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Letter to the Editor

POTENTIAL IMPACTS OF POVERTY ALLEVIATION ACTIVITIES ON
REDUCING LEPROSY TRANSMISSION
There is increasing concern in the public health community regarding the relationships between poverty
and health. Evidence of the rising pro®le of such concern include a statement in the Jarkata Declaration
on Health Promotion that: `above all, poverty is the greatest threat to health',1 and the current
implementation of over a dozen inter-country research projects focused on improving health and
reducing poverty.2 While the measurement of poverty may be problematic, its manifestations are quite
obvious3 Ðmost of the world's poor have inferior health indicators, as re¯ected in life expectancy,
morbidity and mortality pro®les (http://www.who.int/whr/2003/chapter1/en/print.htm). Leprosy is
currently, and historically, most prevalent among the world's poor.
The last of the 12 main conclusions and recommendations of the 5th meeting of the World Health
Organization Technical Advisory Group on Elimination of Leprosy (TAG) was that `poverty alleviation
measures are likely to have an impact on leprosy transmission'.4 TAG is scheduled to discuss current
and planned poverty alleviation measures in countries having a high burden of leprosy at its next
meeting. In proceeding along this path, it is suggested that TAG needs to agree on two issues in advance:
(a) what operational de®nition of poverty would be applied? and (b) which feasible poverty alleviation
measures are likely to have signi®cant impact on leprosy transmission in the short-run, and long term?
A de®nitional consensus vis-aÁ-vis poverty would not only guide data collection, but would also
serve to highlight the presumed links between poverty and leprosy transmission. `Absolute poverty' or
`relative poverty' perspectives, which de®ne poverty as a given level of income or food consumption
that guarantees decent, healthy living globally or locally (commonly $US 1´00/day, in 1985 dollars, and
adjusted for purchasing power parity when using a `relative poverty' perspective) would leave around
1300 million people, predominantly in leprosy endemic countries, below the poverty line.5 Food
insecurity is a speci®c form of poverty, de®ned as a situation in which an individual has no assurance of
obtaining the minimum 2288 kcal/day the adult human needs to function ef®ciently. Improved
nutritional status has been linked to increased resistance to leprosy infection, and therefore reduced
leprosy transmission.6
Perspectives of poverty focused on income levels are unlikely to be helpful with regards to the
goal of leprosy eliminationÐleprosy endemic countries like Nigeria, that have achieved signi®cant
progress in leprosy control in line with the leprosy elimination target have in fact experienced
national increases in absolute/relative poverty over the last 2 decades. In contrast, India, which has
experienced overall national positive economic growth over the same period, is not expected to meet
the 2005 leprosy elimination target. Also, Brazil, another `high-growth economy' that is unlikely to
meet its leprosy elimination target, is a nation characterized by marked social and health inequalities,
with up to 50% of the poor in the south, north and north-east living in relative poverty. Thus,
poverty alleviation measures focused on an income/expenditure paradigm are unlikely to contribute
signi®cantly to the goal of leprosy elimination, not least because health status is not an element of
such de®nitions of poverty. It is as important to recognize the crucial role of wealth on health status
and the quality of life, as it is to understand the quali®ed and contingent nature of this complex
relationship.
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Particularly since the late 1990s, development experts such as Amartya Sen have proposed
de®nitions of poverty and development based on the capacity of the poor to improve their living
conditions free of avoidable ill-health and escapable mortality, with health and education as important
for facilitating such improvement as is income.7 The widely used Human Development Index is based
on this de®nition of poverty. Using this de®nitional perspective, ill-health is positioned as a component
of poverty, rather than as a determinant, with good health and poverty alleviation being mutually
reinforcingÐhealthy people can more easily earn an income, and people with higher incomes can more
easily seek medical care, have better nutrition, and have the freedom to lead healthier lives. This
de®nitional framework appears more appropriate for examining the relationships between poverty and
leprosy transmission.
Assuming TAG decides to adopt the Sen±UNDP de®nition of poverty, measures to improve living
standards, education, health care systems and income in leprosy endemic countries are likely to have
signi®cant impact on leprosy transmission.8,9 This leads to the second issueÐwhich feasible poverty
alleviation measures are likely to signi®cantly reduce leprosy transmission? Unlike diseases such as
hookworm, where a direct correlation exists between transmission and poverty levels, however
de®ned,10 the relationships between leprosy transmission and poverty are more complex, not least
because the routes of, and mechanisms for, leprosy transmission are not as clearly delineated.8,11,12 Such
dif®culties are likely to complicate efforts to develop poverty alleviation measures that are focused on
reducing leprosy transmission.
While sustainable poverty alleviation measures have a strong potential to signi®cantly improve the
living conditions of leprosy sufferers, they are more likely to have signi®cant impacts on prevention of
leprosy related disabilities, compliance with multi-drug therapy, and socio-economic rehabilitation,
than on reducing leprosy transmission per se. Measures to improve living standards, education, general
health status, and income levels for the poor require strong political will, vast ®nancial resources, and
long-term commitment, pre-requisites that are currently inadequate in most leprosy endemic countries.
A focus on these expensive, broad-based, and long term, poverty alleviation measures by TAG is likely
to deplete scarce human and material resources currently available for leprosy management.
In the short to medium term, however, leprosy workers may focus on enhancing food security for
newly diagnosed leprosy cases and their close/family contactsÐa poverty alleviation measure which
appears to be directly linked to minimizing leprosy transmission.6,8,13 Food security enhancement for
leprosy sufferers and their close contacts should be approached using strategies that would not foster
paternalism and/or dependence. A programme to combat food insecurity must promote personal
responsibility and autonomy if it is to succeed in producing sustainable social change in the living
conditions of the poor. For example, giving food handouts for extended periods to the poor tends to
exclude them from the knowledge and opportunities available to others, reinforcing their exclusion from
the mainstream of society because it reinforces their dependence and encumbers their potentials for selfful®lment. Finally, implementation of poverty alleviation measures should not be allowed to detract
resources from the most successful strategy for reducing leprosy transmission to date, early diagnosis
and effective treatment.
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