This chapter describes the stages and steps of the integration process in more detail.
For each stage, and for each step within that stage, a rationale (or justification) is
given and the methodology described. Where relevant, references are made to
supporting documents which are listed in Appendix 1.

The integration process should begin with an analysis of the current leprosy control
programme and the context within which it operates in the country. This is necessary
to:

Identify the current strengths and weaknesses of the programme.
Identify potential opportunities for, and obstacles to the integration process.
Formulate, based on this assessment, a plan of action.

A basic situation analysis is also necessary for generating commitment among
decision-makers for integration (stage B). However, as the information and analysis
for this can be less detailed than that necessary for making a plan of action (stage C),
the process of commitment building may begin before the data collection and analysis
have been completed.

A number of different approaches can be used when carrying out a situation analysis.
This guide concentrates on the following four areas:

The epidemiological situation with regard to leprosy.

The leprosy control programme.

The health system in which the control programme will be (or may already be, to
some extent) operating.

The actors and stakeholders relevant to the integration process.

Much of the information needed for the situation analysis will be available in annual
reports, project agreements and other documents. Health staff, especially supervisors,
may also be a good source of information.

The situation analysis can be completed by using a SWOT analysis to identify
strengths, weaknesses, opportunities and threats. This will suggest priorities to be
addressed in the planning process.
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Step A1 - Analysing the
epidemiological situation

Justification

It is important to assess the magnitude and
distribution of both the current leprosy
problem and as projected in five to ten years.
Such an assessment will:

Serve as an evidence-based tool to convince
decision-makers and others of the need to
sustain leprosy services.

Help to formulate and implement leprosy
services in proportion to the magnitude of
the problem.

Help to plan for specific activities such as
drug supply, logistics and supervision.

Methodology

A set of indicators can be used to assess the current situation and to make projections
of future trends. Most of these indicators are already used by WHO and ILEP to
monitor the progress of leprosy control. The ILEP publication ‘The interpretation of
epidemiological indicators in leprosy’ provides guidelines for assessing the leprosy
problem in a certain geographical area (ILEP, 2001).

Table 2 presents the epidemiological indicators that can be used to analyse the leprosy

problem. It is useful to analyse trends for these indicators by collecting information
over several years.

Table 2 — Most relevant epidemiological indicators for leprosy control

Indicator Interpretation

Case detection and case detection | The most useful indicators for estimating the magnitude of
rate the problem and the level of ongoing transmission. Case
detection is also essential for calculating drug needs.

Proportion of disabled (grade 2) Gives an indication of the delay between the onset of
among newly detected cases symptoms and the start of treatment, and of the severity of
the disease in new patients.

Multibacillary (MB) proportion Gives an indication of the magnitude of the potential source

among newly detected cases of transmission. It is also essential for calculating drug
needs.

Proportion of children among Gives an indication of the level of ongoing transmission.

newly detected cases

Other indicators that may be used are the female proportion among newly detected
cases and the prevalence and prevalence rate.
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Step A2 — Analysing current leprosy services

Justification

An assessment of current leprosy services also has to be made. This should be done in
both qualitative and quantitative terms and for every level of the health system.
Regional differences in coverage and performance should be taken into account.

Such an assessment will help to:

Identify the strengths and weaknesses of current leprosy control services.
Assess how leprosy services will change in an integrated setting.

Assess the current capacity of human resources.

Identify training needs.

In addition, the analysis is essential for the formulation of a plan of action (stage C),
for which some of the tools outlined below may also be useful.

Methodology
Different approaches can be used for assessing leprosy services. They can be analysed:

From a public health perspective by using operational indicators and/or an
operational model such as used in the WHO training modules for managing leprosy
control programmes (WHO, 1993).

From a client’s perspective.

From an organisational perspective.

* Analysing leprosy services from a public health perspective

A useful first step in the analysis of leprosy services is to look at operational indicators
which will offer a public health perspective. These include the epidemiological
indicators listed in Table 2, as well as the additional indicators shown in Table 3.
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Table 3 - Indicators for leprosy services

Indicator Interpretation
MDT completion rate (‘cure’ rate). Important for assessing the quality of patient management.
Proportion of health facilities Gives an indication of the accessibility and coverage of
involved in leprosy control, leprosy services.

whether vertical or integrated.

These indicators can be calculated using data which is collected either routinely (such
as that used to calculate the ‘cure’ rate), or by special means such as during
supervision visits (for example, to give the proportion of health centres involved in
leprosy control).

Analysing leprosy services from a client’s perspective
Where available, clients’ assessments of leprosy services may also inform the planning
process. A model for studying the client’s perspective can be found in the publication
‘Client Satisfaction — Guidelines for assessing the quality of leprosy services from the
clients’ perspective’ (van Dijk, 2002).

Analysing leprosy services from an organisational perspective
In addition to the approaches outlined above, leprosy services can also be assessed
from a structural and organisational perspective. This should consider the following:

The staff involved in leprosy control (different levels, functions and responsibilities).
The tasks they carry out (case-finding, case-holding, the prevention of disabilities,
rehabilitation, health education, training activities, supply of drugs, surveillance,
monitoring, technical supervision and training). Some of these activities can be
combined with those of other programmes, for example with tuberculosis or other
Communicable Diseases Control (CDC) activities.

The health facilities and institutions involved (both public and private).

The arrangements for logistical support (such as drug supplies and transport).

The budgetary implications for leprosy control (such as investments and recurrent
costs).

When formulating the plan of action (stage C) it will be particularly important to
identify who is currently responsible for which tasks and who will take responsibility
for those tasks in the integrated setting. Appendix 2 gives an example of a detailed
distribution of tasks before and after the integration process.
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Step A3 — Analysing the health system and
the degree of integration of leprosy services

Justification

Besides analysing current
leprosy services, it is also
necessary to analyse certain
aspects of the general
health system and health
policy. Furthermore, some
initiatives relating to
integration may have been
taken in the past and it
may be necessary to see
how far leprosy services are
currently integrated in the
general health system. Such
an analysis will help to:

Assess which stages and steps of the integration process still have to be passed.
Identify possible constraints and opportunities in the health system with regard to
integration.

The results of the analysis should enable a plan of action to be developed which is
realistic and achievable (stage C).

Methodology
The current health system should be assessed in terms that are relevant to the process
of integration. The two key questions for this purpose are:

To what extent are leprosy services integrated at the moment and to what extent are
general health workers involved in leprosy control?

Within the health system and national health policy, what constraints to integration
can be foreseen?

o To what extent are leprosy services integrated at the moment and to what extent are
general health workers involved in leprosy control?
The extent to which integration has already occurred can also be assessed by using
indicators, and those appropriate for this purpose are shown in Table 4. These
indicators, which reflect the extent of integration at the primary health services level,
can also be helpful in defining targets for, and monitoring, the integration process. It is
important not to confuse these indicators with those shown in Table 3, which also
include coverage by vertical services.



Table 4 - Indicators of progress towards integration

The proportion of health facilities providing leprosy diagnostic and treatment services
by general health workers

This indicator can be made up of one or more of the following criteria:
Proportion of health facilities with at least one general health worker trained in leprosy.
Proportion of health facilities offering MDT.
Proportion of health facilities with information, education and communication (IEC) materials
available to patients.
Proportion of health facilities using a simple treatment monitoring system (such as patient
record cards or a register).
Proportion of health facilities with a national leprosy manual or guide.

In addition, the extent to which leprosy control activities are integrated at the
intermediate and central levels should be assessed, for example in terms of technical
supervision, analysis of data, referral facilities and drugs supply.

Within the health system and national health policy, what constraints to integration
can be foreseen?
However extensive the analysis of the health system, the most crucial issue is whether
there are any serious constraints to the process of integration. If so, they have to be
addressed when formulating the plan of action, and in rare cases they may require that
the plan be reconsidered, postponed or even cancelled. Potential obstacles related to
the health system include the following;:

Are there areas where access to the general health service is limited - for example,
in remote areas, areas of civil unrest or rapidly expanding urban slums where there
may be staff shortages or a lack of facilities? Such areas may require special
attention.

Are there legal obstacles to integration? Will access for leprosy patients be limited
by financial or administrative regulations such as user fees or health insurance?
Leprosy patients belong largely to the poorer groups in society, and user fees may
reduce the accessibility of services and have serious consequences for case-finding
and case-holding.

Will concurrent health sector reforms such as decentralisation have an impact on
the process of integration? The implications of health sector reforms for leprosy
control have to be addressed during the integration process.

Can the general drug procurement and distribution system deliver MDT drugs
satisfactorily or will the system need to be strengthened?

Is there a need to involve the private sector in the integration process? How may
this be accomplished?



Stakeholders are individuals, groups and organisations who have an interest (or stake)
in a project or programme, and the potential to influence its actions and aims (Brugha
and Varvasovszky, 2000)°. An analysis of those who are involved is particularly
helpful for assessing the political feasibility of integration and for further commitment
building.

There are three steps in a simple stakeholder analysis:

1. The identification of different stakeholders.

2. The identification of their position regarding the policy (in this case integration) and
their arguments for it.

3. The generation of strategies and concrete activities to build their commitment to
the process.

Stakeholders in the integration process may include:

Decision-makers in the Ministry of Health.

Donors.

Support teams (such as Communicable Diseases Control (CDC) or tuberculosis
control teams).

Former staff of vertical leprosy programmes.

General health workers.

Patients and their organisations.

The private sector.

The outcomes of this analysis will be used in the planning and preparation of the
integration process.

Table 5 shows a convenient form to use when summarising the results of a stakeholder
analysis. An example of a simple stakeholder analysis is given in Appendix 3.

Table 5 — Stakeholder analysis

Strategies and activities to

Stakeholders Position with regard to integration build commitment to integration

* More extensive information on how to conduct a stakeholder analysis can be found in Varvasovszky and
Brugha (2000).
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Stage B: Ensuring the commitment of
decision-makers to the principles and
process of integration

Justification

For integration to succeed, it is essential that all stakeholders are committed to the
process; such commitment should ensure political, financial and staff support
throughout the different stages. Initially, however, the emphasis will be on ensuring the
commitment of decision-

makers in order to start the
process. This is particularly
important when key policy
. , A decisions have to be made in
lh; F# il ﬂ ﬁ.‘ﬁg advance, such as when some
e L E

cadres have to assume new

|4 1 roles. Later in the process,
E ., j - the commitment of other
;% . l = y L stakeholders such as the
3 W health staff and the general
2 % public, including patients,
§ -_ has to be sought.
Methodology
The following strategies may help when trying to gain the commitment of decision-
makers:

Identify the major decision-makers whose support for the integration process is
crucial.

These are usually the political and administrative leaders who have responsibility
for health services, and the senior health services managers of a country or a state.
In addition, it may be important to get support early on from stakeholders who will
have to support the process financially, such as major donors.

Convince decision-makers of the need for integration.

It is important to explain the need for, and advantages of integration and ensure
that the basic concepts are made clear. Positive experiences from other countries or
settings may be useful in reinforcing these points.

Obtain explicit commitment and support.

The outcome of this process should be some form of explicit confirmation, in which
all parties indicate their commitment to integration and to its broader strategies.
This could be done through a written declaration which is endorsed by an official
government letter or circular.



Stage C — Developing a plan of action for
integration

Justification

Based on the analysis conducted in stage A, and following the start of commitment
building in stage B, a plan of action should be developed. This is necessary in order to:

Formulate and reach consensus on the objectives, strategy and budget for the
integration process.
Ensure commitment to the process.

Methodology

The aim of the plan is to act as a guide for the preparation, implementation,
monitoring and evaluation of the integration process. It should indicate a time frame,
a strategy, a work plan and expected outcomes. Once the plan has been sanctioned by
the relevant authorities, subsequent phases can begin.

The plan of action should have the following elements:

A situation analysis (done in stage A).
Objectives and targets.

A strategy.

A detailed work plan and budget.
Indicators to monitor the process.

While the plan requires substantial technical and managerial skills, it should be
developed using a participatory approach to ensure the involvement of all major
stakeholders; it is crucial to have the commitment and support that will enable the
plan to be implemented. A workshop may be an appropriate means by which to do
this.

Step C1 - Formulating objectives and targets

Justification
Objectives and targets have to be set to ensure that:

The direction and expected outcomes of the integration process are clear to all
partners.

The concepts of integration are operationalised.

Leprosy services can be monitored and evaluated.

Methodology

The objectives of integrated leprosy control are assumed to be the same as those of the
former vertical programme, and only the objectives and targets of the integration
process as such are discussed below.
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The objectives of integration as described in the plan should refer to the desired results
of the process. It is crucial that the objectives be translated into clear, realistic and
specific targets so that progress towards integrated leprosy services can be monitored
and evaluated. Indicators such as those shown in Table 4 can be used for this.

Step C2 - Formulating a strategy for the integration process

Justification

A detailed understanding of how leprosy services are to be delivered in the integrated
context is a prerequisite for successful integration. This understanding can be used as
the basis for deciding how integration can be achieved and what preparations are
necessary.

Methodology
Key elements of the strategy need to be developed under each of the following
headings:

C2.1. Building commitment amongst health staff

C2.2. Strengthening human resource capacity

C2.3. Ensuring adequate technical supervision

C2.4. Adjusting the management information system

C2.5. Ensuring an adequate drug supply and logistical support

C2.6. Communicating the changes to the public, patients and other relevant groups

C2.1. Building commitment amongst health staff

Justification

Stage B reflects the importance of ensuring the commitment of decision-makers and
donors to the integration process. But for leprosy services to function adequately in an
integrated setting, the commitment of those who have to provide the services is also
essential.

Methodology

Health workers can only be committed to integration if they understand current trends
in the epidemiology of leprosy and the implications for the sustainability of leprosy
services. The advantages of integration have to be explained and health workers have
to understand why it is necessary; they have to realise that leprosy is a normal disease
that does not require special staff or infrastructure. Updating the knowledge of staff
about leprosy will also help to overcome possible concerns regarding the stigma
attached to the disease. In addition, it is important to make them realise that the
implementation of leprosy-related activities will contribute minimally to their overall
workload.

At the same time, vertical programme workers who become general health service
employees may be resistant to the change because of presumed loss of status or loss of
incentives, and will need to be fully informed and reassured as to their new role. The



need for comprehensive and clear communication to all health staff is illustrated in
Case Study 1 on page 6.

Organising meetings or workshops may help raise commitment among staff. Such
meetings should not only include an explanation of the integration process, but should
also allow enough time for open discussions in which the concerns of health staff can

be addressed.

C2.2. Strengthening human resource capacity

Justification

Integration can only be implemented successfully if there is sufficient human resource
capacity within the general health system for leprosy control. Capacity will need to be
adjusted and, where necessary, strengthened.

Methodology

Leprosy-related tasks have to be allocated to different categories of general health
staff. Once decisions have been made regarding which leprosy services will be
provided at the primary level and which at the referral level, staff requirements can be
estimated. While the contribution of former vertical staff should be recognised, it may
not always be possible to assimilate them in an integrated system; decisions have to be
made as to which workers will be reallocated, which made redundant, and which re-
deployed.

After this has been done, staff training needs have to be assessed. General health
workers not only have to gain knowledge about leprosy and develop skills for
diagnosis and treatment, but attention also has to be given to their attitude towards
leprosy and their communication skills. For technical support staff, priority should be
given to supervision and monitoring skills.

These training needs can be addressed through courses, on-the-job training and
meetings with a training element; they will usually be met through the use of existing
training institutions and curricula, as well as intensified technical supervision. More
information about training and the development of curricula can be found in the
ILEP guide ‘Training in Leprosy’
(ILEP, 2003).

It is important that in the long
term some basic capacity in
leprosy control is retained. Efforts
should be made to incorporate
training in leprosy and leprosy
control activities into the curricula
of medical faculties and
paramedical schools.

Credit: Paul Saunderson
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C2.3. Ensuring adequate technical supervision

Justification

Technical supervision is essential in maintaining the competence of staff and the
quality of service delivered. It motivates staff and allows constraints to be identified at
an early stage. Effective technical supervision always has a strong element of on-the-
job training.

Methodology
The early phases of integration tend to require more intensive technical support in
order to motivate and assist general health workers with their new tasks and
responsibilities. In order to be beneficial, supervision needs to be organised in a
systematic way. Supervisory tasks and the frequency of visits should be planned before
the actual implementation of integrated services. General health supervisors should be
trained in supervision skills with a view to fulfilling their additional responsibilities in
supervising leprosy-related activities. Sometimes, especially at the more central levels
of the health system, more or less specialised components of the general health service
can provide such services (such as
state tuberculosis and leprosy
(TBL) co-ordinators or provincial
CDC supervisors). Further
information concerning
supervision can be found in the
publication ‘The supervision of
health personnel at district level’
(Flahault et al, 1988), while more
background to on-the-job training
is provided in the ILEP guide
“Training in Leprosy’ (ILEP, 2003).
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C2.4. Adjusting the management information system

Justification

The health management information system (MIS) for leprosy has to be adjusted as
the general health service will not be able to record and report the quantity of data
that used to be handled by the vertical programme. Since the new system should be in
place before integrated leprosy services start up, all the new forms and registers must
be available and distributed beforehand. The management of the simplified recording
and reporting system should be included in the training of health staff (see step C2.1
on page 22).

Methodology

Decisions have to be made as to which data will be recorded and reported, with what
frequency and at which level of the health system. Consideration should be given to
including data required for the indicators most relevant for leprosy control as
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recommended by the ILA Technical Forum (ILA/TFE, 2002): the new case detection
rate, the proportion of disabled (grade 2), the proportion of children and the
proportion of MB cases among newly detected cases, and the MDT completion rate.
These indicators are shown in Tables 2 and 3 on pages 14 and 16 respectively.

Once such decisions have been made, the required forms and registers have to be
developed. The recording and reporting system should become part of the general
health MIS and should therefore be entirely appropriate to that system.

C2.5. Ensuring an adequate drug supply and logistical support

Justification

Leprosy services can only be
delivered to patients given
adequate support in terms of
the drug supply, laboratory and
other equipment, and transport.

Methodology

Immediately after the
reallocation and training of
staff, and before integrated
services are implemented, the
following preparations should
be made:

Drugs (MDT and steroids) have to be distributed within the integrated system.
Reliable, integrated transport and logistical support have to be available.
Laboratory reagents and other consumables have to be available and distributed
where procedures such as slit skin smears and surgery are part of the leprosy
control programme - usually a function of the referral level.

The provision of such support requires detailed planning and co-ordination

beforehand.

C2.6. Communicating the changes to the public, patients and
other relevant groups

Justification

Through integration, leprosy services can be made more accessible to the local
population. However, the community (including patients) has to be made aware
that leprosy-related services are available free of cost at the nearest health facility.
Above all, the general public should appreciate leprosy patients as members of the
community who should have equal access to the general health service; efforts to
destigmatise the disease should be given a high priority.
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Methodology

Information, education and communication (IEC) activities have to be planned to
inform the general public, patients and other relevant groups such as traditional
healers and the private sector that leprosy services are integrated and can be provided
by nearly all general health facilities. The start of integrated services can be
highlighted through a press release, an official letter or a special celebration. In
addition, IEC activities should motivate patients to come to these clinics when they
suspect leprosy (and should also motivate traditional healers and other health
providers to refer suspects). Of course, more general messages in relation to leprosy
can also be included, relating to the early signs, the need for treatment, the availability
of free drugs and the prevention of disabilities.

The media through which IEC messages are disseminated will depend on the local
context. Many different methods can be used for public education, including:

Talks to communities and community leaders.

Radio and TV messages.

Street dramas, puppet shows, posters and pamphlets.
Talks at schools, clinics and other locations.

Step C3 — Developing a work plan, budget and time frame

Justification
In order to translate the strategy into a concrete plan of activities, a work plan which
includes a time schedule and budget has to be developed.

Methodology
The work plan can be developed according to the system that is routinely used when
planning. It should indicate all necessary activities, a time schedule, the persons

Credit: TLMI



responsible and a budget. Preparatory activities such as training and health education
campaigns (see stage D) should also be included.

Usually the integration process will be implemented at the same time throughout the
state or country. It is, however, possible to phase the process according to
administrative areas, whereby the experience gained in the first areas will be used to
improve the strategy for subsequent areas.

Besides adjusting the MIS to include the monitoring of integrated leprosy services (step
C2.4), progress towards the objectives and targets of the integration process should
also be assessed. Such monitoring should indicate the presence of any constraints to
integration which can then be addressed as necessary.

Such a monitoring system needs to be as simple as possible and can be based on the
indicators presented in Table 4 on page 18. Health systems research procedures may
also inform the process, if additional information is required.

Before the work plan and budget can be put into practice and the preparatory
activities can begin, the plan for integration must be made clear to all partners, and
the necessary financial support secured.

Before the actual implementation of integrated services, it is often useful to discuss the
general outline of the plan with the main actors, and adjustments can then be made as
necessary. There should also be guaranteed funding for the plan; where necessary,
negotiations will have to be conducted, and a one-day meeting with the most relevant
stakeholders may provide the opportunity to do this. Subsequently the starting date
for implementation of the work plan (including preparation) can be fixed and
communicated to all parties involved.

If possible, an official government circular or letter relaying the decision to integrate
leprosy services should be drawn up and widely circulated to staff, health facilities and
institutions. This communication should include the dates of the preparatory period
(stage D) and the actual starting date of integrated leprosy services (stage E).
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Stage D — Preparing the health system for the
implementation of integrated leprosy services

Justification

Before the actual implementation of integrated leprosy services, it is important that all
the necessary preparations are made so that the conditions for successful integration
are fulfilled. Human resource capacity and the support functions should be
established, and the public and patients informed.

Methodology

All the preparatory activities as planned in step C2, ‘Formulating a strategy for the
integration process’, should now be carried out: building commitment among staff,
organising human resources and supervision, adjusting the management information
system, organising the support services, and communicating with the public. It is
important that this stage does not take too long and is immediately followed by the
actual start of implementation of integrated leprosy services - a period of three months
is usually adequate.
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Stage E — Starting the implementation
of integrated leprosy services

Justification

The implementation of leprosy services by the general health system can only start
after the conditions for effective integration have been fulfilled. These are that:

All health staff are committed to the integration process.

Health workers have received training for their new tasks and responsibilities.
Technical supervision has been organised.

The recording and reporting system is in place.

The other supportive functions for leprosy control have been established (such as
drug supply and logistics).

The general public and patients have been informed and educated about the
integration of leprosy services.

Methodology

The starting date will have been fixed before the preparatory phase was started (stage
D) and should have been widely communicated by the government through the
circular outlined in step C5. The general health staff will then implement all leprosy-
related activities as defined in the plan of action.
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Stage F — Monitoring the implementation
of integrated leprosy services

Justification

During implementation, the integrated leprosy services have to be accurately
monitored in order to assess progress and identify possible constraints.

Methodology

Although the monitoring of the integration process is different from monitoring the
performance of integrated leprosy services, some of the indicators used for the latter
are also appropriate for the former. The indicators listed in Table 4 on page 18 are
especially useful for this purpose. Monitoring is also important if there is to be a
phased expansion of the number of health facilities implementing integrated leprosy
services. In this case, integrated services are implemented in one area, while other
areas are still in the preparatory stages.

Adaptations will have to
be made as necessary -
for instance, in relation
to the job descriptions of
health staff. It may also
be possible that more
training for certain
categories of staff is
required or that
technical supervision has
to be intensified during
the initial period.
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Stage G — Evaluating the process of integration

Justification

While monitoring should be a continuous activity, an evaluation can be carried out
after the completion of the integration process in order to assess and, where necessary,
modify the integrated leprosy services. Furthermore, lessons can be learned which can
be applied in the future or in other settings.

Methodology

An evaluation should be based on the objectives and targets defined for the process. It
could be carried out a few years after implementation has started and should if
possible involve external experts.

The basic steps for an evaluation are as follows.

A decision is made to conduct an evaluation, and a team and date are identified.
The Terms of Reference, methodology and time frame are drawn up.
The evaluation is carried out:
information and materials are collected through different evaluation tools
(questionnaires, surveys, discussions, records analysis);
the information is analysed;
a report is prepared and recommendations made.
Recommendations from the evaluation are acted upon.

As an example, the case study on page 7 gives a summary of the findings and
recommendations of an evaluation conducted in Tamil Nadu, India following

integration.
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Appendix 2 — An example* of distribution of
tasks in leprosy control

Leprosy control tasks

Peripheral level

Community education
Identify suspects
Examine suspects
Refer suspects

Diagnose and classify
Fill in patient card
Register patients in
unit register
Prescribe MDT
Administer supervised
dose

Give drugs for
self-intake

Give health education
to patients about
treatment

Retrieve defaulters
Educate patients
about prevention of
disabilities

Identify side effects
of treatment

Deal with side effects
Check nerve function
Identify reactions
Deal with nerve
function worsening
and reactions

(= treat or refer)
Treat ulcers

Train patients in

ulcer self-care

Report transfers

Release from
treatment (RFT)

Give health education
to patients upon RFT
Keep the unit register

Prepare the health
unit report

Who does it currently?

Village health worker
(VHW)

General health worker
(GHW)

District leprosy worker
(DLW)

All GHWs

DLW
DLW

DLW
DLW

DLW
DLW
DLW

DLW
DLW
DLW
DLW
DLW

DLW
DLW

DLW
DLW

DLW
DLW
DLW
DLW

DLW

Who should do it
in an integrated
situation?

VHW

GHW
GHW

Community health
worker (CHW)
GHW

GHW

GHW
GHW

GHW
GHW
GHW

GHW/CHW

GHW

GHW

GHW at referral level
GHW

GHW
GHW at referral level

GHW
GHW, DLW

GHW, district CDC
supervisor

GHW

GHW

GHW

GHW

* This is a fictional example and does not necessarily reflect a real situation.

What other
adjustments are
required?

Simplified guidelines

Involvement of CHWs
in leprosy control

Production of
pamphlets for patients

Simplified guidelines
Simplified guidelines

Production of
additional registers
Production of simple
framework for health
unit report



Leprosy control tasks

Peripheral level (cont.)

Examine contacts
Order the

required drugs
Manage the drug stock

Take skin smear
Examine skin smear
Keep laboratory
register

Order the required
quantity of reagents
and lab supplies
Adjust prescription to
smear result, if taken

Who does it currently?

DLW
DLW

DLW
DLW
Lab. staff
Lab. staff

Lab. staff

DLW

Intermediate and central level

Supervision and
on-the-job training

Provision of drugs
and logistics
Identifying training
needs and organising
training and meetings
Compilation and
analysis of data

Policy making
and planning

Patient education,

community education

Incorporation of
training in basic
curricula

Research

DLW

DLW

Provincial
leprosy team

Provincial
leprosy team

National leprosy unit
and provincial
leprosy team
National leprosy unit
and provincial
leprosy team

National leprosy unit
in collaboration with
universities and
training institutions
National leprosy unit
in collaboration with
research institutions

Who should do it
in an integrated
situation?

GHW

GHW, ‘pharmacist’
of health facility
GHW, ‘pharmacist’
of health facility
Laboratory staff
Lab. staff

Lab. staff

Lab. staff

GHW

District CDC
supervisor*

Central Medical Store

District CDC supervisor,
provincial leprosy &

TB team

Provincial leprosy &

TB team, national
leprosy unit

National leprosy unit,
provincial leprosy &

TB team

GHW, district CDC staff,
provincial leprosy &

TB team, national
leprosy unit

National leprosy unit
in collaboration with
universities and
training institutions
National leprosy unit
in collaboration with
research institutions

What other
adjustments are
required?

New supervision
schedule, which
incorporates technical
support and on-the-job
training

Formulation of clear
logistical guidelines

New leprosy manual

Ensuring that leprosy
receives attention in
basic curriculum of
general health staff

*In some settings supervision will be conducted by general supervisors or by combined tuberculosis/leprosy
supervisors. In other settings the district leprosy supervisor may have more responsibilities than for leprosy alone.

The local context will determine the most suitable option.

Key:

VHW Village health worker
GHW General health worker
DLW District leprosy worker

Communicable Diseases Control



Stakeholders

MoH/Central Unit

State government

State Tuberculosis
Control Team

General health
workers

Vertical leprosy staff

Community and
patients

NGOs/donors

Position with regard to integration

In favour of integration.

Against integration, because they

think that leprosy control requires
special services and involves extra
costs.

In favour of integration.

Against integration, because they
are afraid of the extra work load
and of the stigma attached to
leprosy patients.

Very much opposed because they
are afraid of losing special
privileges (motorbike, allowances).

Are basically in favour but some
feel that the quality of leprosy
services may be reduced.

Are opposed because they feel
that the quality of leprosy services
may be reduced.

Strategies and activities to build
commitment to integration

To be utilised as facilitators and
participants in the process of
integration.

Workshop to convince them of
the advantages of integration.
Regular contacts and advocacy
meetings.

Official document which
indicates agreement about
integration.

Training for leprosy control may
be combined with tuberculosis.

They have to be persuaded of
the advantages of integration —
this aspect to be included in
training.

An official circular to be sent to
all staff.

The tasks of general health staff
to be well described.

Intensive supervision necessary
in the period after integration.

They have to be convinced of the
need for integration. Where
possible efforts may be made to
ensure that certain privileges
can be kept.

Meetings and training sessions
to be organised to get their
commitment and train them in
their new role.

They have to be convinced that
adequate services can be found
in nearby heath facilities — this
can be achieved through health
education campaigns.

They have to be convinced that
quality can be maintained while
accessibility, efficiency and
sustainability are increased.
They can be asked to support in
particular the training of general
health staff.

5 This is a fictional example and does not necessarily reflect a real situation.












The integration of leprosy control programmes into the general health system is now
recognised as the most important strategy by which to sustain health services for people
affected by leprosy. An increasing number of countries have embarked on the integration
process and several have shown that leprosy services can be delivered effectively by the
general health system.

However, the change from a vertical to an integrated programme is not easy and has in
many cases been beset by problems. This guide draws on the experience of countries that
have already gone through the integration process to help those embarking on or already
engaged in the same process. It uses a step-by-step approach to describe the preparations
that are so necessary for integration to be successful, emphasising the importance of
planning and at the same time highlighting common pitfalls. It also outlines how to
monitor and evaluate the process once integrated services have been implemented.

The guide will prove a valuable tool for public health managers and decision-makers at

national and regional levels, as well as for trainers and managers working at other levels.




