2000 “new” leprosy patients will be living
with G2D by 2035.

India

Under any scenario, prevalence in India
will be around 490000 in 2015 and cases
detected after 2010 will contribute around
2.5% of that number. By 2035, prevalence

would have decreased by 67% in any
scenario mainly owing to the decrease in
the number of individuals detected during
1981-2009 (since G2DR before 2009 was
relatively high).

Thailand

The prevalence in Thailand in 2015 was the
same (approximately 5750) under all three
scenarios, and cases detected after 2010
will contribute around 4% of that number
in any scenario. Trends in Thailand were
comparable to trends in China and India,
with the 2015 prevalence decreasing by
more than half and reaching 60% by 2035

in all three scenarios.

Bull World Health Organ 2011;89:487-495 | doi:10.2471/BL7.10.085662
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Fig. 5. Estimated prevalence of World Health Organization grade 2 disability (G2D) in
Brazil in 2015 and 2035 under three scenarios?
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WHO target (a decline of 35% every 5 years) is attained, and (jii) a decline of 50% every 5 years is attained.

Fig. 6. Estimated prevalence of World Health Organization grade 2 disability (G2D) in
China in 2015 and 2035 under three scenarios?
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Discussion

The G2DR decreased in Brazil, China, In-
diaand Thailand since 1995, with 12.7%,
7.7%, 53.7% and 35.9% declines every
5 years, respectively. Brazil, China, India

and Thailand will have an estimated G2D
prevalence of 71000, 52000, 490 000
and 5750 by 2015. Relative to 2015, the
prevalence of G2D in 2035 will have de-
creased by more than halfin China, India
and Thailand, with the scenario making
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lictle difference. In Brazil, however, the
decrease will depend on the scenario:
16% under the current trend, 38% under
the WHO target of a 35% drop every
5 years, and 47% if a 50% drop every
S years occurs.

The data used for our study may not
represent the real G2DR of a country.
For example, some have wondered to
what extent the relative decline in non-
communicable diseases in India has been
influenced by operational factors (e.g.
the expansion of control activities before
2000 and the relaxation of detection after
2000). Such factors have probably also
influenced trends in G2D. During 2000
2005 the incidence of G2D dropped by
77%, much more than in 1994-1999
(51% decrease) and 2006-2008 (20%
increase).”'® Similar questions about
the likelihood of attaining the WHO
target by 2015 have been raised for other
countries as well."” Conclusions from our
analysis are therefore as strong as the qual-
ity of the data, but we emphasize that our
model secks to present a systematic way of
estimating future trends in leprosy impair-
ment, not to provide precise figures.” In
other words, the exact prevalence of G2D
is notas importantas the trends observed.

Brazil and perhaps China are far
from attaining the WHO target. For
China the predicted future trends depend
highly on the trend chosen. We believe
that the trend analysis based on data
from 1995 and onwards is more reliable
than the trend analysis based on all data
since 1957 because after G2DR decreased
for years, the rate of decrease stabilized
around 1995. The analysis for India is
inconclusive owing to the poor quality
of the data. The huge drop between 2000
and 2005 is biologically implausible and
was most likely caused by changes to the
National Leprosy Control Programme
in India after the leprosy elimination
target was reached.’® A transition to the
current National Leprosy Eradication
Programme took place and included the
decentralization of services to the state
and district levels and the integration of
leprosy services into the general health-
care system. Within this system it has
proved difficult to provide an effective
referral mechanism for the diagnosis and
care of leprosy patients."”

The trend in Thailand is based on
consistent and reliable data and the
projected decline can be considered
feasible. Hence, Thailand will not need
to change its current control programme
to reach the WHO target. In all coun-
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Fig. 7. Estimated prevalence of World Health Organization grade 2 disability (G2D) in
India in 2015 and 2035 under three scenarios?
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WHO target (a decline of 35% every 5 years) is attained, and (jii) a decline of 50% every 5 years is attained.

Fig. 8. Estimated prevalence of World Health Organization grade 2 disability (G2D) in
Thailand in 2015 and 2035 under three scenarios®
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WHO target (a decline of 35% every 5 years) is attained, and (jii) a decline of 50% every 5 years is attained.

tries the projected prevalence of G2D in
2015 depended only marginally on the
scenario applied. For 2035, the chosen
scenario exerted an effect only in Brazil
and to a lesser degree in China. The
scenario chosen affected the decrease in
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prevalence between 2015 and 2035 only
slightly in China and negligibly in India
and Thailand. This is because the most
recent G2DRs reported for China, India
and Thailand were so close to zero that
the differences between the first, second
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and third scenarios became extremely
small. In Brazil the G2DR was relatively
high, whereas in Thailand and India the
decreases were already close to or greater
than the WHO target.

The new WHO strategy will have
different implications for each of the
four countries examined in this study.
Thailand’s downward trend in G2DR
slightly exceeds the WHO target and
will lead to a 60% reduction over the
next 25 years in the number of indi-
viduals with leprosy-related G2D. It is
important that the national programme
in Thailand maintain this trend, and any
improvement will further reduce the
burden of disease. In contrast, Brazil and
China show slow decreases in G2DR,
but the effect of such decreases will be
very different in each country. The data
on G2DN, G2DR, G2D%, and G2D
prevalence need to be interpreted in the
light of other information about the
national leprosy programme and about
underlying trends in leprosy. In China
G2D% is around 22% compared with
6% in Brazil, and in both settings delays
in diagnosis need to be addressed. By
2035, the prevalence of G2D in Chinaiis
projected to decline by 68% despite the
low rate of decline in G2DR caused by
the ageing of those affected. However,
in Brazil the rate of decline in G2DR
will have a far greater effect on the long-
term burden of disease. Since the current
decreasing trend in G2DR would only
slightly reduce the prevalence of G2D by
2035, Brazil must attain the 35% target
if it is to reduce the burden of disease in
the long term. In India the prevalence of
disability will decrease by around 67% in
the long term if current trends are main-
tained, but only as long as the national
programme sustains the current rate of
decline over the next 25 years through
carly case detection.

The Enhanced Global Strategy for
Further Reducing the Disease Burden due
to Leprosy 2011-2015 hasawide range of
objectives, including using G2ZDR as akey
indicator to monitor progress, in addition
to current indicators such as prevalence,
new case detection rates and treatment
completion rates.” To facilitate reaching
the objectives, some have proposed in-
troducingas a global target the reduction
of new cases of leprosy-related G2D per
100000 general population by at least
35% by the end 0f 2015 relative to the end
0f 2010 (baseline). In our study we show
that this target has limitations but that it
should be viewed in relation to all of the
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indicators used in the Enhanced Global
Strategy to monitor progress, evaluate
case detection and assess the quality of
services. Other important objectives of
the strategy are: (i) to strengthen routine
and referral services within the integrated
health systems in all endemic countries;
(ii) to implement innovative approaches
for case-finding to reduce delayed diag-
noses and G2D among newly diagnosed
leprosy cases; (iii) to improve the quality
of clinical services for the diagnosis and
management of acute and chronic com-
plications and for the prevention of dis-
abilities or impairments, and to enhance
rehabilitation services through a well or-
ganized referral system; (iv) to supportall
initiatives to promote community-based
rehabilitation and especially to reduce
stigma and discrimination against leprosy
patients and their families; and (v) to
explore the use of chemoprophylaxis to
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prevent new leprosy cases among house-
hold contacts.’ Indicators for monitor-
ing progress in these areas will help in
reaching important underlying targets
for reducing disease burden, such as
good referral and rehabilitation services
that fully cover the population wherever
leprosy is endemic. An effective referral
system is a vital but currently missing link
in the sustainability of leprosy services in
integrated health settings, as Sundar Rao
has pointed out.”

We conclude that Brazil and China
are far from attaining the WHO target
and that Thailand is the only one of the
countries we examined that does not need
to change its current leprosy programme
to do so. The analysis for India is incon-
clusive, although India is not likely to
attain the WHO target unless current
control efforts are intensified. Sustain-

ing the WHO target for only 5 years

will only minimally reduce the number
of people living with G2D in the world
by 2015, and the same is true for India
and Thailand if they sustain the WHO
target until 2035. For China attaining
the WHO target will only slightly reduce
G2D prevalence. However, the prevalence
of G2D in Brazil in 2035 will strongly
depend on whether the WHO target is
attained. M
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Résumeé

Effet potentiel de la stratégie globale contre la Iépre 2011-2015 de I’OMS sur la prévalence de l'invalidité de

catégorie 2: une analyse de tendances

Objectif Evaluer la probabilité pour différents pays d’atteindre I'objectif
global 2011-2015 contre la lepre, défini par I'Organisation mondiale
de la Santé (OMS) et évaluer I'effet de la stratégie sur la prévalence de
I'invalidité de catégorie 2 (IC2).

Méthodes Les tendances du taux IC2 ont été analysées pour le Brésil,
la Chine, I'Inde et la Thailande, et les chiffres ont été comparés avec
I'objectif de I'OMS: d’ici 2015, une diminution de 35% est prévue par
rapport a la base de 2010. Pour estimer la prévalence de I'lC2 en 2015 et
en 2035 pour chaque pays, trois suppositions ont été faites: (i) le maintien
de la tendance actuelle, (i) la réalisation de I'objectif de I'OMS, et (iii) la
réduction de I'lC2 de 50% tous les 5 ans par rapport a 2010.
Résultats Depuis 1995, le taux de I'lC2 a diminué de 12,7% tous
les 5 ans au Brésil, en Chine, en Inde et en Thailande (intervalle de

confiance de 95%, IC: 6,6-18,3), 7,7% (95% IC: 1,1-12,8), 53,7%
(95% IC: 38,1-65,4) et 35,9% (95% IC: 23,4-46,3), respectivement.
Les nouveaux cas avec I'lC2 détectée apres 2010 contribueront a
hauteur de 15% (Brésil), 3% (Chine), 2,5% (Inde) et 4% (Thailande) de
la prévalence totale de I'lC2 en 2015. Si aucune politique n’est modifiée,
entre 2015 et 2035, la prévalence de I'lC2 diminuera de plus de la moitié
en Chine, en Inde et en Thailande, et de 16% au Brésil.

Conclusion Les implications liées a la réalisation de I'objectif de I'OMS
sont différentes pour chaque pays et I'utilisation d'indicateurs autres que
la prévalence de I'lC2 permettront de controler la progression. La stratégie
ne réduira pas immédiatement la prévalence de I'lC2, mais si elle est
appliquée de fagon cohérente au cours des 25 prochaines années, son
effet a long terme pourra étre considérable.

Pe3rome

IToreHnManbHOE BO3/elCTBIE ITT00ATBHOI CTpaTerny BceMpHoii oprannsanym 3paBooOXpaHeHN
Ha 2011-2015 ropsl B 061aCTH NCKOPEHEH N IeNPhl HA PACHPOCTPAHEHHOCTh BTOPOTO YPOBHSA

VMHBAITHOCTI: AHA/IN3 TeHIEeHIIN

Iens ViccnenoBaTh MaHCHI Pas/IMYHbIX CTPaH HA JOCTVKEHME
17106a/IbHOTO 11e/IeBOTO IT0Ka3aTesis IO JIETIpe, YCTAHOB/ICHHOTO
BcemupHoit opranmsanueil 3fpaBooXpaHeHNs Ha MepUof,
2011-2015 ronos, 1 OLICHUTb BO3MEICTBIE ITO CTpaTerny Ha
PacIpoCcTpaHeHHOCTh BTOPOTO YPOBHA MHBamMAHOCTH (YI12).
Metopnp! boiny mpoaHanu3upoBaHbl TEH/IEHIIVY B OTHOLIEHUN
nokasarens YV2 nna bpaswmm, Vinpun, Knras n Tannanpa,
a uy¢pbl OBUIY COIIOCTAB/IEHBI C IIe/IeBBIM I0Ka3aTteneM BO3:
cHIpKeHreM Ha 35% k 2015 ropy, o cpaBHEHMIO C 6a30BbIM
nokasareneM 2010 ropa. [l onjeHKM pacnpoCTpaHEHHOCTHU
Y2 B kaxxgoit crpade B 2015 1 2035 rogax ObUIN CAie/IaHbL TPU
npeanonoxeHust: (i) CoxpaHeHNue CyIIeCTBYIOLIE TeHIEHII;
(i) mocTmkeHne LeneBoro nokasarensa BO3; u (iii) cHiokeHne
YW2 na 50% Kaxk/iple AT /€T, o cpaBHeHMIo ¢ 2010 romoM.
PesympraTel C 1995 ropa B bpasununu, Muapgun, Kurae u
Taunange nmoxasarens Y2 cHubKanca KaKable IATH €T HA
12,7% (95% nosepurenpusblit uutepsan, JV: 6,6-18,3), 53.7%

(95% IV 38,1-65,4), 7,7% (95% JVI: 1,1-12,8), u 35,9% (95%
IOW: 23,4-46,3), cooTBeTcTBeHHO. B 2015 ropy mons HOBBIX
cryyaeB HacTyileHusa Y2, spiasieHHbIx nocie 2010 ropa,
6ynyt cocrassars 15 (Bpaswms), 2,5 (Mupns), 3 (Kurait) u
4% (Tammanng) or o6lero rnokasatensi pacIpOCTPAaHEHHOCTH.
Ecnmm npumMensieMble onuTHYecKue Mepbl He M3MEHATCH, TO
B nepuop Mexay 2015 n 2035 rogamMu pacipOCTpaHEHHOCTD
YW2 B Vnpun, Kurae n Tannange yMeHbumrcs 6omee 4eM Ha
IIOJIOBUHY, a B bpasumuu 0 16%.

BoiBop [l KaXk[j0il CTPaHbl MOCAEACTBUA JJOCTVKEHMA
neneBoro noxasarend BO3 pasnuyHbl, a I MOHUTOPMHTA
mporpecca norpebyercs ucmnonb3osatb He YV2, a gpyrue
nokasarenu. OcylecTBIeHNe CTpaTerny He IpUBefeT K
HEIOCPEeICTBEHHOMY COKPAllleHNI0 PaCIpPOCTPAHEHHOCTHU
Y2, HO ecnu mOC/eOBAaTENIbHO NPUMEHATh €€ B Te€YEHMNE
IPEfCTOSAIINX 25 JIET, TO ee HOIrOCPOTHOE BO3/EICTBIE OyneT
3HAYNTE/TbHBIM.

Resumen

Efecto potencial de la estrategia mundial contra la lepra de la Organizacion Mundial de la Salud para 2011-
2015 sobre la prevalencia de la discapacidad de grado 2: analisis de tendencias

Objetivo Evaluar las posibilidades de diversos paises de alcanzar el
objetivo mundial de la lucha contra la lepra para 2011-2015 establecido
por la Organizacion Mundial de la Salud (OMS) y evaluar el efecto de
dicha estrategia en la prevalencia de la discapacidad de grado 2 (DG2).
Métodos Se analizaron las tendencias en la tasa de DG2 en Brasil, China,
India y Tailandia y se compararon las cifras con el objetivo de la OMS: un
descenso del 35% para 2015 en comparacion con los valores iniciales
de 2010. Con el fin de calcular la prevalencia en cada pais de la DG2 en
2015y 2035 se establecieron tres supuestos: (a) mantenimiento de la
tendencia actual; (b) consecucion del objetivo de la OMS; y (c) reduccion
de la DG2 en un 50% cada 5 afios en comparacion con el 2010.

Resultados Desde el afio 1995, la tasa de DG2 ha descendido cada
5 arios en Brasil, China, India y Tailandia en un 12,7% (intervalo de
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confianza del 95%, IC: 6,6-18,3), 7,7% (IC del 95%: 1,1-12,8),
53,7% (IC del 95%: 38,1-65,4) y un 35,9% (IC del 95%: 23,4-46,3),
respectivamente. Los nuevos casos de DG2 detectados después del afio
2010 contribuiran en un 15% (Brasil), un 3% (China), un 2,5% (India)
y un 4% (Tailandia) a la prevalencia total de dicha tasa en 2015. Entre
2015y 2035, la prevalencia de la DG2 disminuira mas de la mitad en
China, India y Tailandia, y un 16% en Brasil, si no se cambian las politicas.
Conclusidn Las implicaciones de la consecucion del objetivo de la OMS
son distintas para cada pais, y la utilizacion de indicadores distintos de
la prevalencia DG2 ayudara a controlar dicho progreso. La estrategia no
reducird de inmediato la prevalencia de la DG2 aunque, si se aplica con
regularidad durante los proximos 25 afos, su efecto a largo plazo podria
ser considerable.
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