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Background
After reaching the goal of elimination of leprosy as a public health problem (point prevalence
, 1 per 10,000 population) at global level in 2000, new leprosy cases continue to occur. Over
200,000 new cases are notified each year with an observed decline of the new case detection
rate of only about 3% per year. In order to accelerate the decline of the disease burden, in
2016 the Global Leprosy Strategy “Accelerating towards a leprosy-free world” was
launched.1 One of the key areas of intervention, as explained in the Operational Manual,2 is
the promotion of early diagnosis through active case detection campaigns in high burden
areas, among high risk groups and in hard-to-reach areas. Active case detection campaigns
used to be the backbone of leprosy control in the pre-elimination era before 2000,3 – 6 but lack
of funding and unclear policy guidance post-elimination, has led to this activity being
downscaled or phased out. Nepal reached elimination of leprosy as a public health problem at
national level in 2010. Since then no active detection campaigns have been routinely
organized. Sasakawa Memorial Health Foundation (SMHF) and the Government of Nepal
decided to jointly fund a pilot project in the Banke and Bardiya districts (Figure 1) during the
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Figure 1. Map of Nepal, highlighted in red Banke and Bardiya districts where the leprosy detection campaigns were
carried out.

first half of 2017, consisting of active case detection campaigns, providing additional support
to the annual funding from The Nippon Foundation (TNF) for leprosy control activities.
The campaigns were funded by channeling resources through the WHO Country Office
which identified, in collaboration with the Leprosy Control Division of the Ministry of
Health, two NGOs (one in each pilot district) to facilitate the implementation of the
campaigns under the leadership of the district health office. Additional funding
(approximately US$ 20,000) was provided by the Ministry of Health of Nepal to contribute
to training of volunteers and to carry out supervision during the campaigns.
The districts of Banke and Bardiya were chosen because the (routinely reported) annual
new case detection rate had been consistently at least double the national average (Table 1).
The active case detection project in Nepal focused on active case detection in targeted
areas (household to household) by trained volunteers. About 80% of the population of the two
districts was targeted through covering households served by the district health facilities with
high numbers of leprosy cases. The NGOs in collaboration with the district health officials
identified and trained volunteers, including existing female community health volunteers
(FCHVs), and specifically recruited male volunteers to screen households in search for skin
lesions and other signs of leprosy disease. Among those, some were people affected by
leprosy (former patients). Supervisors were identified among health care workers posted at
Table 1. Trend of the new leprosy case detection rate between 2013 and 2016 in Banke and Bardiya districts, Nepal
Annual new case detection rate/100,000 population
Year
2013/2014
2014/2015
2015/2016

Nepal

Banke

Bardiya

11·8
11·0
10·7

25·4
22·4
34·9

18·1
22·6
23·1
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health facilities in the two districts, in addition to supervisors from the two NGOs, from the
central-level MoH staff and from WHO. Incentives were provided to both volunteers and
supervisors.
Awareness about the upcoming door-to-door screening activities was raised through
health facilities banners, announcements by mobile megaphones and media (newspapers
articles and radio announcements). Those with lesions or other signs of the disease were
referred by the volunteers to the nearby health facility to confirm the diagnosis. As well as the
household screening, information, education and communication (IEC) activities on leprosy
were carried out in 600 schools, during which the signs and symptoms of the disease were
explained to the students.
The campaigns were carried out in January, 2017, falling into the reporting year
2016/2017 (the Nepalese Calendar starts and ends in mid-July).

Methods
Two separate monitoring missions were conducted in the districts where the active case
detection campaigns were carried out: in May 2017 by SMHF staff; and in July 2017 by
WHO through the Global Leprosy Programme and Country Office staff. The first mission
collected information on coverage, number of cases diagnosed with leprosy, along with
financial information including the governmental contribution to the campaigns. The WHO
mission assessed outcomes in terms of ‘additional’ cases detected compared to previous
years, and attempted to assess the number of cases presumed to have leprosy by volunteers
against the ones that referred themselves for diagnostic confirmation. This mission also
explored the role of health care staff by visiting the District Public Health Offices in both
districts, one Primary Health Care centre and one Health Post in Banke, and two Health Posts
in Bardiya. Over 20 health care workers were interviewed in these health facilities. The same
team also made a home visit to one FHCV who was involved in the campaign.

Results
The coverage of the campaign was high, as summarized in Table 2.
A higher proportion of the population was reached in Bardiya where the volunteers
continued to screen for two additional days beyond the 5 days planned, in order to be able to
examine family members that were absent during the first visit. In Banke leprosy was
diagnosed in 10% of the suspects who were referred by the volunteers to the health facilities
Table 2. Active case detection campaign coverage by district

Total district population
Campaign target population
Number of Screened persons
Number of schools provided IEC
Number of screened households

Banke

Bardiya

561,497
373,202 (66%)
206,772 (37%)
106 (63,000 students)
41,354 (44% of households)

459,499
413,447 (90%)
323,758 (70%)
225 (69,641 students)
73,759 (89% of households)

80

L. Gillini et al.

for confirmation and in Bardiya, in 7% of them. The campaign detected 137 new leprosy
cases in Banke and 145 in Bardiya, totaling 282 leprosy cases detected during the campaigns.
The total cost of the campaign was US$ 119,569 which resulted in a cost per patient
diagnosed of US$ 424. The number of ‘additional cases contributed by the campaign’ was
calculated by subtracting the number of cases detected in the year before the campaign, when
patients were diagnosed using a routine passive detection mode. New leprosy cases detected
in 2015/2016 in the two districts were 302 while cases detected in the year 2016/2017 were
526 hence 224 ‘additional’ new leprosy cases were found through active screening. This
implies a cost of US$ 534 per ‘additional’ case detected. The increase in terms of number of
cases detected resulted in an increase of the case detection rate in both districts by three and
by almost seven times, in Banke and Bardiya, respectively (Table 3).
The contribution of those two districts to the annual nationwide case notification was
9·9% in the year preceding the campaign and 16% in the campaign year. The increase in the
total number of cases resulted in an increase in the annual new case detection rate for Nepal of
4·7% compared to the year before the campaign, increasing from 10·7 to 11·2 per 100,000
population (Table 3). As expected, due to the effect of earlier detection through active
screening, the proportions of multibacillary (MB) cases in the targeted districts were lower in
the campaign year compared to the previous year. A higher proportion of children were
detected due to the IEC activities conducted in schools. However the increase was limited
since the leprosy incubation period is long so that the disease more often affects adults than
children. Also a lower proportion of cases with Grade 2 disability (G2D) compared to the
previous year was observed, as an effect of earlier detection (Table 4).
From the interviews conducted, it was clear that health care workers at all levels agreed
that the campaigns raised awareness about leprosy and facilitated the diagnosis of new cases.
They have also contributed to bringing back into care some patients that had abandoned
treatment. Having former patients among the volunteers was seen as a strength of the
campaigns. One of the challenges identified was that a sizeable proportion of those seen by
the volunteers with signs and/or symptoms suspicious of leprosy did not report to the health
facilities for diagnostic confirmation. Unfortunately, during the campaign no information
system was put in place to monitor this proportion properly. However one of health facilities
visited kept the referral sheets given by the volunteers who screened people at household
level; when comparing the referral sheets against the number of suspects who reported for
screening, out of 332 suspects identified, only 152 reported for examination and diagnostic
confirmation at the health facility which means that less than 50% of suspected cases actually
Table 3. Total leprosy cases detected in Banke and Bardhya districts compared to national data (absolute numbers
and rates) in two consecutive years. Data for 2016/2017 in Banke and Bardiya include cases detected during the
active case search campaigns
Nepal

Year
2015/2016
2016/2017

Banke

Bardiya

New
leprosy
cases

New case
detection rate
(per 100,000)

New
leprosy
cases

New case
detection rate
(per 100,000)

New
leprosy cases

New case
detection rate
(per 100,000)

3054
3215

10·7
11·2

196
291

34·9
51·8

106
235

23·1
51·1
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Table 4. Characteristics of the leprosy patients detected in Banke and Bardhya in two consecutive years including the
year of the active case detection campaigns (2016/2017)

Banke
% MB
% Child
% G2D
Bardiya
% MB
% Child
% G2D

2015/2016

2016/2017

54%
8%
6%

46·4%
8·2%
4·8%

50%
4%
3·8%

37·4%
5·5%
3·4%

sought confirmatory diagnosis. It is not clear whether the same pattern of low diagnostic
confirmation occurred elsewhere. Health care workers mentioned geographical constraints
and social stigma in the community as possible reasons for people not seeking diagnostic
confirmation. Health staff in both districts felt that 5 days were not sufficient for the
volunteers to cover all identified households, since in many instances they needed to return to
the same household to complete screening. Similarly it was reported that staff in health
facilities were very busy during the days of the campaign due to an increased number of
clients. This resulted in longer waiting times for all patients visiting the health facilities. Extra
‘surge’ staff during the campaigns could have avoided this problem.

Discussion
The campaigns were perceived as beneficial and boosting commitment towards leprosy
elimination by all the interviewed staff. Through this ad hoc project a total of 282 new leprosy
cases were identified, bringing the annual rate of case detection from 196 in 2015/2016 to 291
in 2016/2017 in Banke, and from 106 in 2015/2016 to 235 in 2016/2017 in Bardiya. The
involvement of people affected among the volunteers was reported as a key factor in the
success of the campaigns, as well as the involvement of health care workers from central,
district and primary health care levels, and NGOs. However, in one location for which data
were available, an important proportion of individuals suspected of having leprosy did not
report to the health facility for diagnostic confirmation. Systems to reduce the loss to followup during referral need to be introduced to ensure detection of all leprosy cases in the
community actively screened. Another consideration to be made is related to the relatively
high cost of the campaigns against patients diagnosed that might suggest the possibility of
integrated campaigns. Even in countries with higher case notification rates compared to
Nepal such as Brazil, active screening campaigns for leprosy are carried out as combined
efforts with other neglected tropical diseases such as soil-transmitted helminthiasis or
trachoma.8 Detection of tuberculosis (TB) along with leprosy could also be considered,
especially since now TB control is also increasingly moving towards a “double approach”
having active screening activities in high risk areas/populations in addition to ‘routine’
passive detection.9 – 10 Nepal could consider campaigns that search for both leprosy and TB in
the light of the already existing integrated leprosy/TB services delivery model.
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Worldwide, several projects funded under the umbrella of the Bangkok Declaration
Special Fund have contributed to the organization of active screening campaigns in several
countries, e.g. Bangladesh, Democratic Republic of the Congo, Sri Lanka. In addition several
‘experimental’ active screening modalities have been implemented in other countries (for
example in India since 2016.11 Although such projects were successful, outcomes or
challenges faced are yet to be documented by publications in peer-reviewed journals, unlike
the experience of the elimination campaigns conducted in pre-elimination era.12 – 13 This
report is to our knowledge the first that describes outcomes and challenges of a leprosy
campaign carried out under the Global Leprosy Strategy 2016– 2020. The Global Leprosy
Programme’s active role in monitoring this experience in partnership with its main donors
(The Nippon Foundation, SMHF) led to the documentation of the experience of Nepal which
is one of the 22 global priority countries for leprosy, as classified in 2016.2
The Nepal experience highlights the fact that many cases of leprosy are still being
‘missed’ under passive detection modalities so that active detection methods should be
considered. When organizing active case detection campaigns, there is a need to develop
tools to ensure adequate monitoring of such campaigns in addition to what is elaborated in the
Monitoring and Evaluation Guide to the Global Leprosy Strategy 2016 –2020.14 Those tools
should include monitoring of the proportion of people with suspected diseases that access
care services for diagnostic confirmation. Also, considerations of cost-benefit and the
possibility of integrated campaigns could be explored, even in high burden countries, to
reduce costs and enhance public health benefits.
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