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The present leprosy control programme of Ethiopia has passed through various stages and used different methods of approach to reach at its current level.

The actual history of leprosy in Ethiopia before this present century is not documented, but it is known that the orthodox church, for many centuries, in the name of Gebre Christos, Patron Saint of Leprosy patients, has given help to those who lived around its churches and monasteries.

The earliest attempt to provide " modern" leprosy care was at the beginning of the century by Dr. Feron, a Catholic doctor from France, who obtained permission to care for leprosy patients outside Harar Town. This project was known as St. Antoine's, leprosy home, and still exists today as a typical old leprosy village just outside the city.

Specialized hospital care for leposy patients began in 1930 when the Sudan Interior Mission was asked by His Imperial Magesty Haile Selassie I to build a leprosarium near the city. His Magesty laid the foundation stone of Princess Zenebework memorial Hospital in November 1932 and the hospital was built with grant from the American Leprosy Mission.

Also in 1930 in Tigray Region an instiute for the scientific study of the disease and its treatment was

built by the order of Malta. Theis institute was destroyed during the Ethio-Italian War.The Ministry of Public health was itself established in 1948, so an organized programme of leprosy treatment was not possible before this.It is of interest that the  first medical problem for which the government requested international support through WHO was leprosy. This was in 1950.

During the period 1955-1961 a UNICEF supported programme was started. During this time care of leprosy patients was carried out by Princess Zenebework Hospital, shasemene hospital, St. Antoines, and 12 provincial clinics. 
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A total of 30,000 patients were registered during the period.

In 1958 and 1960 a WHO consultant assessed the UNICEF supported programme and advised on the integration of the programme with existing and proposed public health structures.

In 1959 Missionaries' aid was requested to help the growing number of deformed patients. This was followed by the immediate establishement of leprosaria at Bisidimo, boru Meda, Gambo and Gende Beret.

Leprosarium care was mainly to provide homes, food, occasional medical care and some security for the increasing derelict and deformed patients in Addis Ababa. Most of the leprosaria did treat local leprosy cases who came to them but very little was done in the control field. Then with overseas aid, the leprosariea began to establish mobile circuits near their centers for out-patient care. These were simple treatment centers. There was little organized health education programme and provision of shoes. Cases of reaction, neuritis of other complications used to live in the leprosaria indefinitely.

In 1963 the UNICEF support ceased and integration was begun.

In 1964 Tibela (Addis Hiwot) was started as an agricultural training center to give skills to 800 patients transferred from Addis Ababa.

In 1970 the Ministry of Public Health approved a policy of leprosy control for the whole country, based on a system of establisheing market day clinics; mobilizing simply trained health workers on horses or mules' back and with the objective of bringing leprosy treatment to the people not yet registered.

The system of market day clinics was used throughout and as far as possible, wherever available, the service was provided in existing health service facilities. If no health facility was available, a house was rented or erected. The basic unit of the team was the Leprosy Health Worker who is trained by the project in which he is going to serve. The leprosy worker used to go on horseback, mule, foot or take public transport.

The head quarter of the service was the leprosy control programme in the Ministry of Public Health and it provided the supervisory staff for high endemic areas such as Gojjam, Begemdir, Wollega, Shoa and parts of Wollo. The estimated number of leprosy patients in the country during that time was 125,000.

The idea of opening clinics during market days was to give ideal time to the patients to do their business in markets and at the same time collect their drugs. It was also thought that many patients can be detected during the session.

However, the drawback of this session was that it didn't facilitate integration of leprosy control activities within the general health services, for most of the health services had heavy load of patients of acute diseases during the market sessions and priorites were not given to leprosy patients. It has also been found out, in due course of time, that there was no any difference in getting leprosy patients during market days than during other days of leprosy clinic sessions.

In 1978 the Ministry of Health approved a policy of gradual integration of leprosy control activities in to the basic health services. The main objectives of this policy were to increase coverage, improve quality of service and reduce the prevalence and incidence rate of the disease.

In the implementation of this policy the first step taken was to upgrade the existing leprosy health workers to become health assistants. They were then attached to health facilities in their respective areas to do comprehensive work with emphasis to leprosy control.

Realizing the magnitude of leprosy both the Ministry of Health and the Medical Faculty decided jointly that medical students, nurses and health assistants should be trained in leprosy before they graduated. This was a break through in the spread of knowledge about leprosy among health professionals so that everyone will accept and participate in the control of the disease.

No proper eveluation of these trained health workers' participation in leprosy control has been carried out. However, the general observation was that the stigma of leprosy among the health professionals to date is remarkably reduced than ever before.

In 1982 the first draft manual for the implementation of Multi Drug Therapy (MDT) was produced. This manual was used as a guideline for the implementation of MDT in 5 trial areas.

In 1983 a reavised National Leprosy Control manual for the implementation of MDT was produced on the basis of the WHO recommendation.In 1982, the number of patients on DDS monotherapy was 84,674 with a prevalence rate of 26 per 10,000 population. During the screening of patients for eligibility for MDT, 25,824 patients were considered to have completed adequate monotherapy and released from treatment. The introduction of MDT started in 1983 and achieved 100% coverage of registered cases in 1995. Over the period 1983 - 1997  73,156 patients completed their full course of MDT and were released from treatment. During the same period a total of 107,640 leprosy patients were put on MDT. Out of these 67,270 patients were newly detected. The number of registered cases declined from 84,674 patients in 1982 to 5,500 patients in 1999. The proportion of MB cases among the newly detected cases showed and increase from 36.1 percent in 1985 to 79 - percent in 1999. This is actually attributed to the change in the operational definition of MB leprosy. The proportion of children among the newly detected cases remained unchanged at an average of ten percent.

The patient load was high during the monotherapy era because of the length of treatment. There were about 99 patients per clinic before 1983 compared to less than 9 patients per clinic to day.

The MDT phase (1983 up to now) is characterized by:

I. Shortened duration of treatment
II. Improvement in compliance
III. The absence of drug resistance and 
IV. Decrease in the number of cases on the register (prevalence)
In Ethiopia, the Tuberculosis Control Programme is integrated into the general health services while the leprosy control programme is in the process of being integrated. Integration menas the TB and leprosy control activities become the responsibility of the general health services.

In 1994 the government adopted a policy to combine the Tuberculosis and leprosy control programmes and fully integrate the combined programme within the general health care system. Although there are several advantages in combining the control of the two diseases, the major benefits are better efficiency in programme management and resource utilization. The fact that the control of the two diseases has many operational similarities (e.g. both require long term treatment, and the followup mechanism is virtually, identical and can be carried out by the same health personnel) is an additional consideration to combine the specialized TB and leprosy components as an integrated part of the general health services.

In 1997, the National Tuberculosis and Leprosy Control Programme (NTLCP) produced a manual for the combined porgramme. The manual has become a standard tool for all health workers involved in Tuberculosis and Leprosy control. 

It is a firm conviction of the Central Office (CO) of the National Tuberculosis and Leprosy Control Programme (NTLCP) that by integrating leprosy control in the general health service more effective results will be achieved in case finding and case holding than by the traditional vertical approach.

The general objective of the National Tuberculosis and Leprosy Control programme (NTLCP) as 

defined in the manual of 1997 is as follows:

"The reduce the incidence and prevalence of Tuberculosis and Leprosy a well as the occurrence of disability and psychological suffering related to both diseases and the morality resulting from Tuberculosis, to such an extent that both diseases are no longer public health problems".

The strategy to achieve the objective consists of :

· Early (passive) case detection

· Adequate chemotherapy and 

· Provision of comprehensive patient care.

The Leprosy situation in Ethiopia Newly detected cases by Region is illustrated in the following table.

	
	Region
	New cases detected

	
	
	1998
	1990
	1991

	1
	Tigray
	288
	177
	170

	2
	Afar
	0
	12
	0

	3
	Amhara
	1661
	1852
	1622

	4
	Oromiya
	1932
	1886
	1982

	5
	SNNPRG
	391
	387
	556

	6
	Somali
	31
	15
	27

	7
	Ben-Gumz
	5
	14
	106

	8
	Gambella
	2
	0
	55

	9
	Harari
	15
	16
	30

	10
	Dire-Dawa
	8
	13
	7

	11
	Addis Ababa
	111
	85
	88

	
	Total
	4444
	4457
	4643
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