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Dermatological Care for All

Four International Congresses Organized by the Italian National Institute for Health,
Migration and Poverty (NIHMP)

To have scientists and physicians, representative of a lot
of countries, discussing in loco on clinical and health prob-
lems of African citizens; to ameliorate the sharing of ex-
periences, and to offer the possibility to gain new
experiences on the field, on hot spots in care and medicine;
to better analyse the health systems of different areas of
the world, based on cultural, economic and political re-
gional context: those ones are the main objectives of a se-
ries of International Congresses held in Ethiopia from
2006. Born from an idea, and the active work, of Aldo Mor-
rone, an Italian dermatologist and head of the National
Institute for Health, Migration and Poverty (NIHMP) in
Rome, the Congresses are focused on dermatological top-
ics, and have been posed under the umbrella of the for-
mula “Dermatological care for all”. 

Ethiopia as the place of the Congress was elected be-
cause of the old connections with Italy: during the 1940s,
for a few years, Italy occupied this African region, but
after the WWII Italian governments supported many de-
velopmental programmes in the country. And Dermato-
logical care for all has been selected because it is a firm
belief of the NIHMP that dermatological care should be
available for all in a double meaning: both for the possi-
bility for every human being of benefitting from health
care facilities, and for the possibility for everyone to con-
tribute in enhancing the health conditions of who is in
need. Until now, a strong representation of Italian med-
ical community and various Italian government agencies
attended the Congresses, as well authoritative represen-
tative of medical and research community from Five Con-
tinents.

1st edition: November 1-4, 2006
The main objective of the first congress, titled “A basic
human right”, was to analyse and compare two different
health system and scientific research models. Rich coun-
tries produce the great majority of the so-called scientific

knowledge and have the possibility to protect the health
of their citizens by spending amounts of money up to thou-
sands of times higher than those available in poor coun-
tries. If there are poor economical resources for the health
of people in need, those available for scientific and epi-
demiological research are almost nonexistent.

«The conference was marked by superb scientific ma-
terial, lectures and discussions», said one of the partici-
pants, «on topics ranging from health care issues of
Ethiopia and the rest of Africa to the global problems of
managing skin diseases in resource poor countries, infec-
tious skin diseases, dermatological rarities, epidemiology

to telemedicine and digital imaging in dermatology. There
was a good mix of dermatovenereology topics related to
Ethiopia specifically, of Africa as a continent and with an
international perspective. Issues related to HIV and lep-
rosy too were discussed, both by locals and international
faculty».1

A special recognition was bestowed on Aldo Morrone,
for the scientific achievements of the Congress and for so-
cial initiatives programmed along those days. All of par-
ticipants agreed on his invaluable work and on the
peculiar atmosphere of the Congress. «This conference
was a living example of the advantages of simplicity and
compactness. The group was dedicated, interested, coher-
ent and interactive. There was an atmosphere of bon-
homie and camaraderie [...] ... let me state candidly that
if every country produced just one Aldo Morrone, the der-
matological world would be a better place to live in!
Bravo!»1

2nd edition: November 6-9, 2007
The second edition of the Congress was particularly aimed
at keeping the attention of policy makers and the inter-
national scientific community on the diffusion of skin and
infectious diseases in Africa, and on the need of a scientific
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and medical cooperation with developing countries. Spe-
cial importance was given to the “best technology at the
lowest cost” allowing sustainable skin care and medical
training on the field.

«The conference followed the previous policy of the
opening session in the country’s capital Adis Ababa. The
participants were joined on that day by dermatologists,
residents, government representatives and other allied
professionals for a full day symposium on the state of
health care with a special emphasis to Ethiopia and sur-
roundings countries. There was a healthy interaction be-
tween people from different countries in the question and
answer session where problems were discussed from dif-
ferent perspectives of people from different countries...
The conference had excellent presentations from the par-
ticipants as well as the dermatologists and government
officials working in the area. Issues relating to the preva-
lent disorders like cutaneous TB, leishmaniasis, and HOV
were discussed at length. So were other issues like der-
matological health systems elsewhere in the world, vari-
ous possibilities for integration and also ‘non clinical’
issues like the concept of beauty.»2

«Amongst a host of talks given by all these people
there was a very interesting clinical meeting lasting for a
few hours in the Hospital set up by Aldo Morrone’s team.
Rarities in the west like cutaneous tuberculosis, leishma-
niasis, chromoblastomycosis, many cases of osteomyelitis,
gross deformities from lymphoedema of lower limbs, lep-
rosy and various opportunistic infections related with
HIV/AIDS, etc. were brought and discussed. Imaging
studies were seen and pathology was discussed. Input was

given by people with decades of experience in tropical der-
matology, like Bernard Naafs, from the Netherlands, who
has spent decades in various countries of Africa in the
area of tropical dermatology... A very animated discussion
was generated by the groups as to the definition of Com-
munity Dermatology.»2

During the first conference, a scientific society was ini-
tiated: the Community Dermatology International Al-
liance (CDI). Now, during the 2007 Congress an in depth
discussion was generated by the initial proponents of this
idea, Aldo Morrone (Italy), Terence Ryan (UK), the Min-
ister of Health in Tigray and Shyam Verma (India). «It
was felt that everyone participating in the debate that the
idea of forming this organization had many clear cut
goals. It was agreed upon by everyone that CDI was not a
pure clinical dermatology organization, it was beyond just
the dermatologist and the patient. Rather, that we need
to promote better and unencumbered understanding of a
given disease and all its ramifications in a resource poor
setting. Instead, we advance towards high technology,
complex molecular maneuvers and high investment gad-
getry for beauty purposes, building dermatologic citadels
in urban areas. But in this smug aura of growth we seem
to inadvertently be ignoring a very large dermatologically
marginalized population. Also, the voice of dermatology is
difficult to understand by other medical personnel and
that issue has to be addressed. By involving people from
other seemingly non related fields like sociology, anthro-
pology, economics, governance of given countries, one
would promote simplified understanding of complex der-
matologic problems that are invariantly shrouded in re-
lated problems where the above can help».2

3rd edition: November 24-27th, 2009
The third edition focused on “Common Diseases for Neg-
lected People”. In fact, as proved by the long experience of
the NIHMP San Gallicano Hospital, the core problem is
represented by common but forgotten diseases, probably
because they do not directly concern the industrialised
world, or maybe because they affect neglected people,
overlooked by the advantages of scientific progress. 

«The Italian team, led by Aldo Morrone and including
Doctors Accorsi, Baroldo, Doni, Murga, and Veraldi and
anthropologists Bruni, Massa, and Villanucci, gave an
outstanding account of the needs to be met and the diverse
workforce’s accomplishments.»3

Beside many other speakers, «Kassahun Bilcha, of
Ethiopia’s university of Gondar, discussed contact der-
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matitis and the initiation of a new training scheme for
Community Dermatology. Young dermatologists in train-
ing gave several case studies dependent upon rare der-
matopathologic findings, highlighting the increased
sophistication of the training in Ethiopia. Clare Fuller
spoke of her experience in Somalia, and discussed what
could be left behind after short assignments and the gen-
eration of “how to do it packs”, focusing on common prob-
lems and essential medications. She acknowledged the
helpfulness of the Tropical Health and Education Trust.
Ben Naafs evinced leprosy as an immunological disorder
triggered by M. leprae and described the management of
reversal reactions and erythema nodosum leprosum.»3

«Patient live discussions and hospital visits were
among the activities of the congress. Federica Dassoni, a
dermatologist working at IDC, presented rare and chal-
lenging cases of tropical dermatology. Variants of skin tu-
berculosis, the challenge associated with treating
leishmaniasis caused by L. aethiopica, rare genoder-
matoses, burn and neglected were discussed in detail... So-
cial events, which included an Ethiopian coffee ceremony,
dinner receptions and Ethiopian dance, provided an en-
joyable and unique local flavour to the conference...»4

4th edition: November 9-12, 2010
The Congress is addressed to health and non-health pro-
fessionals and aims at offering update knowledge and
awareness on the vast area of health and on the many fac-

tors influencing peoples’ well-being. Therefore the deter-
minants of health will be dealt with and innovative meth-
ods will be explored in order to use at best limited human
and economic resources available and to promote sustain-
able high effective, low-cost public health services and
health care training in developing countries and every-
where. «We feel the urgency of facing with determination
Goal 6: combat HIV/AIDS, malaria and other diseases, the
issues falling within our professional tasks and expertise»,
said at this purpose Aldo Morrone, organizer of the Con-
ference. «I do invite not only dermatologists but all health
professionals and specialists interested in tackling in-
depth strategies for increasing the availability and afford-
ability of health care in developing countries and where
poverty diseases are more neglected. This includes pro-
moting and supporting research, strengthening primary
health systems, improving collaboration with the local
communities and health workers in shared action plans.»

References
1) Verma S. Out of Africa..., International Journal of Der-
matology 2007; 46: 112-113.
2) Verma S. Ethiopia Revisited!, International Journal of
Dermatology 2008; 47: 212-214.
3) Ryan T.J. Dermatological Care for All: Ethiopia, No-
vember 24-27, 2009, International Journal of Dermatology
2010; 49: 236-237.
4) Sethi A., Kassahun B. ISD Regional meeting in
Ethiopia, ISD Connection 2010; 4: 1.
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November 24th - Addis Ababa
Italian Cultural Institute 

8:00 Registration 

9:00 Opening session (Chairperson: G. Sparaci, Direc-
tor, Italian Cooperation Office)
Welcome by Bruno Bellotto, Director, Italian Cultural
Institute in Addis Ababa
Welcome by Raffaele de Lutio, Ambassador of Italy in
Ethiopia
Welcome by Abraham Menghesha, Ministry of Health of
Ethiopia 

Conference opening by A. Morrone, NIHMP General Director 
Video on Ethiopia and NIHMP

10:30 Coffee break 

11:00 Session 1 – Community Dermatology - Chair-
persons: H. Grossmann, C. Fuller
- ISD Task Force for Community Dermatology and related

topics, T. Ryan
- Epidemiological profile of skin disorders in the Italian

Dermatological Centre of Mekelle (Tigray), with a
focus on vulnerable groups (women and children), S.
Accorsi

- Operational Research I. Development of visual flowcharts
for case management of common dermatological con-
ditions in Tigray, P. Farese

- Community and PH measures towards the most neglected
skin disorders, Y.B. Tebebe

- A Proposal for the establishment of a dermatology train-
ing program for primary health workers in Tanzania
and Ethiopia, S. Klaus

12:45 Session 2 – Health and human capacity buil-
ding - Chairpersons: T. Ryan, D.B. Kassahun
- Human capacity building for dermatology. Meeting the

needs from a sub-Saharan perspective, H. Gross-
mann

- Dermatology, migration and human rights, A. Morrone
- Teaching dermatology in new places, C. Fuller

13:30 Lunch 

15:00 Session 3 – Cases reports - Chairpersons: B.
Naafs, Y.B. Tebebe)
- Multicentric Reticulohistiocytosis (MRH). A case report,

K.C. Adane
Tumorous Rhinophyma in a 65 years old patient, A.

Workalemahu 
- Mechanism of genital elephantiasis, D.B. Kassahun
- Sarcoidosis in a 45 years old female patient posing di-

agnostic challenge at All Africa Leprosy Rehabilita-
tion and Training Center – ALERT, B. Mohammed

16:00 Coffee break 

16:30 Session 4 – Mycobacterial diseases - Chairper-
sons: A. Morrone, S. Veraldi
- Treatment of leprosy reactions, B. Naafs
- Management challenge of Erythema Nodosum Lepro-

sum at Alert Hospital and the way forward: case se-
ries, A. Robel

November 25th - Mekelle 
Milano Hotel

14:00 Welcome
Welcome by Gebre Ab Barnabas, Head of Tigray Regio-
nal Health Bureau
Welcome by Abdulkadir Mohammedsaid, Dean College
of Health Sciences, Mekelle University

14:45 Session 5 – Neglected or misdiagnosed disea-
ses - Chairpersons: L. Wiest, S. Tyring, S. Pala
- Cutaneous Leishmaniasis. Early events in the innate

immune response, S. Klaus
- Assessment of scabies in Fiji. A study of 13,000 people,

L. Romani
- Cutaneous Leishmaniasis in Iran, A. Khatami
- Skin diseases: a public health perspective, A. Khatami
- Onchocerciasis. A new approach to therapy, S. Klaus
- Alkylphosphocholines as sistemyc therapy in Leishma-

niasis, C. Geilen
- Response of Diffuse Cutaneous Leishmaniasis (DCL) to

liposomal amphotericin (Ambisome) at our hospital,
T. Abraham

7

THIRD INTERNATIONAL SCIENTIFIC CONGRESS
DERMATOLOGICAL CARE FOR ALL

Common diseases for neglected people
Addis Ababa – Mekelle, 24-28 November 2009

1-12 proceedings intro_Layout 1  23/10/10  18:18  Pagina 7



November 26th - Mekelle
Milano Hotel

8:30 Session 6 – Ethio-Italian cooperation - Chairper-
sons: G.A. Barnabas, A. Morrone
- Operational Research II. Training of health extension

workers on the management of common dermatolog-
ical conditions, F. Dassoni

- Skin, inequalities and culture. An anthropological re-
search on skin disease in the plural therapeutic con-
text of Mekelle, E. Bruni, A. Massa

10:00 Sessions 7 – Clinical session at Ayder Hospital

13:30 Lunch 

15:00 Session 8 – Route maps for health between
North and South of the World - Chairpersons: A.
Morrone, A. Sethi
- Imported skin diseases, A. Sethi
- Common dermatological problems in Chaaria, Kenya,

G. Gaido
- Imported tungiasis, S. Veraldi
- Erysipelas: a re-emerging disease in some Western

countries, S. Veraldi
- The route of Lampedusa, A. Morrone

16:00 Coffee break 

16:30 Sessions 9 – STIs and HIV - Chairpersons: S. Ve-
raldi, S. Tyring
- Sexually transmitted infections in the past and present,

M. Potocnik
- Bowenoid papulosis. A clinical case, S. Pala
- Prevention of sexually transmitted infections, S. Tyring
- HIV, AIDS, IRIS, 28 years of “experience”, B. Naafs
- Effects of Ethiopian multiflora honey on Candida

species isolated from oral cavity HIV infected sub-
jects /AIDS patients, B. Yeshambel 

- Dermatoses and sexually transmitted diseases in Zim-
babwe, K.M. Vaidya

20:00 Social dinner at Top Hill Hotel

November 27th - Mekelle 
Milano Hotel

8:30 Session 10 - Eczemas - Chairperson: S. Dagnachew
- Patch testing and contact allergens in Ethiopia. Results

of 514 contact dermatitis patients using the European
baseline series, S. Dagnachew

- Vohwinkel kertoderma: a case of a 17 years old female
patient seen at ALERT, A. Robel

- Evaluation of Hanifin and Rajka diagnostic guidelines
for reduced minor criteria, H. Mengistu

- Shoe dermatisis in Ethiopia, D.B. Kassahun
- Genetics and eczema, M. Bradley

11:15 Coffee break

11:45 Session 11 – Numberless ways to healing -
Chairperson: U. Fornari
- Affordable treatment for common dermatologic prob-

lems in developing countries, V. Murgia
- Making dermatological care effective for Ankober com-

munity, North East Ethiopia: a synergy between de-
velopment cooperation and phytotherapy research,
M. Baraldo

- A mobile community dermatologic clinic in Ankober
Woreda, Central Ethiopia, D. Shimelis

13:00 Closing remarks
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Common Diseases for Neglected People

The third International Congress of Dermatological Care for All

The National Institute for Health, Migration and Poverty
(NIHMP) organised the Third edition of the International
Congress “Dermatological Care for All” from 24 to 27 No-
vember 2009. This edition’s subtitle was “Common Dis-
eases for Neglected People”, because the long experience
of the Department of Preventive Medicine of Migration,
Tourism and Tropical Dermatology of the Scientific Insti-
tute for Hospitalisation and Treatment San Gallicano in
Mekelle (Tigray), proved that the great majority of the ob-
served pathologies are not rare clinical conditions, but
common diseases often overlooked by scientific progress.

Besides dealing with the main skin and infectious dis-
eases in Africa and in other areas of the world, the objec-
tive of the Third Edition was to share ideas and
experiences on how to provide dermatological treatment,
carry out public health interventions and medical training
in developing countries, by using sustainable and low cost
technology.

One of the main results of the Congress, indeed, was
the experience exchange itself and the debate among in-
ternational experts in dermatological and tropical infec-
tious diseases, with local doctors dealing every day with
the pathologies studied by their colleagues.

Another appreciated feature of the Congress was the
multidisciplinary approach adopted to analyse scientific
progress and its impact on the local population, i.e. through
the presence of a group of anthropologists, from the
Sapienza University in Rome, conducting a research study
on the access to health care services in the Tigray Region.

The Congress focused on the numerous factors influ-
encing people’s health, trying to analyse the different so-
lutions to enhance the population wellbeing. Lastly, the
NIHMP, the Tigray Regional Health Bureau and the Ital-
ian Cooperation presented a training handbook addressed
to Health Officers on the diagnosis and the case manage-
ment of the most diffused skin diseases in the Region. The
handbook is based on simple flowcharts explaining the di-
agnostic and therapeutic algorithms of the most diffused
pathologies and is supported by diagnostic images col-
lected during the long clinical activity of the NIHMP-San
Gallicano Hospital in Tigray. It represents the first step
towards the development of a training model addressed to
the specific needs of developing countries, technologically
suitable to the local resources, but also compatible with
high level technology, in the context of e-learning projects.

Congress report
To introduce the Congress and its context, Aldo Morrone,
NIHMP Director General, presented a video on the initia-
tives supported by the Institute, and previously by the
San Gallicano Hospital, in the Tigray Region. Some the-
matic sessions were held during the subsequent days.

Community dermatology. Terence Ryan explained the ac-
tivities and the mission of the Community Dermatology
task force established within the ISD. Practical applica-
tions of the bases of community dermatology were pre-
sented: epidemiological research on the most common

diseases among the disadvantaged populations which are
beneficiaries of the actions. Sandro Accorsi, from the Ital-
ian Cooperation in Ethiopia, presented the epidemiologi-
cal profile of the skin diseases diagnosed at the Italian
Dermatological Centre-IDC in Mekelle. On professional
training, Pasquale Farese (Italian Cooperation), Tebebe
Y. Berhan (University of Addis Ababa) and Sidney Klaus
(Dartmouth Medical School, Hanover, USA) presented
programmes realised or proposed for health workers in
Ethiopia and Tanzania.

Health and human capacity building. Henning Grossman
(Regional Dermatology Training Centre, Moshi, Tanza-
nia) explained the rationale for developing training activ-
ities meeting the needs of the local population, by
guaranteeing the lowest economical and social costs.
Claire Fuller (Regional Dermatology Training Centre,
Moshi, Tanzania) shared with the participants some per-
sonal experiences and the approaches used to carry out
training actions in different contexts.

Mycobacterial diseases. Bernard Naafs, from Leiden Uni-
versity (Holland) and Robert Assefa from the Alert Hos-
pital in Addis Ababa exchanged ideas on the reactions to
mycobacterium leprae infections, such as leprosy nodous
erythema, particularly focusing on the therapeutic ap-
proaches used in two different settings.

Neglected or misdiagnosed diseases. Terence Ryan from
Oxford University, made a presentation on the utilisation
of very low cost technology for the control of skin and in-
fectious diseases, such as the use of cotton tissues for
water filtering. Lucia Romani (St. Vincent’s Hospital, Sid-
ney, Australia) presented an extensive epidemiological
study conducted in the Fiji Islands to assess the preva-
lence of scabies among the local population; she high-
lighted how the diffusion of the infection has been
underestimated. Alireza Kathami (Center for Research
and Training in Skin Diseases and Leprosy, Teheran Uni-
versity of Medical Sciences, Iran) showed the epidemio-
logical features of cutaneous leishmaniasis in Iran, a
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Without any doubt – and the enthusiastic feedback sent by
many participants from abroad (other countries in Africa
and overseas) confirms this – the Third International Con-
gress on Dermatological Care for All, which took place in
Addis Ababa and Mekelle from 24 to 27 November 2009,
was a great success. Once again I was there, as I had been
in 2006 and 2007, and I agree with the many colleagues
who saw this as an extremely valuable experience from
every point of view - organisational, human and scientific. I
am grateful to Aldo Morrone for giving me the opportunity,
at my advanced stage of life, to visit Ethiopia once more and
to make me feel to all intents and purposes like his partner
in a huge project of genuine human solidarity. 

“Let’s help each other, towards a common goal” has be-
come our motto. His dreams and mine concur, as do our
objectives. And when I, a non-dermatologist, was asked to
contribute to a “scientific” report on the Congress, despite
the fact that I did not feel I was the best person for this task,
I decided to accept the invitation to make a few observa-
tions, but as a “voice from outside the choir”. This is what I
had already done in my brief inaugural speeches at the
three Congresses in which I had taken part. Here, once
again, I intend to touch on the spirit, ideals and objectives
of the Congress, rather than the scientific aspects.

I was lucky to be able to follow Aldo Morrone closely
from January 2005, throughout the whole process, in the
implementation of a far-reaching and far-seeing project of
international meetings based in Ethiopia. The intention was
to involve specialists from other countries in this dream of
co-operation, to bring medical assistance, especially in the
field of dermatology, to the many inhabitants of this very
poor country who desperately need help.

I remember a particular moment which was like a small
“Big Bang” in Morrone’s mind, while we were on a night
flight from “my” Tanzania to “his” Ethiopia. It was January
2005, and we had both taken part in a Congress on Derma-
tology in Moshi, Tanzania, superbly well organised by Hen-
ning Grossmann. We were on our way to visit Addis Ababa
and Mekelle, in the Tigray region of Ethiopia, where for sev-
eral years specialised staff from the San Gallicano Institute
in Rome had been offering medical assistance, in coopera-
tion with Italian and Ethiopian agencies. It was then that
Morrone, speaking also to Terence Ryan and Luitgard Wiest
who were travelling with us, began to set out his plan to or-
ganise an International Congress in Ethiopia, with a view to
giving visibility to the country’s huge health problems, and
to make the largest possible number of specialists all over
the world aware of Ethiopia’s real situation in the field of
dermatology.

It was a far-sighted proposal, and the dream became re-
ality in November 2006, with the first Congress, which was
organised in an original and courageous way, starting with
the inauguration and first part in Addis Ababa, and the con-
tinuation of the work in Mekelle. This set-up was welcomed
by everyone despite the logistical difficulties, and the same

format was kept for the later Congresses. Several world-
renowned dermatologists attended the first Congress, and
their number increased rapidly over the years: last Novem-
ber there were eighty. Every continent was represented:
Africa, Europe, America, North and South America, and Aus-
tralia, with at least twenty different nationalities: proof of a
genuine interest and extraordinary involvement in the ob-
jectives of the Congress on the part of eminent specialists
from all over the world.

This was a Congress different from many similar events
which are organised all over the world, often with more or
less evident implications of economic interest, and which
turn out to be advantageous mainly to the participants. This
one, on the contrary had the primary aim to promote con-
crete initiatives to the advantage of the poorest and most
destitute. This was a Congress without suspect sponsorship,
with no influence from outside factors of economic interest.
This was a Congress where people met, spoke, but above
all, acted, with everyone taking on concrete commitments
for projects to be implemented as quickly as possible,
above all to promote and diffuse knowledge and initiatives
based on the realities observed personally, and on the spot.
The meetings were carried out in an atmosphere of cordial-
ity and reciprocal respect, with the opportunity for mean-
ingful and sincere exchanges of ideas and opinions among
people from different parts of the world, who were imme-
diately bound through a feeling of friendship, and who left
each other with the intention and hope of meeting again
soon, to continue to work towards realising an ideal com-
mon objective.

I would like to underline other important aspects of this
Congress which particularly struck me, apart from the fun-
damental one of its “essence” and its “spirit”. Its success was
also due to the meticulous and careful organisation of every
detail in the programming of a very complex event, which
was carried out excellently by a group of people working
behind the scenes in what were difficult logistical condi-
tions. Another thing which impressed me was the strong
personality of Barnabas Gebre Ab, the Minister of the Tigray
Health Bureau. I had already met him at previous Con-
gresses, and once again on this occasion he was sincerely
grateful to Morrone for his initiatives in the Tigray region,
and genuinely eager to contribute actively with us to the
success of these initiatives, and not for personal interests of
prestige, In a note he sent me from Oxford, Terence Ryan
expressed the same opinion, and confirmed his apprecia-
tion for the Congress, which he had been obliged to leave
after three days, before the end, due to other commitments.

I’d like to conclude by quoting a comment of Ryan’s on
an international workshop organised by Morrone in Rome
a few years ago, a comment which I feel is still particularly
appropriate for last November’s Congress: «It is events such
as these that make a real difference. Listen to Aldo Mor-
rone!»

Ugo Fornari, 24 January 2010

An original and courageous way
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country where the infection is endemic. Khatami also
made an interesting overall analysis on the importance of
the public health approach when dealing with skin dis-
eases, by considering their impact on the individual, on
his family and society and by focusing on the epidemiolog-
ical study of these conditions. Christoph Geilen (Berlin
University, Germany) presented the effectiveness of phos-
phocholine analogues in the treatment of cutaneous leish-
maniasis, as shown by scientific trials.
Abraham Tesfaye (Department of Der-
matovenereology, Faculty of Medicine,
University of Addis Ababa, Ethiopia)
presented data on the use of ampho-
tericin B on two patients with visceral
leishmaniasis, and Sidney Klaus pro-
vided updating on the immunopatho-
genesis of the infection, due to a
mechanism called “Trojan horse” and
mediated by neutrophils.

During the third day of the Con-
gress, Federica Dassoni, dermatologist
at the IDC, presented the clinical
cases of 10 inpatients. They included
cutaneous leishmaniasis, cutaneous
tuberculosis, diffuse burns, a complex
differential diagnosis between bul-
lous epidermolysis and pemphigoid,
which was difficult to establish with-
out immunofluorescence, an unavail-
able technique in Ethiopia. A
particularly interesting case, provok-
ing a heated debate on the possible
diagnosis and aetiopathogenesis, was
the one of an 11-years old child pre-
senting a congenital malformation of the left upper limb.
Among other diagnoses, congenital lymphedema or adi-
pose tissue hypertrophy were supposed. 

Ethio-Italian cooperation. Two scientific cooperation ini-
tiatives between Italy and Ethiopia were presented. Das-
soni presented a training project for health officers,
coordinated by the Italian Cooperation in Ethiopia and
supported by the scientific collaboration of the NIHMP.
The project provides the use of flowcharts as effective and
easy teaching materials to train health operators on the
most common skin pathologies. The Tigray Ministry of
Health, Dr. Gebre Ab Barnabas, supported the initiative
by highlighting the importance of training health officers
and the effectiveness of the methodology adopted.

Emanuele Bruni and Aurora Massa, anthropologists
at the University La Sapienza (Rome, Italy) presented the
results of a research study on the health system in
Mekelle, particularly focusing on skin diseases. The study
highlighted the different perceptions and subsequent in-
equalities in the access to therapy within the population.

Route maps for health between North and South of the
world. Aisha Sethi (Section of Dermatology, University of
Chicago, USA) showed how globalisation and the easiness
of travelling compel dermatologists to study some impor-
tant types of dermatosis that are still rather unknown in
Western countries (i.e. Trypanosoma Cruzi infection). Ste-
fano Veraldi (University of Milan, Italy) showed two cases
of imported and/or re-emerging diseases, that is tungiasis
and erysipelas. Giuseppe Gaudio, an Italian doctor who

has worked for many years in Kenya, presented the most
frequently found skin diseases in his intervention area
and, supporting what previously stated by Sethi, outlined
the difficulties faced by a doctor for identifying the diag-
nosis and treatment for little known clinical conditions.

STIs and HIV. Marko Potocnik (University Medical Cen-
tre Ljubljana, Slovenia) opened the session presenting epi-

demiological data on the increase and
the diffusion of STIs. He suggested the
harmonisation of laboratory diagnostic
methods and case management and
encouraged the collaboration for devel-
oping innovative prevention methods
in order to restrict the diffusion of
these infections. The speech of Steven
Tyring (Health Science Center, Uni-
versity of Texas, Houston, USA) was
complementary to the previous one,
since it provided a review of the pre-
vention methods used for STIs and of
their effectiveness, particularly focus-
ing on the development of new vac-
cines.

Some particular clinical conditions
were dealt with in detail: Salvatore
Pala (University La Sapienza, Rome,
Italy) presented a case of Bowenoid
papulosis that he had observed in his
Clinic. Ben Naafs presented the diag-
nostic signs of Immune Reconstitution
Inflammatory Syndrome (IRIS), on the
basis of his experience and past wrong
diagnoses.

Finally, Belyhun Yeshambel presented the results of a
study demonstrating the in vitro effectiveness of Ethiopian
honey against Candida infection. Those results could sup-
port the effectiveness of the popular use of honey for treat-
ing oral lesions due to Candida. Anyway, further research
and pharmacological standardisation is needed before con-
sidering honey a curative agent for candidiasis.

Eczema. As a demonstration of what observed during the
clinical practice at the IDC, where eczema resulted as one
of the most frequently diagnosed clinical conditions, many
scholarship holders presented data on atopic and/or con-
tact dermatitis.

Shibesh Dagnachew from the University of Addis
Ababa, reported a study conducted in his ward and
demonstrated the suitability of the European Baseline Se-
ries for diagnosing atopic dermatitis through the use of
patch tests on Ethiopian patients by introducing some
minor changes.

Similarly, Mengistu presented the result of the evalu-
ation of the international guidelines by Hanifin and Rajka
(HR) for the diagnosis of atopic eczema in the clinical prac-
tice of the Alert Hospital. He showed that only nine of the
minor criteria and one of the major ones proposed for clas-
sifying the diagnosis of dermatitis have significance on
Ethiopian patients. The results of these studies lead to
call into question the generalizability of international di-
agnostic guidelines in areas where resources are limited.

Robel Assefa, dermatologist at the Alert Hospital in
Addis Ababa, presented a rare case of Vohwinkel Palmar-
plantar keratoderma. Kassahun D Bilcha showed the high
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diffusion of shoe dermatitis in Ethiopia, which results to
be responsible for about 30% of exogenous eczema in the
country; he outlined the importance of developing ade-
quate prevention, treatment and diagnosis interventions.
Finally, Maria Bradley from the Uppsala University (Swe-
den) presented a review of the genetic origins of eczema-
tous conditions.

Numberless way of healing. Vitalia Murgia, from the NGO
Increasing People Opportunities (IPO, Perugia, Italy),
presented the results of a research study aimed at assess-
ing the safety and the effectiveness of two natural reme-
dies, that is 10% thymus essential oil in antifungal cream
and a cream of chamomile hydroalcoholic extract. In par-
ticular, thymus essential oil seems to have a statistically
significant effectiveness in comparison with placebo. Mat-
teo Baraldo, from the same organisation, showed the ac-
tivities implemented to support the local production of the
two preparations in the community of Ankober in
Ethiopia.

Shimelis Doni from the Alert Hospital in Addis Ababa,
presented a dermatology mobile unit model providing a
dermatologist and two health workers. It demonstrated to
be an innovative method to reach isolated rural commu-
nities, among them Ankober.

The scientific program of the Congress was closed by a
speech of Aldo Morrone on the experience of the NIHMP
in the island of Lampedusa (Italy) and on the relation be-
tween this experience, the activity carried out in Africa by
the NIHMP and the meaning of the Congress.

12
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Cutaneous leishmaniasis in Iran
Alireza Khatami, M.D., M.S.P.H.
Assistant Professor of Dermatology, Center for Research and Training in Skin Diseases and Leprosy, 
Tehran University of Medical Sciences

Summary Cutaneous leishmaniasis constitutes a spectrum of clinical manifestations which are caused by
intracellular protozoa of genus Leishmania. It exists in 90 countries in the world, mostly devel-
oping ones. More than 300 million people are at risk of infection and the incidence rate of the
disease is estimated about 1-1.5 million new cases each year. Iran is endemic for Old World cu-
taneous leishmaniasis. Almost all cases of cutaneous leishmaniasis are caused by either Leish-
mania tropica or L. major and it is a major health problem in many areas of Iran. Through this
presentation, the author provides a brief description of the current condition of cutaneous leish-
maniasis including what has been done to diagno se, prevent and treat this disease in Iran.

Cutaneous leishmaniasis (CL) is a group of diseases
caused by different species of the intracellular protozoa
of genus Leishmania. It is transmitted by inoculation of
parasites after bites of female sand flies, which have been
got the parasite from infected reservoirs. With around
350 million of at risk population, 12 million patients
around the world and 1.5 to 2 million new cases per year
of leishmaniasis of which 75 % are cutaneous type, CL is
one of the most important tropical infectious diseases
and unfortunately is one of the most neglected one of
them. Traditionally, it has been divided into Old World
cutaneous leishmaniasis (OWCL) and New World cutaneous
leishmaniasis according to the geographical regions in
which they are prevalent. OWCL is prevalent in Asia,
particularly in the Middle East, different parts of Africa,
as well as southern Europe. NWCL is prevalent in Latin
and Caribbean and South American countries. The
causative parasites, vectors, reservoirs and most impor-
tantly the clinical features, course and prognosis of OWCL
and NWCL are very different.

Together with Afghanistan, Algeria, Iraq, Kingdom of
Saudi Arabia and Syria, Iran is considered as one of the
highly endemic areas for OWCL.

History and epidemiology
Iran, which before 1935 was officially known as Persia, is
a country with a history of civilization which backs to
thousands of years ago. According to several evidences,
CL was well known during ancient civilizations in the
area where is known as Iran nowadays.

According to 2008 reports developed by the Ministry
of Health (MoH) of Iran, CL has been reported from all 30
provinces of Iran, however, because of its relatively vast
surface area (1,648,195 km2) and different climates in its
different regions, there are few provinces in which true
CL transmission does not happen and the reported cases
have been infected in other provinces which are endemic
for CL. According to the same source the total number of
registered cases of CL in 2008 was about 27,000 and its
overall incidence rate was 37/100,000. CL is most commonly
observed in 21-30 years old individuals followed by 31-40
years old age group. The highest incidences of CL according
to age groups are 51.1/100,000 in 0-5 years old age group,
followed by 44.7/100,000 in 6-10 years age group. Most
cases of CL are reported from five provinces known as:

Khorasan Razavi, Fars, Isfahan, Kerman and Khouzes-
tan.

The main causative agents for CL in Iran are Leish-
mania major and L. tropica, which result in zoonotic
(ZCL) and antroponeutic (ACL). L. infantum has also and
ibeen isolated from skin lesion of few patients with CL in
Iran. The main vectors for transmission of L. major and
L. tropica are Phlebotomus papatasii and P. sergenti.
Main reservoirs for L. major are different kinds of rodents
including Rhombomys opimus and for L. tropica are hu-
mans. ZCL which is also known as rural type or wet type
is most commonly seen in rural areas and ACL which is
also known as urban or dry type is usually seen in towns
and suburbs of larger cities.

Clinical fatures
Most cases of CL in Iran are patients with localized CL
(LCL) in which there is a single or limited number of CL
lesions usually on the exposed areas. Disseminated CL
has been reported mainly in patients with immunodefi-
ciency. Existence of true diffuse CL (DCL), mucosal leish-
maniasis (ML) and muco-cutaneous leishmanisis (MCL)
has not been well documented.

Most lesions occur sometimes from 1 week to 3 months
after sand fly bite. Lesions caused by L. major follow a
relatively shorter incubation period usually less than 2
months while those lesion caused by L. tropica appear
about more than 2 months after bites. The early lesions
appear as red papules or small nodules and in ZCL cases
the lesions are more inflammatory in comparison with
ACL cases i.e. ZCL cases more frequently and more
rapidly develop to ulcerative nodules or plaques and have
more exudation. In many cases of ACL ulceration do not
occur or limited in comparison with what is seen in ZCL
cases. In the absence of treatment, ZCL lesions usually
heal within one year, while the healing of ACL lesions
takes some longer times. Uncomplicated CL lesions are
not painful. Skin induration is an important clinical sign
of CL lesions. The ulcerative CL lesions in particular
larger ones heal with scarring.

Several variants of the above mentioned presentations
of CL lesion have been described including sporotrichoid,
exematoid, erysipeloid, psoriasiform and hyperkeratotic
or warty (verrucous) CL. Leishmanisis recidivans occurs
in some cases of CL caused by L. tropica whom usually
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Study  Sample size 
(experiment/s, 
control/s) 

Intervention/s in experimental 
group/s 

Intervention/s in 
control group/s 

FUD 
(days) 

Primary outcome ARR (95% CI)* 

Sadeghian et 
al., 2007 

117 (57, 60) Controlled localized heating with a 
radiofrequency (RF) heat generator (4 
MHz, maximum output 90 W) to a surface 
temperature of 50ºC for 30 seconds 

IL MA 0.1-4 ml 180 Cure� RR (95% CI) 
PB: 1.46 (1.18-1.80) 
 
LB: 1.42 (1.10-1.84) 

Nilforoushzadeh 
et al., 2007 

100 (50, 50) Topical honey soaked gauze bid + IL MA IL MA 120 Cure� at 2.5-3 months 
post-treatment 

RR (95% CI): 
0.72 (0.50-1.04) 

Sadeghian et 
al., 2006 

72 (36, 36) IL 5% sodium chloride; 0.5-1 ml IL MA  180 Cure� RR (95% CI): 
1.63 (1.11-2.39) 

Asilian & 
Davami, 2006 

60 (20, 20, 20) PDT for 4 weeks/weekly 
 
Topical paromomycin 15% bid for 28 days 

Placebo 90 No induration + no 
inflammation + complete 
re-epithelialization + PC 

81.4 (60.6-90.1) 
 
27.9 (6.9 -45.9)  

Salmanpour et 
al., 2006 

60 (20, 20, 20) (1) Cryotherapy + ILMA weekly for a total 
of 6-8 times 
 
(2) IL MA alone weekly for a total of 6-8 
times  

Cryotherapy weekly for a 
total of 6-8 times  

NR Cure� CR (%): 89 (Experiment-
1 and Control), 
 
CR (%): 67.8 (experi-
ment-2 and control) 

Crawford et al., 
2005 

99 (35, 35, 29) IL MA weekly + topical 5% imiquimod 
cream 3 times/wk for 40 day  

IL MA weekly for 40 days 
 
Topical 5% imiquimod 
cream 3 times/wk for 40 
days 

40 Decrease in size of 
erythema, induration, and 
ulceration 

-14.3 (-34.0-7.1) 
 
-11.6 (-32.8-10.1 

Firooz et al., 
2005 

72 (36, 36) IL ZnSO4 solution weekly up to complete 
healing or for 6 wks 

IL MA weekly up to 
complete healing or for 6 
wks 

49 Complete re-epitheliali-
zation lesions with marked 
reduction in induration 
with or without scarring 

-32.1 (-45.8 to-17.5) 

Sadeghian et 
al., 2005 

72 (36, 36) IL 7% NaCl solution weekly injections for 
42 days 

IL MA weekly injections for 
42 days 

42 Complete disappearance of 
induration+re- 
epithelialization 

-8.3 (-28.2 -12.4) 

Iraji and 
Sadeghinia, 
2005 

65 (30, 35) Topical paromomycin 15% bid for 30 days Placebo 60 At least 75% reduction in 
lesion size andreduction in 
lesion 
induration+amastigote-
free smears 

Day 30: -0.5(-18.6-18.7) 
 
 
Day 60: -3.3 (-21.8-
16.3) 

Shazad et al., 
2005 

60 (30, 30) Topical paromomycin 15% bid for 20 days IL MA qod up to complete 
healing or 20 days 

42 Complete re-
epithelialization of all 
lesions at 1 week post-
treatment 

6.7 (-16.9-29.3) 

Asilian et al., 
2004 

400 (100, 200, 
100) 

IL MA fortnightly for 4 wks + cryotherapy 
to complete healing or a maximum of 6 
wks 

Cryotherapy to Complete 
healing or a maximum of 6 
wks 
 
ILMA fortnightly for 6 wks 
or complete healing 

180 Complete re-
epithelialization and 
disappearance signs of 
inflammation+PC 

LB = 41.4 (31.8-49.6) 
 
LB = 28.3 (17.7-37.5) 

Nilforoushzadeh 
et al., 2004 

210 (105, 105) 15% paromomycin+10% urea applied bid 
for 4 wks + Cryotherapy with liquid nitro-
gen repeated every two weeks till comple-
te healing or for a maximum of three ses-
sions + ILMA twice a week till complete 
healing or for a maximum of 6 wks 

IL MA similar to 
experiment group  

42 Complete re-
epithelialization+disappear
ance of signs of 
inflammation 

10.5 (-2.8-23.2) 

Iraji et al., 2004 104 (56, 48) IL ZnSO4 solution fortnightly up to 
complete healing or for 6 wks 

IL MA fortnightly up to 
complete healing or for 6 
wks 

42 Total clearance of lesion + 
PC + marked size 
reduction � 60% + PC 

2.7 (-16.0-21.0) 

Asilian et al., 
2003 a 

233 (116, 117) Topical paromomycin 15% bid for 4 wks Topical 15% paromomycin 
bid for 2 wks + placebo for 
additional 2 wks 

180 Parasitologic cure + clinical 
improvement or clinical 
improvement alone 
irrespective of PC 

Day 29: 15.1 (2.8-26.8) 
 
Day 45: 13.4 (0.9-25.4) 
 
Day 105: 0.5 (-1.9-12.9) 

Asilian et al., 
2003 b 

180 (40, 40, 
100) 

IL MA fortnightly for 6 wks or complete 
healing + cryotherapy to complete healing 
or maximum of 9 wks 
 
IL SSG fortnightly for 6 wks or complete 
healing +cryotherapy to complete healing 
or maximum. of 6 wks 

IL MA fortnightly for 6 wks 
or complete healing 

180 Complete re-
epithelialization and 
disappearance of 
inflammation size + PC 

39.6 (27.6- 48.5) 
 
 
 
42.3 (30.7 -50.8) 

Faghihi & 
Tavakoli-kia, 
2003 

96 (48,48) Topical paromomycin 15% bid for 3 
months 

IL MA weekly for 3 months 
or complete healing 

365 re-epithelialization + 
return to normal skin 
texture in < 2 months + 
no residual scar + no 
relapse in FU period 

-25.0 (-41.2 to -6.8) 

Momeni et al., 
2003 

90 (45,45) Topical ketoconazole bid 
for 21 days 

Placebo 51 all lesions were healed + 
PC 

Day 21: 1.5 (-15.7-18.2) 
 
Day 51: 11.8 (-7.8-30.0) 

Nilforoushzadeh 
et al., 2003 

80 (40, 40) Topical TCA 50% 3 times every 2 wks IL MA weekly up to 
complete healing or for 6 
wks 

90 Complete disappearance of 
induration + re-epitheliali-
zation 

7.5 (-13.4-27.5) 

Mapar et al., 
2001 

96 (52, 44) Topical 10% opium in petrolatum bid for 2 
wks 

Placebo 56 Considerable (not exactly 
defined) reduction in size, 
induration, and inflamma-
tion of lesion + PC 

-7.3 (-3.6-18.5) 

Gholami et al., 
2000 

197 (96, 85) Topical garlic 5% bid for 3 wks Placebo 51 Complete healing + PC -1.3 (-13.6 -10.4) 

Zerehsaz et al., 
1999 

171 (85, 86) Topical Z-HE for 5 consecutive days + 
placebo 

IM MA 15-20 mg/kg/d + 
placebo 

42 Clinical improvement with 
complete healing + lesions 
re-epithelialization 

47.4 (32.9-58.9) 

Asilian et al., 
1995 

251 (125,126) Topical 15% paromomycin bid for 2 wks Placebo 105 Complete re- 
pithelialization on either 
day 45 or day 105 

Day 45: 1.1 (-10.9-13.1) 
 
Day 105: 1.3 (10.5-13.4) 

Table 1. RCTs of local and topical treatments for OWCL which have been conducted in Iran based on the Khatami et al. 2007 and Gonzalez et al. 2008 systematic reviews

* For some studies relative risk (RR) or cure rate (CR) has been reported. †Gonzalez et al. in their 2008 systematic review have defined cure when all inflammatory signs disappeared and complete healing through
either scar formation or complete re-epithelialization occurred.
Abbreviations: FUD = Follow up duration; ARR = absolute risk reduction; CI = confidence interval; IL = intralesional; MA = meglumine antimoniate; RR = Risk ratio; PB = patient based; LB = lesion-based; bid
= two times a day; NaCl = sodium chloride; PC = parasitological cure; PDT = photodynamic therapy; NR = not reported; CR = cure rate; bid = twice a day; wks = week(s); IM = intramuscular; SSG = sodium
stibogluconate; wk(s) = week(s); ZnSO4 = zinc sulfate MBCL = methylbenzethonium chloride, TCA = trichloroacetic acid; Z-HE = Zerehsaz herbal extract; IFN-γ = interferon-gamma; IFN-β = interferon-beta.
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mation method is microscopic examination of direct
smears obtained from CL lesions after Giemsa staining.
Direct smear is commonly combined with or followed by
(in highly suggestive lesions with negative smear results)
culture of the obtained material on specific media like
Nicolle-Novy-MacNeal (NNN). Skin biopsy and histopatho-
logic examination may also confirm the diagnosis in
some cases. 

Currently, polymerase chain reaction (PCR)-based
methods are available in some research centers and
referral laboratories and are used for both diagnosis of
CL in difficult cases as well as identification of different
Leishmania species. Isoenzyme assay for parasite species
identification have been available in few research labora-
tories. Leishmanin skin test (LST) has been mainly used
for epidemiological purposes.

Treatment
More randomized controlled clinical trials (RCTs) for
evaluation of the efficacy of different therapeutic modalities
in OWCL have been conducted in Iran than any other
country. An outline of the RCTs conducted in Iran is pre-
sented in tables 1 and 2.

Based on a systematic review by Khatami et al. and
some other sources, a National Guideline for the treatment
of CL cases developed by the Office of Zoonotic Diseases,
Center for Management of Diseases, MoH of Iran in 2007.
An outline of that guideline is also mentioned.

According to this guideline the main drug for the
treatment of ACL cases is intramuscular injections of
meglumine antimonate (Glucantime®) for 21 days at a
dose of 20 mg (Sb5+)/kg/day. Treatment is recommended

have not receive proper treatment and presents as ap-
pearance of flesh- or red to brown-colored papules in or
surrounding old scars of previous CL lesions. In some
cases the papules coalesce and form plaques resembling
lupus vulgaris. Leishmanisis recidivans is notoriously
difficult to treat.

Differential diagnosis
Due to the wide spectrum of clinical manifestations of CL
lesions, they may resemble cutaneous infectious diseases
including fungal infections such as sporotrichosis, bacterial
infections like ecthyma and impetigo; mycobacterial
diseases like lupus vulgaris; and viral infections like
warts. CL lesions may also mimic inflammatory skin
lesions including psoriasis, lichen planus, discoid lupus
erythematosus, sarcoidosis and pyoderma gangrenosum.
Another important group of skin lesions which should be
included in the differential diagnosis of CL are Neoplastic
lesions including basal cell carsinoma, squamous cell car-
cinoma, cutaneous T-cell lymphoma and keratoacan-
thoma.

Diagnosis
In the endemic areas of Iran, where the individuals or
their family are familiar with the disease, CL diagnosis
is usually suggested by patient or his/her family members.
Physician in endemic areas also usually diagnose CL
clinically, however, diagnosis confirmation is recommended.
In cases imported from endemic to non-endemic areas
the diagnosis is more difficult and diagnosis confirmation
methods are necessary, if history of travel to endemic
areas suggest CL. The most common diagnostic confir-

Study Sample size 
(experiment/s, 
control/s) 

Intervention/s in experimental 
group/s 

Intervention/s in 
control group/s 

FUD 
(days) 

Primary outcome ARR (95% CI) 

Mohebali et al., 
2007 

63 (32, 31) Oral miltefosine 2.5 mg/kg daily for 28 
days 

IM MA 20 mg/kg/d for 14 
days 

180 Cure* RR ( 95% CI): 
1.01 (0.79- 1.28) 

Firooz et al., 
2006 (Iran) 

119 (59, 60) IM MA 20 mg Sb5+/kg/d for 2 wks + 5% 
topical imiquimod cream qod for 4 wks 

IM MA 20 mg Sb5+/kg/d for 
2 wks + 5% topical imiqui-
mod cream qod for 4 wks 

140 �75% reduction in lesion 
size compared with 
baseline at 8 wks  

-4.3 (-21.4 to 13.37) 

Sadeghian & 
Nilforoushzade, 
2006 

64 (32, 32) IM MA 20 mg Sb5+/kg/d for 2 wks+oral 
pentoxifylline 400 mg 3 times/d for 20 
days 

IM MA 20 mg Sb5+/kg/d for 
2 wks + placebo 3 times/d 
for 20 days 

110 Flattening of the lesions + 
no induration + 
appearance of epidermal 
Creases 

31.3 (8.0 -50.4) 

Nassiri Kashani 
et al., 2005 

200 (100,100) Oral itraconazole 200 mg/d for 8 wks Placebo 56 Complete re- epithelia-
lization of all lesions 
reduction in size of lesion 

5.7 (-9.6 to 20.7) 

Nilforoushzadeh 
et al., 2005 

150 (50, 50, 50) IM MA 30 mg/kg/d 1 oral omeprazole 40 
mg/d for 3 wks 
 
IMMA 30 mg/kg/d 1 
Placebo 40 mg/d 
for 3 wks 

IM MA 60 mg/kg/d for 3 
wks 

90 Complete clinical cure + 
PC 

-16.0 (-32.4-1.6) 
 
 
-8.0 (-24.2-8.8) 

Famili et al., 
2005 

60 (31, 29) Oral fluconazole 100 mg/d for 3 wks IM MA 20 mg Sb5+/kg/d for 
3 wks 

42 Disappearance or 75% 
reduction of in lesion 
size + PC 

-25.0 (-44.7 to -3.0) 

Asilian et al., 
2004 

233 (110, 123) CO2 laser IM MA 50 mg/kg/d for 2-
wk courses with a 2-wk 
rest (no treatment) period 

90 Surface re-epithelialization, 
lesions flattening + PC 

LB = 13.6 (4.4 -22.6) 

Esfandiarpour 
and 
Alavi, 2002 

150 (50, 50, 50) Oral allopurinol 15 mg/kg/d for 3 wks 
 
IM MA 30 mg/kg/d for 2 wks + oral 
allopurinol 20 mg/kg/d for 3 wks 

IM MA 30 mg/kg/d for 2 
wks 

51 >80% reduction in lesion 
size inflammation and 
edema subsidence and 
lesion flattening size 
reduction by 50% 

-6.0 (-22.8 -11.3) 
 
 
24.0 (4.7- 41.0) 

Momeni et al., 
2002 

72 (36, 36) IM MA 30 mg/kg/d+oral allopurinol 20 
mg/kg/d 

IM MA 60 mg/kg/d for 20 
days 

51 Healing of all lesions + PC Day 21: 5.6 (-16.3-26.7) 
 
Day 51: -2.8 (-30.0-
17.7) 

Salmanpour 
et al., 2001 

96 (32, 64) Oral ketoconazole 600 mg/d for adults 
and 10 mg/kg/d for children for 30 days 

IL MA biweekly for 6-8 wks 210 Complete re-epithelia-
lization of lesions + little or 
no scarring at 6 wks 

17.2 (1.2 to 35.3) 

Momeni et al., 
1996 

140 (70, 70) Oral itraconazole 7 mg/kg/d for 3 wks Placebo 51 Cure* + PC Day 21: -1.4 (-13.1-
10.3) 
Day: 12.9 (-3.5 to 28.3 

15

Table 2. RCTs of systemic treatments for OWCL which has been conducted in Iran based on the Khatami et al. 2007 and Gonzalez et al. 2008 systematic reviews.

* Gonzalez et al., in their 2008 systematic review have defined cure when all inflammatory signs disappeared and complete healing through either scar formation or complete re-epithelialization occurred.
Abbreviations: FUD = Follow up duration; ARR = absolute risk reduction; CI = confidence interval; IM = intramuscular; MA = meglumine antimoniate; wk(s) = week(s); CR: cure rate; ZnSO4 = zinc sulfate; 
IL = intralesional; RR = risk ratio; qod = every other day; PC = parasitological cure; IV = intravenous; SSG = sodium stibogluconate; LB = lesion-based; bid = twice a day; NS = negative smear.

13-32 proceedings_Layout 1  23/10/10  18:25  Pagina 15



16

for all ACL cases. For ZCL cases treatment is recommended
for those patients who have lesion(s) on their faces, more
than 3 lesions, a lesion with a diameter larger than 3 cm,
sporothrichoid lesions, and lesions on their joints. Systemic
therapy is indicated for those ZCL cases who have lesion(s)
on their faces, more than 5 lesions, a lesion with a
diameter larger than 3 cm, sporothrichoid lesions, lesions
on their joints, and recurrent lesions or treatment failure.
When there is an indication for treatment of ZCL lesions
but systemic therapy is not recommended treatment with
weekly intralesional injections of meglumine antimoniate
up to 12 weeks or complete healing is indicated. It is rec-
ommended that these weekly injections be combined with
fortnightly N2 cryotherapy. Systemic therapy for ZCL

cases is similar to what has been mentioned regarding
ACL but the duration of treatment is 2 weeks instead of 3
weeks. Recurrent disease or treatment failures should be
treated with the same indicated systematic regimen i.e. 2
weeks for ZCL cases and 3 weeks for ACL cases. Treatment
with topical ointment 15% paromomycin twice daily for
four weeks may considered as alternative treatment in
certain cases of ZCL.

Prevention
Several trials for evaluation of safety and efficacy of de-
veloped vaccines for CL have been conducted in Iran, but
still no effective and safe vaccine for use in CL exist.
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A mobile community dermatologic clinic in
Ankober Woreda, Central Ethiopia
Shimelis Nigusse Doni, M.D.
Dermatovenereologist and Senior Consultant, ALERT Hospital, Addis Ababa, Ethiopia

Summary Introduction. In Ethiopia, most of the rural area’s population do not benefit by dermatological
care and dermatological diseases are often ineffectively managed. People seek frequently cheap
treatment by inadequate healthcare providers, using home made remedies and buying poten-
tially dangerous non-prescribed drugs. In two previous epidemiogical work (not yet published)
we have assessed the real frequency of dermatological problems in children in two rural areas of
Ethiopia (Debre Markos and Ankober Woreda). In both areas we have found an high incidence
of skin diseases.
Objective. To assess the common prevalent skin disease in Ankober Woreda. 
Methods and Material. The staff (one dermatologist and two Community Health Workers)
reached the Health stations (Gorobela and Aliu Amba) bimonthly to perform the medical exami-
nations. People were informed by a loudspeaker transmitted message about the presence of the
visiting staff in the next days. People arrived at the Health Station very early in the morning,
usually by foot or, only in case of particularly severe diseases, transported in a rudimental
stretcher, the flow of people continued all day. The visits took place from 8.30 a.m. till 6 p.m.
and about 100 clients were meanly visited during each day visits between new cases and follow
ups. The dermatologist performed also ulcer and lesion medications and some minor ablation,
like in the case of painful plantar foot warts.
Results and Discussion. During the first 4 months of activity we have found many dermato-
logic diseases, 39% of them were of infectious origin. The most frequent of them were fungal in-
fections, but also leishmaniasis, leprosy, scabies, pyoderma, etc. Atopic dermatitis and eczema
related diseases were also very frequent. During the visits the doctor highlighted the peculiar
aspects of the different dermatologic diseases and lesions, carrying out also the educational and
training process of the common skin problems to the Community Health Workers.

Skin diseases represent one of the most frequent causes
of morbidity in developing countries.1 In most developing
countries, in both rural and urban areas, skin disease is a
common problem affecting up to 60% of the population.
This poses a huge work load at primary care level that is
compounded by the fact that the conditions are often man-
aged ineffectively.6 A recent (unpublished) survey by the
International Foundation of Dermatology designed to pro-
vide information about community patterns of skin dis-
ease indicated that the following were the main skin
conditions at community level: scabies, superficial myco-
sis, pyoderma, pediculosis, eczema, HIV related der-
matoses, pigment anomalies, acne, tropical ulcer,
lymphoedema, buruli ulcer and leprosy.20

The World Health Organization’s 2001 report on the
global burden of disease indicated that skin diseases were
associated with mortality rates of 20,000 in Sub-Saharan
Africa in 2001. This burden was comparable to mortality
rates attributed to meningitis, hepatitis B, obstructed
labour, and rheumatic heart disease in the same region.1

Cutaneous disorders are among the three most com-
mon morbidity in rural subsaharan African countries, half
of these areas have no dermatologist, the few dermatolo-
gists in Africa working mainly in secondary and tertiary
health care systems in urban surroundings, they are not
available to the majority of the population living in rural
areas where most dermatosis are diagnosed as rash and
treated by auxillary health workers who do not have
proper training in this field.4 Epidemiological data concer-

ing skin disease in many rural areas of subsharan African
countries is not available.4 A number of studies assessing
success in the management of skin diseases in primary
care setting in Ethiopia find that treatment failure rates
of more than 80% are common.5

Skin disease is a frequent cause of morbidity in
Ethiopia.3 Skin diseases are among the leading causes of
morbidity and the sixth most common reason for outpa-
tient attendance in Ethiopia in 2005, accounting for 3.3%
of total patient visits.1 A study done in southwest Ethiopia
showed that patients with skin disease appeared to be
spending between 50-100% of their cash income in the
treatment of skin diseases which proved to be ineffective
in 63% and 74% patients in the two villages studied. In a
subsistence economy cash transactions play a smaller role
in the overall community finances, therefore even a small
drain on these resources significantly reduces the balance
available for other needs such as nutrition.5

In Ethiopia there is only one specialized dermatology
referral hospital (ALERT Hospital) which is the centre for
postgraduate dermatovenereology training. It is located
in the capital city, Addis Ababa. At present there are only
32 dermatologists serving 78 million Ethiopans. Almost
all practice in urban areas mainly in tertiary healthcare
facilities. There is one dermatologist in Gonder, one in
Mekelle and one in Awassa, the rest work in Addis Ababa.
Of the 32 dermatologists only 16 work in government in-
stitutions, the rest are in private practice. It is very diffi-
cult to deliver health services to rural communities where
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85% of the Ethiopian population live. Most of the rural
areas population do not benefit from dermatological care
and dermatological diseases are often ineffectively man-
aged. People seek frequently cheap treatment by low level
healthcare providers, using homemade remedies and buy-
ing potentially dangerous non-prescribed drugs.1

Objective 
To determine the pattern of skin diseases presenting to
the mobile dermatology clinic in Ankober Woreda.

Location, participants and methods 
A mobile dermatology clinic was established in 2008 with
funding from Street Spirits ONLUS, a non profit organi-
zation in collaboration with Ankober woreda Development
Association, Ankober Woreda Health Bureau, Debre
Birhan University & IPO (Increasing People Opportuni-
ties). It is the first in its kind in Ethiopia.

Ankober is a rural part of Ethiopia on the edge of the
great eastern escarpment which bounds the Danakil
plains. There is no medical doctor and health services are
provided by 15 nurses at the health centers. The mobile
clinic was staffed by one dermatologist, two Community
Health Workers and a nurse and took place in central
health centres in Gorobela and Aliu Amba villages twice
a month. 

People were informed in advance by a loudspeaker
message transmitted at the market places about the visit
of the mobile dermatology services. The visits took place
from 8.30 a.m. till 6 p.m. The dermatologist also carried
out educational and training activities with health centre
staff. Individuals presenting to the clinics less than 14
years of age were defined as children those greater than
14 years were defined as adults.

The clinics activity over a five month period from Feb-
ruary to June 2009

Results 
In the five month period of the survey a total of 1426 pa-
tients attended the mobile clinic. 849 were above 14 years
of age, 421 were between 6-14 years of age and 156 were
less than 6 years of age. 58% of the total cases were fe-
males and 42% were males.

Among the total cases of children (556) 147 (25.82%)
were affected by fungal skin infections and among those
children (147 children) affected by dermatophyte infec-
tions 139 (94.56%) were affected by tinea capitis.

Pediculosis capitis affected 95 individuals. 78 (82.1%)
occurred in female children and 17 (17.89%) of them were
male children this may be attributed to the cultural habit
of shaving or cutting male children hair short in our soci-
ety.

Concerning pyodermas, among the total children cases
seen 51 (8.84%)were affected by bacterial skin infection
mainly by impetigo, among those 51 cases of children af-
fected by pyodermas 35(68.62%) were seen in children <6
years of age and 16 (31.37%) of them were between the
age group of 6 and 14 years of age, Pyoderma was found
more on the age group of children <6 years of age. Cases
of pyoderma were treated by topical Gentian violet and
systemic amoxacillin.

Regarding scabies among the total cases of children
seen 83 (14.38%) of children were affected, among those
children affected by scabies 37 (44.57%) were less than 6

years of age and 46 (55.42%) were between the age group
of 6 and 14 years of age.

The other important finding were viral skin infections
(molluscum contagiosum and viral wart) were seen in
27(4.67%) children, among those children 27 (4.67%) af-
fected by viral skin among them 17(62.96%) were <6 years
of age and 10 (37.03%) were between the age group of 6
and 14 years of age.

A significant amount of children 164 (28.42%) were af-
fected by pitryiasis alba.

There were 3 cases of cutaneous leishmaniasis and one
case of cutaneous tuberculosis diagnosed in a child.

From a total of 829 of cases those age >14 years from
them 255 (30.03%) cases found to have fungal skin infec-
tion. Among those adults affected by fungal skin infections
pitryasis versicolour were seen in 205 (80.39%), tinea cor-
poris 19 (7.45%), tinea pedis 23 (9.02%), Fungal nail in-
fection 8 (3.14%), candida intertrigo 4 (1.57%). It was
found out that among adults above 14 years of age 261
(30.74%) of adults were affected by an eczema such as:
atopic dermatitis 31 (11.8%), contact dermatitis 43
(16.47%), lichen simplex chronicus 56 (21.45%), seborrheic
dermatitis 73 (27.9%), nummular eczema, 36 (13.79%),
stasis eczema 4 (1.53%), asteototic eczema 13 (4.98%),
pompholyx 5 (1.91%). 

Among the total cases of adults seen with skin prob-
lems 138 (16.25%) of them had pigment disorders. Among
those 138 adults with pigmentary disorders 124 (89.9%)
had melasma, 13 (9.42%) had vitligo, post inflammatory
hyperpigmentations 7 (5.07%), 4 (2.9%) had post inflam-
matory hypopigmentation. Among the total cases of adults
66 (7.77%) presented with acne vulgaris among them 53
(80.3%) were females and 13 (19.7%) were males. 

Chronic skin ulcers were seen in 21 (2.47%) of adults
with skin problems, the majority of them 14 were neuro-
pathic skin ulcers seen in treated leprosy patients, stasis
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Disease Age < 6 years 6 to 14 years Total cases (%) 
Pityriasis alba 133 31 164 (28.42%) 
Fungal skin disease 51 96 147(25.82%) 
Scabies 37 46 83 (14.38%) 
Atopic dermatitis 18 9 27 (4.67%) 
Pediculosis capitis 21 64 85 (14.73%) 
Viral skin infection 17 10 27 (4.67%) 
Pyoderma 35 16 51 (8.84%) 
Urticaria 13 5 18 (3.12%) 
Others 1 4 5 (0.69%) 
Total 156 421 577 

Table  1. Frequency of common skin diseases seen in children.

Disease Number of cases Percentage 
Dermatitis 261 30.74% 
Fungal skin disease 255 30.03% 
Pigmentary disorders 138 16.25% 
Acne vulgaris 66 7.77% 
Pyoderma 29 3.42% 
Chronic skin ulcer 21 2.47% 
Psoriasis 20 2.36% 
Viral skin infection 18 2.12% 
Scabies 15 1.77% 
Cutaneous leishmaniasis 12 1.41% 
Lichen planus 11 1.29% 
Leprosy 9 1.06% 
Lymphoedema 6 0.71% 
Others 7 0.82% 

Table 2. Frequency and percentage of adults affected by skin diseases
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ulcer 5, 3 tropical ulcer. Viral skin infections seen in 18
(2.12%), among them viral warts 12 cases, herpes zoster
2 cases and 4 cases of molluscum contagiosum.

There were seven cases other seen which were 2 cases
of pruritic papular eruption, 3 cases of corn, 1 case of ery-
thema nodusum and 1 case of the case of keloid scar.

Discussion
It was found out that in this study 226 (39.12%) of chil-
dren are affected by infectious skin disease (fungal, bac-
teria, viral) which accounts the leading morbidity among
children, 189 (32.76%) of children were suffering from par-
asitic infestation such as pediculosis capitis, scabies, in-
sect bites. There were similar finding with a community
survey conducted in 4 rural sublocation in Kismuya dis-
trict in Kenya in 1993 showed that of 5780 children exam-
ined 1872 (32.4%) had skin diseases, a total of 67.6% of
skin disease were infective origin.4

Bechilli and co-workers in rural Brazil found that as
much as 87% of examined school children had treatable
skin condition. The most common being infections and in-
festations such as pediculosis, dermatphytosis, impetigo8

community-based survey in Sumatra, Indonesia, showed
a 28 percent prevalence of skin disease11 the point preva-
lence of skin conditions in 12, 586 Indian school children
ages 6-14 years. The overall point prevalence of one or
more identifiable/apparent skin conditions was 38.8%. Of
those studied, 3786 children (30%) had only one skin dis-
ease, 765 (6%) had two, and 336 (2.7%) had three skin
pathologies. The most common skin conditions and their
respective point prevalences were skin infections (11.4%),
pityriasis alba (8.4%), dermatitis/nonspecific eczemas
(5.2%), infestations (5.0%), disorders of pigmentation
(2.6%),27 the point prevalence of skin conditions in 1114
Romanian schoolchildren, The overall point prevalence of
children with one or more skin diseases was 22.8%,13 the
prevalence of skin diseases in a public primary school in
Ibadan (southwest Nigeria). A questionnaire for assessing
factors associated with the prevalence of diseases was
completed, and a complete physical examination was car-
ried out on 1066 students. The study included 529 (49.6%)
boys and 537 (50.4%) girls. Infectious dermatosis was com-
monly observed. Of 375 children with a skin lesion, 162
(15.2%) had dermatophytosis, most often tinea capitis, 50
(4.7%) had pityriasis versicolor, and 50 (4.7%) had scabies.
Fungal infections and scabies were the most common skin
diseases25 a study was conducted in turkey in 785 children
in two primary schools the main skin diseases seen were
p. alba 12%, pediculosis capitis in 74 (9.4%), atopic der-

matitis 6.8%, scabies 17 (2.2%), viral skin diseases in 30
(3.8%), fungal skin infections in 6 children (0.7%).26

Children are often affected by concomitant skin infec-
tions in this study with 7% of the children had been af-
fected by more than one skin problem. Among the total
cases above 14 years of age infectious skin diseases (bac-
terial, fungal, viral) were affecting 314 (36.98%) cases of
adults presenting to the mobile clinics which contributes
to the leading skin burden in that area.

Fungal skin infections which affects 255 (30.03%) of
the total adult patients with skin problems, fungal skin
infection were found to contributes the major infectious
skin diseases in this study.

The second leading causes of skin burden among cases
above 14 years of age is eczema which affects 261 (30.74%)
cases. The common skin problems in adults were mainly
superficial fungal skin infections, eczemas, pigment ab-
normality, pediculosis capitis, scabies, pyoderma, pigment
abnormality, acne.

There was similar finding from a study aiming at de-
scribing skin disease patterns in Tigray region, northern
Ethiopia through a retrospective analysis of 30618 outpa-
tients and 1103 inpatient medical records from the Italian
dermatological centre in Mekelle, the regional capital of
Tigray during the period from 2005-2007 indicated that
the leading cause of outpatient attendance were eczema
(n:6998), mycosis (n=5065), pigmentation abnormality
(n=3319), scabies (n=2229) and acne (n=2001).3

There was similar finding in a study done in five vil-
lages in Bara District in the Terai region of Nepal a total
of 878 people were examined. The number of individuals
identified as having a skin disease was 546. The point
prevalence of identifiable skin abnormalities was 62%. A
wide range of dermatoses was identified. The six most
prevalent were dermatophyte infections, pityriasis versi-
color, acne, melasma, eczema and pityriasis alba. Overall,
treatable skin infections and infestations were by far the
commonest skin diseases identified.22

A study was carried out in two Iraqi governorates,
Tikrit and Kirkuk, and involved 1545 randomly selected
households, 829 from urban areas and 716 from rural
areas. The total sample size was 8000 individuals repre-
senting a wide range of ages, 3735 (47%) males and 4268
(53%) females.

The overall prevalence of skin diseases was 27%. The
rate was similar in males (27%) and females (27%), and
in rural (28%) compared with urban (26%) areas. Dermati-
tis was the most common disease category (33%) in the
community based population, and skin infections (32%) in
the hospital based group. Among adults with skin prob-
lems patients affected with more than one skin disease
are around 2%.

Conclusion
Among the total 1426 patients presenting to the mobile
dermatology clinic infectious skin conditions were seen in
537 (37.66%) which is the leading causes of morbidity, the
second &third leading causes of morbidity in this study
were eczema which was seen in 452 (31.7%) & parasitic
skin infestations were seen in 198 (13.88%).

The fact that most skin diseases are contagious in na-
ture &are readily treatable, with a limited number of com-
mon infections accounting for the vast majority of the
burden of skin diseases. Therefore most of the dermato-
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Disease Number of cases Percentage 
Eczema 452 31.7% 
Fungal skin disease 402 28.19% 
Pigmentary disorders 138 9.68% 
Pyoderma 80 5.61% 
Scabies 98 6.87% 
Pediculosis captiis 85 5.96% 
Viral skin infections 45 3.15% 
Acne vulgaris 66 4.63% 
Psoriasis 20 1.4% 
Lichen planus 11 0.77% 
Cutaneous leishmaniasis 15 1.05% 
Leprosy  9 0.63% 
Lymphoedema 7 0.49% 
Total cases 1426  

Table 3. Frequency of skin diseases seen in the mobile dermatology clinic.
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logical cases can be managed at peripheral health units
in a cost effective & sustainable way, leading to significant
health gains for both individual patients and public
health.

A shortage of elementary skills in the management of
skin diseases is likely to be further confounding problem.
A number of studies assessing success in the management
of skin diseases in primary care settings in the developing
world find that treatment failure rates of more than 80
percent are common.21

There is high unmet need of dermatological care in de-
veloping countries.

Community based primary health care is the most
likely approach to provide rural and suburban populations
with appropriate and more equitable health care. 

Owing to the low level of priority given by health deci-
sion-makers almost everywhere, there is nearly total ig-
norance about common skin disorders in the different
levels of the health system in less developing countries.1

By understanding such huge public health problem
community based primary health care is the best ap-
proach to provide fair and equitable health service to the
suburban and rural population.

Addressing the potential for controlling skin problems
by means of simple and effective public health measures
by short course training of health professionals on com-
mon treatable skin disease should be a target to make der-
matological care accessible to all urban &rural population.
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Sexually transmitted infections (STIs) in the
past and present

Marko Potocnik, M.D., PhD
Department of Dermatovenereology, University Medical Centre Ljubljana, Zaloska 2, Ljubljana, Slovenia 

Summary Sexually transmitted infections (STIs), have been recognised as a major public-health problem
for a number of years worldwide. Their substantial morbidity, associated mortality, and dispro-
portionate burden upon women, marginalised communities, and those with high risk sexual
lifestyles continue to drive their prioritisation. Nearly one million people acquire STI, including
HIV, every day. The results of infection include acute symptoms, chronic infection, and serious
delayed consequences such as infertility, ectopic pregnancy, cervical cancer, and the untimely
deaths of infants and adults. The presence in a person of STIs such as syphilis, chancroid ulcers
or genital herpes simplex virus infection greatly increases the risk of acquiring or transmitting
HIV. The past quarter century has shown an extraordinary improvement in the quality of sci-
ence and the number of services concerning STIs and HIV all over the world. Furthermore, the
increase of information and knowledge about the impact of STIs/HIV on reproductive health has
heightened the public recognition of STIs. The major impact of STIs on public health today is
caused by viral rather than bacterial infections. Just one explanation is that while bacterial
STIs can be cured with antibiotics, most viral STIs still represent a major therapeutic challenge.
New research suggests an especially potent interaction between very early HIV infection and
other STIs. This interaction could account for 40% or more of HIV transmissions. Given social,
demographic and migratory trends, the population at risk for sexually transmitted infections
will continue to grow dramatically. The burden is greatest in the developing world, but industri-
alized nations can also be expected to experience an increased burden of disease because of the
prevalence of non-curable viral infections, trends in sexual behaviour and increased travel. De-
spite the substantial heterogeneity in diagnosis, treatment and surveillance systems, available
data indicate, that STIs are again in the rise. Gains in STIs control may be achieved through
harmonisation of laboratory diagnostic methods, clinical management, and sharing innovation
in STIs prevention.

Sexually transmitted infections (STIs), have been recogni-
sed as a major public-health problem for a number of
years worldwide. Their substantial morbidity, associated
mortality, and disproportionate burden upon women,
marginalised communities, and those with high risk se-
xual lifestyles continue to drive their prioritisation. 

Nearly one million people, particularly in the age
group of 15 to 50 years and in infants, acquire an STI, inc-
luding HIV, every day. The results of infection include
acute symptoms, chronic infection, and serious delayed
consequences such as infertility, ectopic pregnancy, cervi-
cal cancer, and the untimely deaths of infants and adults.
The presence in a person of STIs such as syphilis, chan-
croid ulcers or genital herpes simplex virus infection
greatly increases the risk of acquiring or transmitting HIV.
The past quarter century has shown an extraordinary im-
provement in the quality of science and the number of ser-
vices concerning STIs and HIV all over the world.
Furthermore, the increase of information and knowledge
about the impact of STIs/HIV on reproductive health has
heightened the public recognition of STIs. The major im-
pact of STIs on public health today is caused by viral rat-
her than bacterial infections. Just one explanation is that
while bacterial STIs can be cured with antibiotics, most
viral STIs still represent a major therapeutic challenge.
But despite the availability of safe and effective treatment,
infection with bacterial sexually transmitted pathogens
persists at a high prevalence in many populations. 

New research suggests an especially potent interaction
between very early HIV infection and other STIs. This in-

teraction could account for 40% or more of HIV transmis-
sions. Given social, demographic and migratory trends,
the population at risk for STIs will continue to grow dra-
matically. 

After the large peak during the World War II, the num-
ber of primary and secondary syphilis decreased in the fif-
ties, and increased again in the seventies. Since the early
nineties a rapid increase of syphilis and gonorrhoea was
registered in the former Eastern bloc countries. In Europe
at the start of the 21st century outbreaks of syphilis in
MSM, including men already infected with HIV, were re-
ported. An estimated 62.35 million cases of occurred in
1999, affecting more women than men. In pregnancy, un-
treated early syphilis will result in a stillbirth rate of 25%
and be responsible for 14% of neonatal deaths – an overall
perinatal mortality of about 40%. Syphilis prevalence in
pregnant women in Africa ranges from 4% to 15%.

Gonorrhoea was widely spread in Europe during and
after the World War II and after the decrease in the follo-
wing decades it increased after 2000 again. An estimated
62.35 million cases of gonorrhoea occurred in 1999, affec-
ting more women than men. The highest incidence of go-
norrhoea is in young adults (15-29 years) and there is a
disproportionate burden of disease in ethnic minority
groups and men who have sex with men.

Untreated gonococcal and chlamydial infections in
women will result in pelvic inflammatory disease in up to
40% of cases. One in four of these will result in infertility. 

Chlamydia is the most common treatable bacterial
STI. It can cause serious health problems such as pelvic
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inflamatory disease, ectopic pregnancy and infertility if
not treated. It is estimated that around 92 million chla-
mydial infections occurred worldwide in 1999, affecting
more women (50 million) than men (42 million). Preva-
lence of chlamydia varies enormously across the world. In
the 1990s, rates amongst pregnant women in Europe ran-
ged from 2.7% in Italy to 8.0% in Iceland, while studies in
South America found rates of 1.9% amongst teenagers in
Chile and 2.1% amongst pregnant women in Brazil. In
Asia rates among pregnant women tend to be much hig-
her: up to 17% in India and 26% in rural Papua New Gui-
nea. In Africa, studies amongst pregnant women have
revealed rates from 6% in Tanzania to 13% in Cape Verde.
Untreated gonococcal and chlamydial infections in women
will result in pelvic inflammatory disease in up to 40% of
cases. One in four of these will result in infertility.Untrea-
ted gonococcal and chlamydial infections in women will
result in pelvic inflammatory disease in up to 40% of
cases. One in four of these will result in infertility. 

Lymphogranuloma venereum (LGV) is thought to ac-
count for 2 to 10% of GUD (genital ulcer disease) in areas
such as India and Africa. In Western regions LGV is en-
demic among MSM, mainly those co-infected with HIV.
LGV has re-emerged among European MSM in recent
years and is probably endemic in this population where it
is a relatively common cause of proctitis and occasional
genital ulcer-adenopathy disease. Whilst occasional cases
of heterosexual LGV are seen in Europe these have
usually been imported from endemic countries.

In Western regions LGV is endemic among MSM,
mainly those co-infected with HIV. Heterosexual transmis-
sion has been described recently in Spain and Portugal.
Neither the degree of infectiousness nor the reservoir of di-
sease has been accurately defined, but heterosexual tran-
smission has been attributed largely to asymptomatic
female carriers and in the MSM population, asymptomatic
rectal infection is the likely source of onward transmission.

Chancroid is endemic in tropical and subtropical
countries, especially in poor urban areas in Africa and
Southeast Asia with male-to-female ratio of 3-25:1. It is
uncommon in industrialized countries. Microepidemics
are introduced sporadically from tropical countries.

Genital herpes is the leading cause of genital ulcer di-
sease in developing countries. HSV-1 and HSV-2 are com-
mon infections worldwide. In the United States in 2003,
there were approximately 200,000 initial visits to doctors’
offices for this problem. In addition, genital HSV is fre-
quently underrecognized because infection is often subc-
linical. Around 10-25% of people infected with HSV-2 are
aware they have genital herpes. This is because genital
herpes will often produce mild symptoms or no symptoms
at all (asymptomatic infection). As a result, many cases of
genital herpes go undiagnosed and frequently people
nknowingly pass the virus on to their sexual partners.

Genital HPV (human papillomavirus) infections seem
to be the most common STI and genital warts the most
common benign neoplastic lesions of the anogenital region
and are etiologically associated with HPV genotypes 6 and
11. There are more than 130 different genotypes of HPV,
and around 30 of them specifically affect the genitals.
HPV infection, mostly high-risk genotypes 16 and 18, is a
necessary factor in the development of 99.7% of cases of
cervical cancer.

New vaccines against HPV infection could stop the un-
timely death of approximately 240,000 women from cer-
vical cancer every year in resource-poor settings.

The burden of STIs is greatest in the developing world,
but industrialized nations can also be expected to expe-
rience an increased burden of disease because of the pre-
valence of non-curable viral infections, trends in sexual
behaviour and increased travel.i In developing countries,
STIs and their complications are amongst the top five di-
sease categories for which adults seek health care. In
women of childbearing age, STIs (excluding HIV) are se-
cond only to maternal factors as causes of disease, death
and healthy life lost. Genital ulcerative diseases are an
important risk factor for the acquisition of HIV infection,
especially in homosexual men.

Despite the substantial heterogeneity in diagnosis,
treatment and surveillance systems, available data indi-
cate, that STIs are again in the rise. Gains in STIs control
may be achieved through harmonisation of laboratory dia-
gnostic methods, clinical management, and sharing inno-
vation in STIs prevention.
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HIV, AIDS, IRIS

Ben Naafs
Leiden University, Leiden, Netherland

Summary The acquired immune deficiency syndrome was first seen in the early 1980th. The speaker has
diagnosed and witnessed the first patients in the Netherlands and later in Zimbabwe. He has
seen the problems in the Netherlands and Tanzania before HAART became available. He ob-
served the IRIS when ARV’s became instigated. In this paper he will discuss the mistakes made
in the past, show diagnostic signs and discuss the IRIS.

In this paper I want to share my experience with dealing
with HIV-AIDS infections over a period of 28 years in 3
continents.

The Netherlands, Amsterdam 1979-1983
During this period, the late seventies and the early eight-
ies there seemed to be in Amsterdam an epidemic of wide-
spread pityriasis versicolor among homosexual men.
Moreover many of them suffered from nearly untreatable
anal condylomata accuminata. Some had chronic recur-
rent herpes infections or developed herpes zoster often
multi-dermatomal. Extensive flat wars and mollusca were
seen too. 

From the United States an acquired immunosuppres-
sive condition was reported with opportunistic infections,
leading to chronic diarrhoea and wasting among homosex-
ual men. Infections with mycobacteria from the MAIS–
complex were increasingly seen as well as cryptococcosis
and Kaposi sarcoma. 

The first Dutch patient was diagnosed from a biopsy
from chronic anal ulceration, when in this single biopsy 3
different viral infections were seen; a herpes infection, a
human papilloma infection and mononucleosis. The pa-
tient was not seen again until one month later when he
was admitted in the department of internal medicine with
diarrhoea and extreme dehydration. At that time he
showed extensive bruises – like lesions, especially in the
neck, in the genital area and on the feet. Biopsy showed
Kaposi sarcoma. The lesions were not recognized as such
since the aspect was different from the classical Kaposi
sarcoma. The patient died a few days later from extensive
intestinal haemorrhages. On rectoscopy just before, exten-
sive Kaposi sarcoma and herpes-ulcerations were seen. 

The cause of the immuno-suppression at that time was
not known. We conducted a large study with 100 young
homosexual men, who regularly attended the department.
The reaction to common recall antigens was evaluated in
relation to sexual habits and the use of recreational drugs.
A significant correlation was shown between immuno-sup-
pression and the use of Poppers (Amylnitriet).

A paper was prepared and nearly submitted to a major
scientific journal when Luc Montagnier and Robert Gallo
showed that the cause was a lentevirus from the retroviri-
dea. They called it HIV. 

Zimbabwe 1983-1986 
In the beginning of the 1983 I moved to Zimbabwe to re-
vive the leprosy programme and to take care of the skin
diseases. There we saw young men and women with vari-

cella, herpes zoster, extensive condylomata of the Buschke
– Löwenstein type, especially in young women. Extreme
painful genital ulcerations were common. It took me some-
time before I realized that this was HIV-AIDS in hetero-
sexuals. Not much later when HIV tests became available
the infection was extensive and unbelievable omnipresent,
up till 40% among policeman and truck drivers and even
higher among prostitutes. It was also very high among
medical personal in health posts and among the workers
working in outreach programs. The reason being that
after the independence when the freedom fighters came
back form their camps in HIV endemic areas they brought
the virus with them. Back home they were trained to be
policemen, teachers and health workers in rural areas to
develop the country. The best black farmers were brought
to town to be trained to become even better farmers. 

However in the country there is a strong cultural be-
lieve that you need regular sex to stay fertile. The people
on outreach work or on training far away from home had
sex with local partners. The result being that in a short
period of time many good people became HIV infected and
died over the years. Probably the reason that Mugabe and
his cronies could continue to rule and devastated their
country. Fifteen years after I left Zimbabwe more than
half of people I trained or worked with had died. 

Remarkable was the strong believe that the HIV had
been cultured in American laboratories to wipe out the
Africans to take over their natural wealth. One of the
most successful Soviet propaganda ever. I was nearly
beaten up when I contradicted this believe. 

The Netherlands – Rotterdam 1986-1996 
Back in the Netherlands I saw quite a number of a pa-
tients with AIDS. «You are used to work with lepers, so
continue to see the new lepers». It was a hard time to see
many good people waste and die, not only homosexuals
but also a few victims of blood products, intravenous drug
abusers and a occasional girl who contracted the disease
during holiday or from an infected partner. I became ac-
customed to the natural course of the disease and its in-
tercurrent infections and immune disregulations. At that
time there was no effective therapy for HIV available. 

Tanzania, Moshi; Brazil, Bauru; The Netherlands,
Leiden 1999 – to date 
Each year I spend three months in each, Tanzania, Brazil.
In between I’m in the Netherlands. The first year in Tan-
zania was a emotional one. No treatment, many patients
among which many children: babies, infants and an occa-
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sional young girl, raped by an old man to cure his HIV. As
intercurrent disease Kaposi sarcoma was highly prevalent
in Tanzania like seborrhoeic dermatitis, folliculitis and
PPE. Further viral ulcerations and warts. It became clear
that the epidermodysplasia verruciformis diagnosed in
Zimbabwe 15 years before was not this rare diagnosis but
HIV permitted HPV. 

I had the change to follow the natural course of a lep-
rosy infection of an AIDS patient in Netherlands. This
made me aware of the possible existence of a leprosy in-
fected group of HIV patients who due to absence of an ef-
fective CMI do not show clinical signs of leprosy infection
and therefore are not recognized as such, but contribute
to the infectious pool of M. Leprae ,infecting healthy con-
tacts.

This induced me to forecast during my stay in Bauru
that when an effective ARV would become available these
patients may show leprosy. Indeed not much later leprosy
was seen as an IRIS. I saw the first case in Brazil, which
I realised only later that it was HAART related, later in
the Netherlands, more in Brazil, in Africa and in India.
Contrary to most leprologists I suggested that HIV influ-
enced the M. Leprae infection. And I seem to be right;
since the availability of effective ARV. The prevalence of
leprosy as an IRIS in the HIV infected population on ARV
is often more than 10 times that in the none infected pop-
ulation. 

It must be mentioned that leprosy may become clinical
and can be noticed in early HIV infection. In late HIV in-
fection in AIDS it may be seen as histoïd type of leproma-
tous leprosy, the type of leprosy that could be seen in long
treated Dapsone resistant relapsing leprosy patients in
the past, patients, who have like HIV patients a sup-

pressed CMI, though specifically against M. Leprae anti-
gens. Over the years in the Netherlands, Tanzania and
elsewhere I have seen many HIV infected patients with a
great number of intercurrent skin diseases, ranging from
infectious diseases to immunological mediated diseases,
like psoriasis, alopecia areata, granuloma annulare, drug
eruptions, Stevens Johnson and TEN. 

Beside the earlier mentioned infectious diseases I en-
countered African histoplasmosis, tuberculosis, leishma-
niasis, fungi and yeasts among which cryptococcosis,
further; bacterial angiomatosis and diseases like lym-
phedema, and above all itch, dry skin, photodermatitis,
seborrhoeic and atopic eczema, eosinophilic pustulosis,
PPE and all types of folliculitis. 

The arrival of ARV brought an enormous relief, though
still some patients had great problems due to IRISes.
Sometimes an extensive Kaposi and tuberculosis may kill
the patients due to the IRIS. 

There is a lot of progress. Drugs are become increas-
ingly available. 

But irregular treatment, absconding and consequently
drug resistance are a cause for worry. 

The economic and social structures and especially the
health system in HIV endemic countries have suffered
enormously due to the burden of the diseases, the dead
and the many orphans. 

A large problem is that many of the surviving general
health workers, because of the availability of money in the
treatment and research of HIV, more and more go for
these greener pastures leaving general hospitals and clin-
ics understaffed. But the incidence of HIV seems to de-
crease and the number of survivors increase. 

There is hope, but still much has to be done. 
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Treatment of leprosy reactions

Ben Naafs
Leiden University, Leiden, Netherland

Summary Leprosy is a feared diseases because of the nerve damage that mostly occurs during the socalled
reactions. When detected timely and treated properly most of this damage can be prevented and
if already present some can be reversed. Two types of nerve damaging reactions are known: the
type I leprosy reaction or Reversal or downgrading reaction which is CMI mediated, and the
Type II leprosy reaction or Erythema Nodosum Leprosum (ENL) which is a complex immune re-
action in which the complement system is involved. Reactions occur before during and after an-
timycobacterial treatment. In fact they belong to the normal course of the disease and have a
certain duration, Type I: 3- 24 month, Type II: usually less than one month, but may become
chronic. The paper will discuss symptoms, immunological background and treatment.

The recognition and proper treatment of leprosy reactions
are of utmost importance since these reactions may lead
to permanent nerve damage and functional impairment.
This nerve damage, with ulceration, absorption and de-
formity as consequence, is what makes leprosy such a
feared disease in most cultures and religions.

Two nerve damaging reactions may occur: The Type-I
leprosy reaction also called Reversal Reaction (RR), a typ-
ical Gell and Coombs type IV immune reaction, and, The
Type-II leprosy reaction also called Erythema Nodosum
Leprosum (ENL), which seemed to be caused by the for-
mation of immune complexes within the tissues (Gell and
Coombs type III immune reaction).

A Type-I leprosy reaction can be suspected when a le-
sion becomes more inflamed, becoming red and swollen,
and enlarges. New patches may appear, especially in MB
leprosy. In these patients acro-oedema may also occur.
Nerve lesions may manifest themselves with increasing
loss of sensation and strength. Patients may complain of
neurological pains. Nerves may enlarge, becoming palpa-
ble and tender.

The Type II leprosy reaction is a reaction that occurs
mainly in MB patients with an established leprosy infec-
tion of longer duration. It may be a generalised reaction
accompanied by fever and discomfort. The patient is usu-
ally ill and shows painful erythematous or skin coloured
papules and nodules, which are tender on palpation. The
lesions often are more easily palpated than seen. The le-
sions are most commonly situated on the extremities and
in the face. Type II leprosy reaction, being a generalised
disease, may also show neuritis, lymphadenitis, arthritis,
orchitis, keratitis, iridocyclitis (cave glaucoma), glomeru-
lonephritis and hepatitis. Even peritonitis has been ob-
served. Each of these symptoms may occur separately or
in any combination. The Type II leprosy reaction is an
episodic phenomenon. It occurs and abates apparently
spontaneously. More than 90% lasts less than one month.
When it becomes chronic the possibility of a simultane-
ously occurring tuberculosis infection should be consid-
ered and excluded.

Both reactions may occur before anti mycobacterial
treatment is instigated, during treatment and even after
treatment, when a patient is bacteriological cured but is
still immunological active. It can be stated that reactions
belong to the natural course of a leprosy infection. Anti-

mycobacterial treatment may either precipitates a reac-
tion or prevent it, but it is certainly not the cause.

Treatment of reactions
When a Type 1 leprosy reaction (RR) occurs, prednisolone
has to be added to the anti mycobacterial treatment, to
start with 0,5-1 mg per kg bodyweight in a single morning
dose daily. Some may argue that steroids are a dangerous
treatment, but they should realise that if left untreated a
leprosy reaction may lead to lifelong disability, which does
not need to occur when properly treated. When the reac-
tion settles the prednisolone treatment can be slowly ta-
pered off, but should, for at least for 3-6 months, remain
above 0,25mg/kg. Thereafter it can be tapered off further
under careful observation of the nerve function. Voluntary
Muscle Testing (VMT) and graded sensory testing (GST)
are extremely useful instruments for this. In patients with
a contra-indication for the use of steroids ciclosporin may
be considered. 

WHO advises a short period of treatment, 3 month,
but his has proven to be to short. After the treatment the
patients are much better, but most deteriorate in the
months thereafter. Ofter silent nerve damage occurs not
noticed by the patient until it is to late.

It must be noted that a Type-I- leprosy reation regu-
larly occurs after the discontinuation of the anti-mycobac-
terial treatment, probably due to the discontinuation of
dapsone, which has immuno-modulating properties. A re-
action occurring after treatment should also be treated
with steroids. It is either an auto-immune reaction against
antigenic determinants on the patients’ own tissue which
are identical to those of M. leprae, or a reaction against
remnant M. leprae antigens. In a few occasions there may
be an increase in antigens due ta a relapse, but this is ex-
teemly rare.

It is advisable to check on parasites (worm) infections
before the steroid treatment is started. However, this
should not delay the treatment.

An Type II leprosy reaction reaction is an episodic phe-
nomenon and should be treated when it occurs. De Souza
Arauyo in 1929 has noted the natural duration of the re-
action; most reactions last only 2 weeks, nearly all end be-
fore a month has passed. Steroid treatment in the
periodes that the disease is not acive, in order to prevent
a new reactional episode has resulted world-wide in a
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great number of steriod dependent patients and is consid-
ered a great problem.

A mild reaction, with some discomfort and a few ENL
nodules, responds to mild anti-inflammatories and anal-
gesics. It usually will abate on its own. However, when it
is more severe or involves eyes or nerves, steroids are in-
dicated, since damage may occur that might be irre-
versible. Mostly a dosage of 1mg/kg suffices. It can be
tapered off in 2-4 weeks time, the natural course of the re-
action. In more severe reactions especially in patients
with chronic and recurrent reactions the treatment should
be started with 2 mg/kg and tapered down quickly in 3-4
weeks. In case the reaction reoccurs treatment should be
restarted at full dose. When it occurs during tapering off
one may consider only doubling the dose. A long and con-
tinuous maintenance dose of steroids should be avoided.

When a reaction becomes chronic a careful search for
a possible underlying illness should be done. When a
cause can not be found, a long-term course of thalidomide
has to be instigated and it is advisable to use clofazimine
as well, to start with 300 mg daily which can be tapered
of over a period of 2-4 month to 100mg. Thalidomide may
also be used in the treatment of acute Type II leprosy re-
action reactions. (Starting doses 100-300mg). But since
this, due to its history, is not easily available it should be

reserved for the chronic recurrent cases. Recently it was
suggested that TNF-� was the crucial molecule in the
pathogenesis of ENL. For that reason for a period pentox-
iphylline was avised as treatment but that showed to be
not very active. Inflixamab, a biological TNF-� inhibitor,
was used with some success, in a patient with chronic
ENL. After more than 6 months no recurrence was seen.
However in other patients recurrences happened after dis-
continuation. It may well be possible that the inflixamab
did little to the normal course of the Type II leprosy reac-
tion.

If during a Type-I or Type II leprosy reaction a nerve
continues to deteriorate despite an adequate treatment
whereas other nerves recover, a nerve release operation
should be considered. The reason of this deterioration is
possibly a continued intraneural edema which is not any-
more immunological but venostatic. A release operation
should be done under steroid coverage to suppress the
remnant immunological reactivity and prevent postoper-
ative edema and scarring.

Note
This text is based on: Naafs B. and Faber WR. Leprosy,
in: Faber W.R., Hay J.R., and Naafs B. (Eds.) Imported
skindiseases, Elsevier, Maarsen 2006, Chapt. VII: 89-102.
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Amarble stone in the entrance-hall of the Institute named
“Santa Maria e San Gallicano” in Rome reads as follows
«Benedictus XIII P.O.M. neglectis rejectisque ab omnibus

prurigine lepra et scabies... [omission] a fundamentis erexit.
Anno salutis MDCCXXV”. It reminds all visitors, that this Hospi-
tal was founded in 1725 by Pope Benedictus XIII to host and
heal sick Roman inhabitants and pilgrims from all over Eu-
rope, especially the poor and rejected ones affected by skin dis-
eases, mostly leprosy and scabies. Since then, the Institute has
always paid special attention to the poorest and marginal
groups and, in 1936, it acquired the juridical status of Scien-
tific Institute for Research, Hospitalization and Health Care.
Complying with the original inspiration and ethical principles,
a new activity started in the Eighties. It consisted in free host-
ing and treatment for disadvantaged and marginalised peo-
ple, both Italian and migrant, at risk of being deprived of the
health care assistance because of their poverty, ignorance,
etc. In 1985 the Department of Preventive Medicine of Migra-

tions, Tourism and Tropical Dermatology was established.
Working together with welfare institutions and social

work associations, the Institute became the first public struc-
ture in Rome to offer free medical care to disadvantaged peo-
ple. For many years, it represented the only referral point for
the assistance, treatment and clinical, scientific, epidemiolog-
ical, social, anthropological research on people at risk of being
deprived of their right to access to health care structures, like
migrants, nomads, drug addicts, and homeless. Therefore, the
San Gallicano Institute became an observatory to study and
monitor health conditions and risks of the weak groups. 

On 3 August 2007, Hon. Livia Turco passed a decree to for-
mally establish the National Institute for Health, Migration
and Poverty (NIHMP). In accordance with the decree «it is a
public institution with juridical status and with autonomous or-
ganisational, administrative, patrimonial, accounting and tech-
nical functions, under the supervision of the Ministry of Health».
Furthermore, the decree provides that «the NIHMP is struc-
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tured in: The National Headquar-
ters in Rome, via di San Gallicano
25/A; and Regional Centres ap-
pointed by the Ministry of Health in
Latium, Apulia and Sicily Regions
upon preliminary nomination by
the respective Regions». It has
therefore been possible to iden-
tify the first Regional nodes of a
national network, that the NIHMP
intends to build up by cooperat-
ing with other Regional health
systems. The purpose is to pro-
mote the healthcare of migrants
living in Italian Regions and to
control outbreaks of poverty-re-
lated diseases affecting the
groups at risk of social exclusion. 

Presently, the NIHMP clinical
practice aims at: facilitating the access to health and social
services for everyone; reducing costs by adopting suitable
health practices; improving the efficiency of diagnosis and
treatment. The service focused on experimenting integrated
strategies to promote the health care of migrants, refugees,
victims of trafficking, homeless and nomads in Latium Re-
gion. This objective is pursued through clinical interventions,
early diagnosis and treatment of widely spread pathologies,
and training of social and health workers. Apart from offering
medical examinations, analysis, research and studies, the staff
of the Institute works at the information and training on the
problems which affect their patients. 

Besides clinical, scientific and epidemiological activity, the
professionals working in this structure offer their support to
marginalised people, with respect and a friendly approach;
promote networking among public and private institutions

with similar purposes; carry out training courses on health
practices, and cooperate with many hospitals and institutions
in Europe, Africa, South East Asia and Latin America. 

Besides the above mentioned activities, it is necessary to
train medical and social workers involved in migrant health
care, in order to guide them. So, the NIHMP provides courses
and other training forms for the workers of local medical fa-
cilities and of the Regional Temporary Stay and Assistance
Centres for the migrants. Training is also needed to improve
the health care services aimed at controlling the most impor-
tant tropical, emerging, re-emerging and imported diseases. 

Furthermore, it is essential to carry out medical and sci-
entific research and share it with national and international
networks, composed by structures specialised in migration
medicine and control of poverty-related diseases. The net-
works should be web-oriented, in order to allow to collect

and exchange information. NIHMP research is re-
alised by the doctors and scientific professionals.
Their activity is performed with the aim to test
and validate effective means to find, monitor
and assess the health care needs of migrants and
groups at risk of poverty; to test organisational
and management models for the protection and
assistance of the communities and the disadvan-
taged Italian population groups; to carry out epi-
demiological observations, in order to identify
the typology and frequency of the pathologies
and the most significant conditioning factors; to
set up a referral network among specialised cen-
tres, in order to develop national and interna-
tional scientific cooperation, clinical and
experimental advice and training. All of this is
published as scientific papers, to be proposed,
possibly by free access, to the national and inter-
national scientific community. 
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Populations experiencing multidimensional poverty and social exclu-
sion are at heightened risk of being deprived of their right to health.
This includes the social, economic and environmental conditions re-
quired for health. 

Faced at these conditions, the book focuses of how health systems
can meet the needs of these populations. The authors (from 20 coun-
tries) were asked to describe national plans for social inclusions and
analyse the efforts made by health systems to confront poverty and
health, including progress updates on poverty reduction strategies,
and were invited to reflect on both the proximate and distal determi-
nants of health, and how to health sector works with other sectors to
address them.

Globally, the national “case studies” illustrate the clear need to move
beyond a project/ad hoc approach towards integrated systemwide and
sustainable measures to reduce health inequalities, paying due atten-
tion to the needs of vulnerable groups.

After having cooperated to the first book of the series (including
ten “case studies”), in 2004, the National Institute for Health, Migration
and Poverty (NIHMP) actively supported the production of the present
book, the second one, edited by the WHO Regional Office for Europe.

Poverty and social exclusion in the WHO European Region:
health systems respond
Copenhagen, WHO Regional Office for Europe, 2010 
ISBN 978 92 890 4203 1

Since 2004, WHO has promoted strategies for improving access to
treatment of malaria through home management of the disease, in
order to ensure prompt diagnosis and effective treatment for people
living in areas with limited access to general health services. The intro-
duction of artemisinin-based combination therapies, which cost at
least 20 times more than conventional antimalarial agents, has re-
duced home-based management of malaria in recent years, as these
highly effective medicines are administered mainly by the  general
health services.

In order to valuate the feasibility and effect of implementing the
home management of the disease in Africa, a community-based ob-
servational study was designed for application in Tigray, inclusive of
the use of rapid diagnostic tests to confirm the diagnosis before treat-
ment with artemisinin-based combination therapies as part of home-
based management of malaria. Among leading professionals and
authorities, Professor Aldo Morrone and Dr. Luigi Toma, of the Depart-
ment of Preventive Medicine in Migration, Tourism and Tropical Der-
matology of the San Gallicano Hospital in Rome, Italy, were involved
in the project.

This report describes the approaches and the results obtained, to
provide guidance for extension of this experience to other regions of
Ethiopia and other countries of Africa. 

Deployment at community level of artemether-lumefantrine
and rapid diagnostic tests. Raya Valley, Tigray, Ethiopia
World Health Organization, Geneva, Switzerland
ISBN 978 92 4 159837 8
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Call for papers

The Italian National Institute for Health, Migration and Poverty
(NIHMP) is excited to announce the launch of its new professional
peer-reviewed quarterly, Global Health and Migration Journal. The
journal will publish high-quality papers and articles, in English, on is-
sues related to: health problems, care and
acceptance of poor, underserved and
“moving” people (immigrants, refugees,
asylum seekers, exiles, travellers, etc.);
medical experiences in different socioe-
conomic, religious and cultural contexts;
history and evolution of pathologies
bound to poverty and marginalization;
social, psychological and cultural phe-
nomena caused by modern migration
flows; and related topics.
The following types of papers are con-
sidered for publication:

- original articles in basic and ap-
plied medical research, case his-
tories, clinical trials, personal
experiences in transcultural con-
tacts, analysis of professionals
engaged in care and assistance
to excluded people;
- critical reviews, surveys, opin-
ions, commentaries and es-
says;
- letters and comments.

The journal will be no charge for
the manuscript contributors.

The first issue of Global Health and Migration Journal is scheduled for
early 2011.

To submit manuscripts or requests of details, please contact its editor
in chief: Prof. Aldo Morrone, head of NIHMP (Rome, Italy), at: mor-
rone@inmp.it

Instructions for authors and other details are available on NIHMP
website: www.inmp.it

Anno I  Vol. 1 -  Settembre-dicembre 2010
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