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Foreword

The invitation to present Dermatology in Public Health Environments is cer-
tainly among the most honorable in the almost 30 years I devoted to public
health dermatology. Having known the organizers for long time, I am sure
that, in addition to the search for updated knowledge, high scientific rigor,
and careful selection of experienced practicing professionals for writing the
chapters, it was a work of love for my fellow beings.

Dermatologic conditions are among the most frequent reasons for the
seeking health care. They produce suffering, low quality of life, and overbur-
den of services. They also generate direct and indirect high costs. Access to
health services is difficult in middle- and low-income countries, but even in
industrialized countries access is far from ideal. A less than optimal approach,
which is common especially in primary care services, increases costs and
complications.

I am certain that this fully illustrated textbook will be very useful for doc-
tors, nurses, psychologists, and physiotherapists, whether they are in training
or full professional activity. The multidisciplinary approach reveals the con-
cern for comprehensive care in outpatient clinics, aiming at improving care
and reducing costs. Public health concepts that are not always available to
clinically active professionals are innovatively presented in part I. Parts II to
VI include in-depth information on different dermatologic conditions, and
part VII on systemic diseases with frequent dermatologic manifestations.
Practical and helpful is the section on signs and symptoms (part IX). Also
innovative is part VIII, which covers emerging issues related with environ-
mental problems and those arising from various human activities.

I reiterate my confidence in the importance of Dermatology in Public
Health Environments (Bonamigo RR and Dornelles SIT — editors), and I am
sure that both professionals and patients will be grateful for this great
endeavor carried out with excellence.

Mauro Cunha Ramos, MSc, PhD, Dermatologist



“If you can look, see. If you can see, repair”

José Saramago (book: Ensaio Sobre a Cegueira)



Preface by Renan Rangel Bonamigo

Publishing a Dermatology book with an emphasis on public health has a great
meaning: it demonstrates that the health of a population is intrinsically related
to the social conditions into which it is inserted.

Dermatology is a specialty of daily human suffering, and we consider that
each professional involved in care can act to minimize this. Furthermore, it is
essential that managers of health systems acquire knowledge of the epide-
miologic characteristics of the main dermatologic diseases.

We hope that this book will be useful to students and professionals who
are interested in understanding patients with a dermatologic problem and,
within academic, scientific, and ethical high precepts, seek to help; and that it
is also useful for understanding the multiple relationships that exist between
public health and the environment, socioeconomic conditions, and priorities
determined by governments and nations.
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images from their files. It is also important to highlight the key role played by
Susan Westendorf (Springer) and Gabriel Pires in assisting to resolve the
various issues that arose throughout the publishing process. In addition, I
would like to thank Daniela, Francisco, Pedro, Ademar and Yugara for their
love and encouragement. Special thanks to Professor Lucio Bakos for the
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Dedication

This book is for all those who dedicate their professional lives to Public
Health and, to represent them, I dedicate it especially to Yucara T. Rangel
Bonamigo, a Brazilian nurse who worked in Public Health for many years, as
an actual humanistic reference.

Porto Alegre, Brazil Renan Rangel Bonamigo, MD, PhD



Preface by Sergio Ivan Torres Dornelles

Public health are words that elicit the art and science of preventing disease, pro-
longing life, enabling health and physical and mental efficiency through the com-
munity’s organized endeavor. This book results from one idea and the opportunity
to make available to health care teams an enriching material to help increase the
knowledge of dermatologic diseases affecting the population, by aiming higher
than the characteristics that help diagnosis, prevention, and treatment. Some
chapters in this book address a series of appropriate measures to develop a social
structure that possibly provides all social individuals with necessary health care.
This team work by Springer, the editors, and authors certifies health accomplish-
ments that enable an outstanding level of knowledge in Dermatology.

It is already known that the scientific research is traditionally based on
reliability. In order to keep such virtue intact and unsuspicious in the scien-
tific environment, a reliable work has to allow for the validation of the
reported results by accepting what is made known by the specialized litera-
ture as a source of new knowledge. Therefore, the so-called scientific com-
munity has to follow behavioral standards not only in the research itself but
also in the disclosure of the acquired information and knowledge. These stan-
dards were strictly followed in this book because the invited authors have
undisputedly followed them. For this reason we are extremely grateful for
their extensive contribution to this project and commitment to science.

As editors we expect this book to provide easy access to knowledge for all
professionals related to public health, and the provision of improved health
and comfort to the population.

Acknowledgements

Life provides many moments to say “thank you”. This is one of these
moments. Teachers, colleagues, students, patients, they all had significantly
motivated us to write this book and that is why we must thank them all. We
now say “Thank you” and want you to feel honored.

But I send my special thanks to my family, always central when opportuni-
ties must be sought. Therefore, the major foundation which guided my steps
toward this goal is my family. My parents provided me a wonderful experi-
ence during a first phase; three extremely significant people were the high-
lights during the second phase, my wife Susana, and my sons Licio and
Marcel. Thank you so much!
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xii Preface by Sergio lvan Torres Dornelles

Dedication

For this work to have a long reach in time we must dedicate it to those who
somehow helped us to write it. So this book is for all my colleagues from the
Outpatient Clinic of Sanitary Dermatology (Ambulatério de Dermatologia
Sanitdria), where I had worked for three decades, a place that taught me how
to give comfort to the less favored. But I have to mention that it was a sought
after and cultivated idea which enabled us to collect all of this information,
whose progenitor was Professor Renan Rangel Bonamigo, well known for his
scientific capacity and ethics. To Prof. Bonamigo, the main editor of this
book and a scientific partner for over a decade, we should give full credit.

Another name has to be mentioned, that of Professor Roberto Lopes
Gervini, since he was one of my most outstanding masters to whom I owe the
most considerate thanks in the fields of science and life.

There is also room to honor all patients who trusted us with their faith and
hope in our procedures, people who gave us the opportunity to learn all those
details that do not belong in the medical literature.
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Concepts of Relevants Diseases
in Public Health

Joao Luiz Bastos, Rodrigo Pereira Duquia,
and Jeovany Martinez-Mesa

Key Points Summary

e A public health approach to health and
disease emphasizes health problems that
are frequent, produce severe impacts on
individuals/societies, and are amenable

to change

e “Magnitude” refers to the frequency
of health problems in the context of
populations or some of their specific

segments

e The impact of health problems on indi-
viduals and societies is frequently

known as “transcendence”

e The extent to which knowledge and
resources (be they human, mate-
rial, financial, etc.) are available to
tackle health problems corresponds to

“vulnerability”
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e Taken together, magnitude, transcen-
dence, and vulnerability should be used
to build a list of public health priorities,
along with other relevant criteria

* Defining public health problems accord-
ing to these and other concepts is key to
offering high-quality care to all patients

Introduction

A public health approach to disease processes
and health issues is often seen as fundamentally
important whenever health policy development
or health service planning is among the main
activities to be carried out in the context of any
health care system. However, such an approach
is not commonly regarded as of utmost impor-
tance when clinical care is to be provided to
patients or individuals in need. In fact, the clini-
cal and population perspectives to health and
disease are often taught in medical schools by
distinct faculties of physicians or surgeons
whose scopes of action do not seem to show a
high degree of overlap. The end result is that
these perspectives seem to be disconnected from
each other for the majority of health profession-
als, even though they are complementary and, if
mastered, greatly contribute to the provision of
quality care to all health care users.

R.R. Bonamigo, S.I.T. Dornelles (eds.), Dermatology in Public Health Environments,
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Our primary goal in this chapter is to give
salience to the intersections between the popula-
tion and clinical perspectives, taking the concept
of “public health problem” as a point of departure.
By giving meaning to the conceptions of public
health and epidemiology, we aim to present a set
of technical criteria on which to base the defini-
tion of priorities in the health field: “magnitude,”
“transcendence,” and “vulnerability.” While we
recognize that these are not exhaustive criteria
on their own—that is, social, political, economic,
and historical concerns should also be taken into
account in the process of setting priorities—we do
believe that they have sound potential to reconcile
population and clinical perspectives, and to help
bring the patient (as opposed to mere pathologic
entities) back to the center of clinical care.

The chapter goes on to discuss causes of
health and disease in populations and individuals,
drawing from widely known publications and
authors in the field of public health. An underly-
ing assumption is that what causes diseases in
population groups is different from what causes
diseases in individuals. Such a distinction is
needed, because the extent to which a health
issue may be tackled by population or individual
measures also helps to define a public health
problem. Next, some dermatologic problems are
presented and discussed in light of the aforemen-
tioned criteria in order to clarify that some health
problems may be important from a population
perspective, while also being clinically less seri-
ous (i.e., easily treated). Thus, both clinical and
population approaches are depicted as comple-
mentary, even though they may not come to the
same conclusions or point to similar needs when
planning or effectively providing care to patients.

The text that follows is divided into four dis-
tinct subsections. The first, “Defining Priorities,”
reviews the following subjects: public health, epi-
demiology, public health problems, and causes of
health/disease in populations and individuals. A
subsection named “Practical Applications” brings
examples of disease processes and health condi-
tions that illustrate the application of the popula-
tion and clinical perspectives; a list of terms or
jargon is included under the heading “Glossary.”
Finally, interested readers are presented with three

supplementary bibliographic references that offer
additional thoughts and opportunity for further
learning.

Defining Priorities

Public health has been defined in multiple ways
in the past 100 years. It is mostly concerned with
the application of knowledge to the organization
of health care systems and health care services,
as well as to factors that drive population patterns
of health to control disease occurrence through
continued surveillance and governmental inter-
ventions. One of the most famous definitions of
public health dates back to the 1920s and was set
forth by Charles-Edward Amory Winslow, a
North American bacteriologist, public health
expert, and professor at Yale University.

According to Winslow [1], “public health is
the science and the art of preventing disease, pro-
longing life, and promoting physical health and
efficiency through organized community efforts
for the sanitation of the environment, the control
of community infections, the education of the
individual in principles of personal hygiene, the
organization of medical and nursing service for
the early diagnosis and preventive treatment of
disease, and the development of the social
machinery which will ensure to every individual
in the community a standard of living adequate
for the maintenance of health.”

On the other hand, epidemiology is often
regarded as a scientific discipline whose pri-
mary aim is to help public health achieve its own
goals. Whether epidemiology has lost momen-
tum in serving public health is a matter of con-
troversy, and interested readers are referred to
two specific publications for further discussions
on this topic [2, 3]. Nevertheless, epidemiology
is thought to be the cornerstone of public health,
literally meaning “the study of what is upon the
people,” given thatits etymology derives from the
three Greek word roots “epi” (upon or among, in
English), “demos” (people or population), and
“logos” (study or scrutiny), clearly suggesting
that epidemiology encompasses a population-

based approach, not an individual one.
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According to Gordis [4], a renowned North
American epidemiologist, epidemiology “is the
study of how disease is distributed in populations
and the factors that influence or determine this
distribution.” Other definitions of epidemiology
exist elsewhere [5, 6].

Indeed, we argue that most public health activ-
ists and epidemiologists would easily agree with
our view that epidemiology is about frequency,
distribution, and causes of health problems in a
given population. By frequency, we mean the
extent to which a specific population segment is
affected by a certain health condition. For exam-
ple, if 20 out of 1,000 city residents have diabe-
tes, the frequency of this health condition would
equal to 2%,y or 2.0%. While the overall fre-
quency of diabetes would be 2.0%, some groups
within this population could present higher rates
of such a chronic condition. Suppose that there
were 600 women in this city and that 15 of them
had diabetes; the frequency of diabetes among
women would then amount to 2.5% ("/gy),
whereas the frequency of diabetes among men
would equal to %/, or 1.3%. When we compare
the frequency of diabetes among different sub-
groups, we are, in fact, studying its distribution
within the same population. Similarly, when we
study factors that potentially underlie or are
responsible for the frequency of diabetes, as well
as its (often unequal) distribution in relation to
any other social characteristic (e.g., gender), we
are investigating the causes or determinants of
the health problem in question.

Hence, it should be clear to the reader that
what public health and epidemiology have in
common is that both aim at addressing health
problems in the context of populations: they
either base their actions on “community efforts,”
as Winslow accurately acknowledged, or take
“population” as the reference to study health pro-
files, following Gordis’s conceptualization.
However, not all health problems are accorded
the same level of priority, and therefore do not
warrant similar efforts toward their control, treat-
ment, and/or prevention. When it comes to priori-
tizing health issues, the concept of “public health
problem” becomes particularly relevant, and it is
to this concept that we now turn.

What becomes a priority and is effectively
addressed in the public health field is dependent
upon several factors and their complex inter-
relationships. Of note, political, social, economic,
and historical concerns play an important part in
this process, and should never be thought of as
irrelevant criteria upon which a list of the most
important diseases is built. For instance, the con-
cept of “neglected tropical diseases” was primar-
ily coined to increase public awareness of a group
of infectious diseases that are frequent in low-
income populations in poor regions of the
Americas, Asia, and Africa, but do not receive
adequate treatment and sufficient research fund-
ing [7],1.e., they are not prioritized. Paradoxically,
these are diseases for which reliable and efficient
public health and individual measures are usually
available, but which lack timely and adequate
treatment or prevention due, in part, to a wide-
spread disregard for the developing world on the
part of powerful countries and international/
national health agencies. In other words,
neglected tropical diseases technically fit the cri-
teria of a public health problem (whose concept
is discussed in detail below), even though politi-
cal, economic, and power relations among and
within countries contribute to their long-standing
persistence in the poorest and most vulnerable
populations of the world.

What, then, should we take into consideration
to classify a health condition as a public health
problem? As argued in the previous paragraph,
this question is far from settled, although we
believe that the three following concepts are par-
ticularly useful in setting public health agendas
and defining public health priorities. “Magnitude,”
which is commonly referred to by scholars in the
public health field, pertains to the frequency of
health problems in populations and their sub-
groups. According to this concept, the higher the
frequency of a health condition, the higher the
likelihood that it will be classified as a public
health problem. Hypertension, for instance, is a
widespread disease whose prevalence rates reach
up to 40-50% in many populations worldwide. In
contrast, the frequency of all types of cancer
tends to be very low, especially in the general
population, and not among patients admitted to



J.L. Bastos et al.

specialized oncology services. Therefore, if we
considered only magnitude, we would conclude
that hypertension is a public health problem,
while all types of cancer are not. Nevertheless,
“high magnitude” is not a mandatory attribute in
classifying a health condition as a public health
problem. An interesting example is the recent
microcephaly epidemic associated with Zika
virus infection described in Brazil and some
other countries [8]. In absolute numbers, micro-
cephaly cases attributed to Zika infection are per-
haps insignificant, but ethically unacceptable.
This example leads us to the discussion of a sec-
ond criterion to define a public health problem:
“transcendence.”

Along with magnitude, “transcendence” must
also be a criterion on which to build a list of pub-
lic health priorities. Transcendence includes the
impact of each health condition on individuals
and societies as a whole. In the previous example
of microcephaly and Zika virus infection, the
impact of this condition on individuals, families,
and the whole society explains why it could be
considered a public health problem. In addition,
take, for example, the case of dental caries. As
well as causing pain, discomfort, and negatively
influencing social interactions, dental caries is
associated with absence from work and school, in
addition to posing a great burden on dental health
services because of treatment demands. Cancers
are also burdensome, in that the quality of life is
severely diminished and the associated costs of
treatment are expressively high. Following this
criterion, microcephaly, cancers, and dental car-
ies would be public health problems, whereas
mild health conditions with low impact on indi-
viduals/societies, such as sunburn, would not.

The third concept commonly used to define a
public health problem is “vulnerability.” Such a
term is somewhat misleading to most readers,
because vulnerability is more often than not
attributed to individuals or specific population
groups subjected to processes of marginalization
and social exclusion. In this chapter, however,
vulnerability refers to the existence of knowl-
edge and availability of resources to efficiently
tackle a specific health issue: literally, vulnera-
bility is the extent to which a health condition is

“vulnerable” to changes through the application
of existing knowledge and available resources.
This means that only those problems for which
effective measures of control, treatment, or pre-
vention exist should be prioritized in terms of
public health. Returning to the topic of micro-
cephaly and Zika virus infection, the control of
the vector, the Aedes aegypti mosquito, is key to
combating disease transmission. However, this
would only be achieved through the implementa-
tion of strategies at multiple levels: governments,
communities, and individuals should all be
engaged in actions to reduce mosquito breeding
and disease transmission, including measures
related to improved sanitation, early detection of
cases, and adequate treatment of affected moth-
ers and newborns. Another simple example is
iron deficiency, which is controllable through
community and individual actions based on the
available knowledge and resources in most soci-
eties. Thus, according to the concept of vulnera-
bility, iron deficiency and Zika virus infection
should be regarded as public health problems.

Rothstein [9] contends that any health condi-
tion should be treated as a public health problem
“when government action is more efficient or
more likely to produce an effective intervention,”
as compared to individual measures, to address
the problem. The distinction between problems
that may be dealt with at the governmental/popu-
lation level and those issues that are amenable to
individual action brings us to one final clarifica-
tion: causes of health and disease in populations
are different from causes of health and disease in
individuals.

As Rose [10] rightfully pointed out in 1985,
the potential causes of diseases among individual
cases will likely differ from the causes of dis-
eases among populations. To fully understand
this idea, let us consider a brief example. Suppose
an epidemiologist carries out an investigation to
ascertain whether fluoridation of public water
supplies is associated with fewer dental caries
lesions in children and adolescents. If the whole
population under study is homogeneously
exposed to water fluoridation, the investigator
will not be able to demonstrate that caries levels
vary according to access to fluoridated water, i.e.,
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regardless of varying caries levels among groups
of children and adolescents, the entire population
is exposed to fluoridated water. Rather, the study
of this specific population will easily point out
that dental caries may, in fact, be linked to indi-
vidual characteristics (sugar consumption, tooth
brushing, use of dental floss, etc.) owing to the
fact that these health-related behaviors vary a lot
from individual to individual within the popula-
tion. However, if the same investigator decides to
compare this highly exposed population with
another one, whose levels of fluoride exposure
are lower, fluoridation of drinking water could be
identified as a protective factor for dental caries.
Therefore, depending on the groups being com-
pared and the level of analysis (populations or
individuals), investigators may identify different
sets of causes for sick individuals or sick popula-
tions. In the case under consideration, sugar con-
sumption, tooth brushing, and use of dental floss
would be individual determinants of caries. On
the other hand, fluoridation of water supplies
would be a potential cause of dental caries
according to a population perspective. If water
fluoridation happens to be more effective in
addressing dental caries, this health condition
should be considered a public health problem.
As we finish this subsection we could argue
that, broadly speaking, a public health problem is
any health condition that presents magnitude,
transcendence, and vulnerability; yet we could
also add that public health problems are those
which are more likely to change in response to
population/governmental measures. It is impor-
tant to note, however, that population/govern-
mental measures will most likely be based on
scientific knowledge of what causes diseases in
populations rather than in individuals (e.g., a
public health measure to prevent dental caries
would focus on water fluoridation rather than on
individual behaviors). There are exceptions to
these criteria, of course, and other factors may
play an important role in setting priorities.
Nevertheless, we believe that the aforementioned
criteria are crucial to setting priorities, because
they bring people’s lives and societal impacts to
the fore, while not restricting public health prob-
lems to those whose expressions are fundamen-

tally biological, physiological, biochemical, or
organic. In fact, our conceptualization of public
health problems may include not only health
states, diseases, and their biological expressions,
but also their population determinants or related
processes. According to this definition, lack of
sanitation (which has profound health impacts)
would also fit the criteria of a public health prob-
lem, and why shouldn’t it?

Practical Applications

Several diseases or health states/processes in
Dermatology could be deemed public health
problems. Such health conditions could be ranked
from those highly lethal (e.g., cutaneous mela-
noma) to those with mild clinical expression
(e.g., capitis pediculosis, which is frequently
associated with school absenteeism in children
and adolescents and secondary infection). One of
the most significant and stigmatizing dermato-
logical diseases, however, is hanseniasis, which
has been a public health problem for decades or
even centuries in Brazil and worldwide.

Even though hanseniasis is a treatable infec-
tious disease, it is still highly prevalent in many
populations, especially those in developing coun-
tries [7]. Hanseniasis also potentially produces
negative impacts on affected individuals, includ-
ing granulomas of the nerves, respiratory tract,
skin, and eyes. These granulomas may result in
loss of sensation and eventual limb amputations.
Dermatologists are extensively trained to diag-
nose and treat affected individuals. Nevertheless,
whenever dermatologists face a public health
problem, such as hanseniasis, the clinical
approach to the case should be combined with the
population-based approach to the problem, as we
argue above. In these cases, the reasons that turn
the disease in question into a public health prob-
lem must be discussed and considered in the
course of treatment and development of strate-
gies to face it from an individual and community
perspective.

We believe that medical training which com-
bines population and clinical perspectives to
address health issues is on the horizon. Once this
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is achieved, we shall successfully counteract
important and persistent problems in many coun-
tries, especially those that remain inexplicably
high in the poorest populations of the world.

Glossary

e Causes (of diseases or health states/pro-
cesses): any factor, condition, or process that
is responsible for changes or specific states in
a specific health outcome

* Distribution (of diseases or health states/pro-
cesses): frequency of a health condition
according to personal, spatial, and/or temporal
characteristics

e Epidemiology: study of disease frequency,
disease distribution, and the causes that
determine both disease frequency and disease
distribution in human populations

e Frequency (of diseases or health states/pro-
cesses): number of affected individuals rela-
tive to a specific population or group

e Magnitude: extent to which a given health
condition is frequent in a given population

* Prevalence: refers to a simple mathematical
calculation whereby the number of affected
individuals is divided by the total population
in question

e Public health problem: any health condition
showing magnitude, transcendence, and vul-
nerability. It is important to note that, accord-
ing to this chapter, other criteria are commonly
used to define public health problems, includ-
ing social, historical, economic, and political
concerns

¢ Public health: “[...] the science and the art of
preventing disease, prolonging life, and pro-
moting physical health and efficiency through
organized community efforts for the sanitation
of the environment, the control of community
infections, the education of the individual in
principles of personal hygiene, the organiza-
tion of medical and nursing service for the early
diagnosis and preventive treatment of disease,
and the development of the social machinery

which will ensure to every individual in the
community a standard of living adequate for
the maintenance of health” [1]

* Transcendence: extent to which a health con-
dition produces expressive negative impacts
on individuals and societies

* Vulnerability: availability of knowledge and
resources to counteract any health issue
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Introduction

Structured strategies to tackle skin diseases and
related infections (e.g. sexually transmitted
infections) are necessary to provide a frame-
work and direct actions against their burden.
Usually this is not perceived at the clinical care
level, the curative branch of the strategies
where most resources are used. However, for
professionals working at ministries of health
and other leading institutions, and who are
responsible for a comprehensive response, an
organized strategic approach is fundamental.
On the other hand, health professionals on the
front line must understand the general issues of
the strategic interventions in order to under-
stand their role and strengthen the effectiveness
of their actions.
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Strategies to treat skin diseases and related
infection at an international level give direc-
tions to national strategies, which encompass
not only provision of care and preventive mea-
sures but also interventions dealing with struc-
tural, environmental, cultural, and financial
issues.

The WHO is the health agency of the United
Nations system [1]. At an international level the
WHO is the leading organization that, reacting
to the global health situation and to regional
and country requests, develops, updates, advo-
cates, and disseminates international public
health strategies and, subsequently, the norms,
standards, and guidelines needed for their
implementation. Established in 1948, it was
until the end of the 1980s the only institution
leading international health strategies on a
global level. During the past decades other
international ~ foundations  (e.g. Gates
Foundation) and bilateral national agencies
(from countries such as Germany, Sweden,
United States, and United Kingdom) increased
their role in international public health strategic
interventions and frequently directly channeled
resources to countries (e.g. PEPFAR).
Nonetheless, the WHO is the only international
public health institution that is accountable and
responds to virtually all countries. Moreover, to
improve the way strategies are conducted and

R.R. Bonamigo, S.I.T. Dornelles (eds.), Dermatology in Public Health Environments,
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norms are set, the use of standard procedures
has been developed in the past decade, includ-
ing the use of the GRADE system for guideline
development [2].

International strategies are developed by the
WHO secretariat in close collaboration with the
scientific community and member states. The
duration of a typical WHO global strategy ranges
from 5 to 10 years, although shorter or longer
examples exist. The first global strategy in the
modern use of the term was the Global Strategy
on AIDS, developed by the Global Program on
AIDS in 1991. Once a global strategy is formu-
lated, member countries evaluate its implementa-
tion and efforts are made to measure its impact.
When the new strategy is developed a consulta-
tion process is established, the drafts are widely
circulated, regional and global meetings are
conducted, and, finally, the strategy is presented
for approval by the World Health Assembly
(WHA), the main governing body of the WHO
[3]. Countries approve and are committed to its
implementation.

Once the strategies are approved by the
WHA, specific guidelines are needed to support
their implementation. The process to develop
WHO guidelines follows the GRADE system,
whose main characteristics are prioritization of
problems; establishment of panels, developed
from questions; systematic review of evidence;
evidence summary; evaluation of outcomes;
overall quality of evidence; evaluation of bene-
fits/harms; strength of recommendation and
implementation and evaluation of the guide-
lines; strict evaluation of evidence; participa-
tion of final consumers; and evaluation of
quality. The guidelines using the GRADE
method are strictly based on the available sci-
entific evidence [2].

This chapter reviews the main WHO strategies
related to skin diseases and related infections
whose prevalence, incidence, and significant
population burden permit them to be considered
of public health importance.

State of the Art

WHO Strategies Related
to Dermatology

Sexually Transmitted Infections

Key Point Summary

e The 2016-2021 strategy plan to end STI
epidemics as a major public health con-
cern targets the 90:90:90 reduction of
the global STI prevalence and national
human papillomavirus vaccine coverage.

» Standardized protocols and guidance that
are people centered are needed to reach the
targets as defined during the 69th WHA.

* Interventions are mainly focused on pre-
vention, management of asymptomatic
patients, reaching sex partners and treat-
ment, access to STI services of adequate
quality, reduce vulnerability and risks,
and meet the needs of the general popu-
lation with appropriate services.

Rationale

STIs result in a high burden of morbidity, mor-
tality, quality of life, sexual and reproductive
health, and newborn and child health. STIs
facilitate the sexual transmission of HIV and
increase the risk of some cancers through cel-
lular changes. It is estimated that 357 million
new cases of curable STIs (Fig. 2.1), Neisseria
gonorrhea, Treponema pallidum, Trichomonas
vaginalis, and Chlamydia trachomatis, occur
every year among people aged 15-49 years.
The prevalence of some viral STIs is similarly
high as a result of herpes simplex type 2 virus
(HSV-2) and HPV. This chapter focuses pri-
marily on three infections, N. gonorrhea, T.
pallidum, and HPV, which require immediate
action for their control (see Boxes 2.1, 2.3,
and 2.4).
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Fig.2.1 New cases of curable STIs: annual estimate

Targets

The WHO developed a global strategy plan for
2016-2021 on STIs, responding to requests by
member states [4]. The goal is to end STI epi-
demics as major public health concerns. The
WHO’s vision is to have zero new infections,
zero STI-related complications and deaths, and
zero discrimination and a world with free and
easy access to STI prevention and treatment
services, resulting in individuals being able to
live long and healthy lives. A 90:90:90 target
for 2030 is set up to reach 90% reduction of
T. pallidum (syphilis) incidence globally, 90%

global reduction in N. gonorrhea, and sustain-
ment of 90% national coverage of HPV vac-
cination in national immunization programs.
Furthermore, the WHO has set up milestones
for this strategy by 2020 (see Box 2.1).

For syphilis, there is a separate strategy and tar-
get. Syphilis in pregnancy leads to more than
300,000 fetal and neonatal deaths each year with
215,000 infants at increased risk for early death.
The new strategy has set up a goal of 50 or fewer
cases of congenital syphilis per 100,000 live births
in 80% of the countries. To eliminate mother-to-
child transmission, all pregnant women should be
screened for syphilis and HIV simultaneously.
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Strategies

To reach the targets there is a need to improve uni-
versal health coverage with improved quality health
interventions and services, reduced costs, and finan-
cial protection for those in need of the services (see
Fig. 2.2). The public health approach should focus
on a standardized protocol and guidance, people-
centered services, focus on equity, community par-
ticipation, involvement of affected individuals,
ensuring free or affordable services, and focus on
population-based national plans. The first strategic
step is for countries to acquire knowledge of their
STI epidemic and to implement a tailored response;
therefore, they need strategic information for advo-
cacy and investments. Next, understanding the epi-
demics includes knowing where, how, and among
whom new infections occur and identifying factors
to facilitate access to appropriate services. Finally,
national STI surveillance is needed to monitor
infections among the populations and improve the
strategies and interventions.

All persons should receive STI services they
require, which should be of adequate quality.
Countries should promote an enabling environ-
ment which includes policies and laws that pro-
mote human rights and gender equality. They
should also reduce vulnerability and risk, and meet
the needs of the general population with appropri-
ate services. Specifically men and boys should be
addressed, since they have often been overlooked
in STI control. Countries should therefore engage
and link with communities and partners, and
strengthen the health systems to ensure access to
quality vaccines, diagnostics, medicines, and other
commodities. To achieve this goal, persons should
receive the STI services they need without experi-
encing financial hardship. Innovative financing
and new funding approaches, financial risk protec-
tion, reduced prices and costs, and improved effi-
ciency strategies should be implemented.

Interventions

People should receive the full range of STI ser-
vices they require. Therefore, countries need to

define a set of core interventions. The following
intervention areas should be covered:

e Prevent STI transmission and acquisition

e Achieve early diagnosis of STI and linkage to
treatment

* Manage asymptomatic patients

e Reach sex partners and offer them treatment

e Maximum impact interventions include elimi-
nation of mother-to-child transmission of
syphilis and HIV; HPV and hepatitis B virus
vaccination; control the spread of antimicro-
bial resistance of gonococcals

e Ensure quality of care by strengthening pre-
vention, diagnosis, treatment, and care; inte-
grated services and programs; quality
assurance and improvement of programs

The main intervention is to prevent STI trans-
mission and acquisition. Countries need innova-
tion for acceleration by optimizing STI
prevention, diagnostics, medication, and treat-
ment regimens but also by using existing tools
more efficiently and adapting them for different
populations, settings, or purposes. The current
intervention recommendations for STIs are sum-
marized in Boxes 2.2 and 2.3.

Box 2.1 Milestones for 2020

e 70% of countries have STI surveillance
system in place

* 70% of countries screen at least 95% of
pregnant women for HIV and/or
syphilis

e 70% of key population for HIV have
access to a full range of services rele-
vant to STI and HIV, including
condoms

e 70% of countries provide STI services

e 70% of countries deliver HPV vaccines

* 90% national coverage of HPV
vaccines

* 70% of countries report on AMR in N.
gonorrhoeae
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Vision: Zero new infections, zero sexually transmitted infection-related
complications and deaths, and zero discrimination in a world where
everybody has free and easy access to sexually transmitted infection
prevention and treatment services, resulting in people able to
live long and healthy lives.

Goal: Ending sexually transmitted infection epidemics as
major public health concerns.

2030 Targets:

90% reduction of T. pallidum incidence globally (2018 global baseline).
90% reduction in N. gonorrhoea incidence globally(2018 global baseline).
< 50 cases of congenital syphilis per 100 000 live births in 80% of countries
Sustain 90% national converge and at least 80% in every district (or
equivalent administrative unit) in countries with the human papillomavirus
vaccine in their national immunization programme.

Frameworks for action: Universal health coverage,
the continuum of services, and a public health approach.

The three dimensions of UHC
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Fig.2.2 Outline of the draft global health sector strategy on STI, 2016-2021 [4]
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Box 2.2 Chlamydia

Chlamydia accounts for 131 million STIs
annually and is an important cause of infertil-
ity in women of reproductive age. It appears
often as a coinfection with gonorrhea. The
rate of infection is increasing in adolescents.
However, the best strategy is yet to be defined.
The WHO STI guideline (2016) recommends
the following treatments [5].

Uncomplicated genital chlamydia:

e Azithromycin | g orally as a single dose

e Doxycycline 100 mg orally twice a day
for 7 days
Or one of these alternatives:

e Tetracycline 500 mg orally four times a
day for 7 days

e Erythromycin 500 mg orally twice a day
for 7 days

e Ofloxacin 200400 mg orally twice a
day for 7 days
Anorectal chlamydial infection:

* Doxycycline 100 mg orally twice a day
for 7 days over azithromycin 1 g orally
as a single dose

Genital chlamydial infection in preg-
nant women:

e The WHO STI guideline recommends
treatment with azithromycin over
erythromycin

e The WHO STI guideline suggests treat-
ment with azithromycin over amoxicillin

e The WHO STI guideline suggests treat-
ment with amoxicillin over erythromycin

Dosages:

e Azithromycin | g orally as a single dose

e Amoxicillin 500 mg orally three times a
day for 7 days

e Erythromycin 500 mg orally twice a day
for 7 days

Lymphogranuloma venereum:

The WHO STI guideline suggests treat-
ment with doxycycline 100 mg orally twice
daily for 21 days over azithromycin 1 g
orally, weekly for 3 weeks.

Ophthalmia neonatorum:

The WHO STI guideline recommends
treatment with azithromycin 20 mg/kg/day
orally, one dose daily for 3 days, over
erythromycin 50 mg/kg/day orally, in four
divided doses daily for 14 days.

Box 2.3 Gonorrhea

Gonorrhea is one of the most common STIs
worldwide and has a significant effect on
morbidity and mortality. Together with
chlamydia, it is one of the main causes of
infertility in women of reproductive age.
Gonorrhea has developed resistance to
almost all medicines used for its treatment,
which raises the prospect of untreatable
gonococcal infection. Its spread and impact
should therefore be controlled alongside
systematic reporting and monitoring of
antimicrobial resistance.

The WHO STI guideline (2016) recom-
mends the following treatments [6]. The
local AMR data should determine the
choice of therapy.

Genital and anorectal

infection:

Dual therapy (one of the following)

e Ceftriaxone 250 mg intramuscular (IM)
as a single dose PLUS azithromycin 1 g
orally as a single dose

e Cefixime 400 mg orally as a single dose
PLUS azithromycin 1 g orally as a sin-

gle dose

gonococcal

Single therapy (one of the following)
e Ceftriaxone 250 mg IM as a single dose
e Cefixime 400 mg orally as a single dose
e Spectinomycin 2 g IM as a single dose

Oropharyngeal gonococcal infection:
Dual therapy (one of the following)

e Ceftriaxone 250 mg IM as a single dose
PLUS azithromycin 1 g orally as a sin-
gle dose
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e Cefixime 400 mg orally as a single dose
PLUS azithromycin 1 g orally as a sin-
gle dose

Single therapy
e Ceftriaxone 250 mg IM as single dose

Gonococcal ophthalmia neonatorum:
One of following

e Ceftriaxone 50 mg/kg (maximum
150 mg) IM as a single dose

e Kanamycin 25 mg/kg (maximum
75 mg) IM as a single dose

e Spectinomycin 25 mg/kg (maximum
75 mg) IM as a single dose

Box 2.4 Syphilis [7]

Recommendations

EARLY SYPHILIS (primary, secondary, or latent
syphilis of not more than 2 years’ duration)

Adults and adolescents

In adults and adolescents with early syphilis, the
STI WHO guideline recommends benzathine
penicillin G 2.4 million units once
intramuscularly over no treatment.

Remarks: This recommendation also applies to
pregnant women, people living with HIV, people
who are immunocompromised, and people at
high risk of transmitting and acquiring STIs.

In adults and adolescents with early syphilis, the
STI WHO guideline suggests using benzathine
penicillin G 2.4 million units once
intramuscularly over procaine penicillin G 1.2
million units 10-14 days intramuscularly.

When benzathine or procaine penicillin cannot be
used (e.g., due to penicillin allergy) or not
available, the STI WHO guideline suggests using
doxycycline 100 mg twice daily orally for 14 days
or ceftriaxone 1 g intramuscularly once daily for
1014 days or azithromycin 2 g once orally.
Remarks: Doxycycline is preferred over ceftriaxone
because of its lower cost and oral administration.
Azithromycin is an option only when susceptibility
to azithromycin is confirmed and resistance can be
monitored. This recommendation also applies to
people living with HIV, people who are
immunocompromised, or people at high risk of
transmitting and acquiring STTs. If the stage of
syphilis is unknown, recommendations for persons
with late syphilis should be followed.

Pregnant women

In pregnant women with early syphilis, the
WHO STI panel suggests using benzathine
penicillin G 2.4 million units once
intramuscularly over procaine penicillin 1.2
million units intramuscularly once daily for
10 days.

When benzathine or procaine penicillin cannot
be used (e.g., due to penicillin allergy) or not
available, the STI WHO guideline suggests
using erythromycin 500 mg orally four times
daily for 14 days or ceftriaxone 1 g
intramuscularly once daily for 10-14 days or
azithromycin 2 g once orally.

Remarks: Azithromycin is an option only when
susceptibility to azithromycin is confirmed and
resistance can be monitored. Erythromycin and
azithromycin do not cross the placental barrier
completely; therefore, treatment of the baby
soon after delivery is necessary (see
recommendations for congenital syphilis).
Ceftriaxone is an expensive option and is
injectable. Doxycycline should not be used in
pregnant women.

LATE SYPHILIS (infection of more than 2 years’
duration without evidence of treponemal
infection)

Adults and adolescents

In adults and adolescents with late syphilis or
unknown stage of syphilis, the STI WHO
guideline recommends benzathine penicillin G
2.4 million units intramuscularly once weekly for
three consecutive weeks over no treatment.
Remarks: This recommendation also applies to
people living with HIV, people who are
immunocompromised, or people at high risk of
transmitting and acquiring STIs.

In adults and adolescents with late syphilis or
unknown stage of syphilis, the STI WHO
guideline suggests benzathine penicillin G 2.4
million units intramuscularly once weekly for
three consecutive weeks over procaine
penicillin 1.2 million units once a day for

20 days.

When benzathine or procaine penicillin cannot be
used (e.g., due to penicillin allergy) or not
available, the STI WHO guideline suggests using
doxycycline 100 mg twice daily orally for

30 days.

Remarks: This recommendation also applies to
people living with HIV, people who are
immunocompromised, or people at high risk of
transmitting and acquiring STIs. Doxycycline
should not be used in pregnant women (see
recommendation for pregnant women).
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Pregnant women

In pregnant women with late syphilis or
unknown stage of syphilis, the WHO STI
guideline suggests benzathine penicillin G 2.4
million units intramuscularly once weekly for
three consecutive weeks over procaine
penicillin 1.2 million units intramuscularly
once a day for 20 days.

When benzathine or procaine penicillin cannot
be used (e.g., due to penicillin allergy) or not
available, the STI WHO guideline suggests
using erythromycin 500 mg orally four times
daily for 30 days.

Remarks: Erythromycin does not cross the
placental barrier completely; therefore,
treatment of the baby soon after delivery is
necessary (see recommendations for congenital
syphilis). Doxycycline should not be used in
pregnant women.

Infants

Infants with confirmed congenital syphilis
(symptomatic or microbiological evidence) and
infants who are clinically normal, but mother
with syphilis was not treated, inadequately
treated, or treated with non-penicillin

In infants with confirmed congenital syphilis or
infants who are clinically normal, but the mother
with syphilis was not treated, inadequately
treated, or treated with non-penicillin, the WHO
STI guideline suggests aqueous benzyl penicillin
or procaine penicillin.
Dosages:
e Aqueous benzyl penicillin 100,000—

150,000 U/kg/day intravenously for

10-15 days
¢ Procaine penicillin 50,000 U/kg/day single

dose intramuscularly for 10-15 days
Remarks: It an experienced venipuncturist is
available, aqueous benzyl penicillin may be
preferred over intramuscular injections of
procaine penicillin.
Infants who are clinically normal and the mother
had syphilis and was adequately treated with no
signs of reinfection
In infants who are clinically normal and the
mother had syphilis and was adequately treated
with no signs of reinfection, the WHO STI
guideline suggests close monitoring of the infant
over treatment.
Remarks: The risk of transmission of syphilis to
the fetus depends on a number of factors,
including titers and stage of infection, and
therefore this recommendation is conditional. If
treatment is provided, procaine penicillin
50,000 U/kg/day as a single dose intramuscularly
for 10-15 days is an option.

Neglected Tropical Diseases

Key Point Summary

e Vector-borne infectious protozoa caus-
ing dermal complications such as lym-
phatic filariasis (LF) and leishmaniasis
are to be targeted for elimination.

e Since the start of mass drug administra-
tion (MDA) for LF, the transmission has
dropped and resulted in economic ben-
efits. However, adverse events in the
case of double infection by the Loa loa
worm should be considered for revised
local treatment and control strategies.

e The WHO strategy for LF is to interrupt
transmission and target 70% of coun-
tries verified as free of LF by 2020, 30%
under post surveillance, and full cover-
age and access to basic care for lymph-
edema. As for leishmaniasis, prevention
and control with adequate diagnostic
tools and vaccines are essential.

e The intervention and prevention strate-
gies set up by the WHO for both proto-
zoal infections overlap with regard to
interrupting the chain of transmission,
monitoring the burden of disease, vector
control of sandflies and mosquitoes,
environmental management and protec-
tion, and control of animal reservoirs.

Neglected tropical diseases (NTDs) are preva-
lent in 149 tropical and subtropical countries
and affect more than 1 billion people annually.
NTDs cover the following vector-borne infec-
tious diseases: Chagas disease; dengue and chi-
kungunya; dracunculiasis; human African
trypanosomiasis; leishmaniasis; LF; and oncho-
cerciasis. Other diseases such as buruli ulcer,
echinococcosis, endemic treponematoses, food-
borne trematodiases, leprosy, rabies, schistoso-
miasis, taeniasis, and trachoma are airborne,
zoonotic, or transmitted vertically. This subsec-
tion highlights the vector-borne infectious dis-
eases that cause dermal manifestations:
leishmaniasis and LF.
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Rationale

Leishmaniasis manifests in three forms: visceral,
mucocutaneous, and the most common form,
cutaneous leishmaniasis, caused by the protozoa
Leishmania transmitted by phlebotomine sand-
flies [8]. An estimated 900,000 to 1.3 million
new cases and 20,000-30,000 deaths occur
annually and affect the poorest people on earth.
The disease is associated with malnutrition, pop-
ulation displacement, poor housing, a weak
immune system, and lack of financial resources.
Cutaneous leishmaniasis causes skin lesions,
mainly ulcers, leaving life-long scars and serious
disability. Mucocutaneous leishmaniasis leads to
partial or total destruction of the nose, mouth,
and throat membranes.

LF, a painful and profoundly disfiguring dis-
ease, commonly known as elephantiasis, is
caused by the thread-like nematode worms
Wuchereria bancrofti, Brugia malayi, and Brugia
timori, and is transmitted by mosquitoes infected
with microfilariae. More than 1.1 billion people
in 55 countries worldwide, wherefrom 80% occur
in African countries such as Angola, Cameroon,
and Mozambique, are at risk for acquiring LF

Number of new VL cases
reported, 2013

CJo [

Fig.2.3 Prevalence of Leishmaniasis (2014)

and require preventive chemotherapy to stop the
spread. Furthermore, an estimated 25 million
men suffer from genital disease and 15 million
are afflicted with lymphedema by this infection.
Eliminating LF prevents unnecessary suffering
and stigma while contributing to the reduction of
poverty [9] (Figs. 2.3 and 2.4).

Strategy

Effective control of NTDs in general can be
achieved when several public health approaches
are combined. The WHA adopted a resolution
with strategies to target the elimination of many
diseases and eradication of at least two diseases by
2020. The WHA66.12 resolution calls on Member
States to intensify and integrate measures and plan
investments to improve the health and social well-
being of affected populations [10].

The WHO Director-General requests to sus-
tain the leadership of the WHO in the drive to
overcome NTDs. The WHO control on leishman-
iasis and LF involves supporting national control
programs; raising awareness and advocacy of the
global burden; development of evidence-based
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Fig.2.4 Prevalence of LF (2014)

policy guidelines, strategies, and standards for
prevention and control; monitoring implementa-
tion; technical support to Member States; and
promoting research on effective leishmaniasis
control as well as diagnostic tools and vaccines.
In addition, the WHO strategy for LF is based on
two key components: annual treatment of all
eligible people in an endemic area, and alleviat-
ing the suffering caused by LF through increased
morbidity management and disability prevention
activities. Since the start of mass treatment, the
transmission of LF in at-risk populations has
fallen by 43% and the economic benefit is esti-
mated at US$ 24 billion.

The Global Program to Eliminate Lymphatic
Filariasis (GPELF), started in 2000 and continu-
ing until 2020, delivers mass drug administration
(MDA) LF endemic countries. The new strategy
includes a protocol for stopping MDA and post-
MDA surveillance. The programmatic steps
taken to interrupt transmission are: (1) mapping
geographical distribution of LF; (2) MDA; (3)
surveillance; and (4) verification of elimination.
The 2020 target for LF is to reach 70% of coun-
tries verified as free of LF and 30% under post

surveillance, and full geographical coverage and
access to basic care for lymphedema in all coun-
tries. Moreover, the WHO calls for integrating
national programs to eliminate LF and onchocer-
ciasis within the African Program for
Onchocerciasis Control (APOC).

Interventions

To control and prevent leishmaniasis and LF, a
combination of intervention strategies
required which target the host, parasite, and vec-
tor, and sometimes also the animal reservoir
[11, 12]. The key strategies for both infections
are to reduce the prevalence of the disease and
prevent disabilities and death by early diagnosis
and case management. Early detection and treat-
ment [13] of cases reduces the transmission and
monitors the spread and burden of disease. For
LF [14], morbidity management and disability
prevention are required, alongside continuous
access to care for LF patients with lymphedema
to prevent disease progression to advanced
stages. Simple measures of hygiene, skin care,

are
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exercise, and elevation of affected limbs in LF
help to prevent further progression.

Vector control is a key factor in reducing
transmission and breaking the chain by control-
ling sandflies and mosquitoes. Methods such as
insecticide sprays, insecticide nets, environmen-
tal management, and personal protection are to
be used. Regarding the control of animal reser-
voirs, a complex intervention should be tailored
to the local situation [15].

The treatment for LF is continued by MDA
by expanding the coverage in non-participating
countries and preventive chemotherapy for all LF
endemic countries [16]. LF prevention is treated
annually with a single dose of 400 mg albenda-
zole with either 150-200 pg/kg ivermectin or
6 mg/kg, or annual preventive chemotherapy with
diethylcarbamazine. However, coinfection with
the Loa loa worm should be taken into consid-
eration because of the adverse effect in ingesting
ivermectin. The extensive treatment recommen-
dations for various types of leishmaniasis are
available at the following web page: http://www.
who.int/leishmaniasis/research/978924129496_
pp67_71.pdf?ua=1.

Partnership and collaboration with various
stakeholders and other vector-borne disease con-
trol programs should be implemented together
with education of the community and behavioral
change interventions that are locally tailored.
Furthermore, the financial burden should be low-
ered to make treatment and surgery possible for
hydrocele or episodes of adenolymphangitis.

HIV and AIDS

Key Points Summary

e HIV Global Health Strategy for 2016—
2020 is a priority for WHO and is based
on accelerating actions and fast-tracking
their responses

* WHO goal for HIV is the end of AIDS
epidemic as a public health threat by 2030

e The Strategy 2020 global targets are:
reduce new HIV infections and

HIV-related deaths to fewer than 500,000
each and zero new infections among
infants

* The five Strategic Directions are: infor-
mation for action; interventions for
impact; delivering for equity; financing
for sustainability; and innovation for
acceleration

e Unless intensified action occurs (hence
the importance of fast-tracking), the
HIV epidemics will see a rebound with
current constant coverage

In May 2014, the 67th World Health Assembly
requested a new strategy in the post-2015 develop-
ment agenda whereby HIV continued to be a prior-
ity for the WHO [17]. The global health sector
strategy on HIV/AIDS achieved 2015 targets of
more than 15 million people on antiretroviral ther-
apy (ART), with an estimated 7.8 million HIV-
related deaths and 30 million new HIV infections
averted since 2000. The 2030 Agenda for
Sustainable Development adopted by the United
Nations General Assembly in 2015 targeted the end
of the AIDS epidemic by 2030. The WHO set forth
to establish a new Global Health Strategy for HIV
for 20162021, appraised during the 69th Health
World Assembly in 2016 [18]. Full implementation
of the draft strategy will contribute to the achieve-
ment of other sustainable development goals.

Global Health Sector Strategy on HIV,
2016-2021

Understanding that the actual steady-state
response will see a rebound in new HIV infec-
tions and related deaths. Emphasis is laid on the
need to fast-track the response to actions to pre-
vent this rebound, outlining countries and WHO
tasks to reach those goals [19]. The 2016-2021
strategy is based on five strategic directions to
guide actions in achieving 2020 targets and goals
(Fig. 2.5). Modeling undertaken by UNAIDS,
estimates that an accelerated testing and treat-
ment effort would:
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Vision: Zero new infections, zero HIV-related deaths, and zero
HIV-related discrimination in a world where people living with HIV

are able to live long and healthy lives.

Goal: End of the epidemic as a public health threat by 2030.

2020 Targets: Reduction new HIV infection to less than 500 000; zero new
infection among infants. Reduce HIV related deaths to below 500 000
90% people living with HiV tested, 90% treated, 90% virally suppressed.

Frameworks for action: Universal health coverage,
the continuum of services, and a public health approach.
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Fig.2.5 Outline of the draft global health sector strategy on HIV, 2016-2021
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e Avert 28 million HIV infections between 2015
and 2030

e Avert 21 million AIDS-related deaths between
2015 and 2030 (Fig. 2.6)

e Avoid US$ 24,000 million of additional costs
for HIV treatment

e Enable countries to reap a 15-fold return on
their HIV investments

Strategic Direction 1:Information

for Focused Action (What is

the Situation?)

Focuses on the need to understand the HIV epi-
demic and response as a basis for advocacy, polit-
ical commitment, and national planning as well
as resource mobilization and allocation and pro-
gram improvement. WHO guidelines recom-
mend adoption of 50 national indicators [20] (see
suggested readings, “Global Health Sector
Strategy on HIV, 2016-2021"), of which the fol-
lowing 10 are for global monitoring (Fig. 2.7).

Strategic Direction 2: Interventions
for Impact (What Services Should
be Delivered?)
Addresses the first dimension of universal health
coverage by describing the essential package of
high-impact interventions that need to be deliv-
ered along the continuum of HIV services.

The following interventions should be
included in an HIV prevention package:

e Male and female condoms

e Harm reduction for people who inject drugs

e ART-based prevention

e Vertical transmission prevention

e Voluntary male circumcision

¢ Injection and blood safety

¢ Behavioral change interventions

e Prevention and management of gender-based
and sexual violence

HIV testing should be expanded, focusing on
populations carrying the highest risk for HIV infec-
tion and transmission, with appropriate counseling
and links to care. This is needed for the expansion
of ART therapy [21, 22] to achieve the 90% people
living with HIV (PLHIV) treatment goal (see Box
2.5 for first-line therapy regimens). Besides
expanding ART, action should be taken to prevent
and manage coinfections such as tuberculosis, hep-
atitis B and C, and HIV drug resistance. Chronic
care for PLHIV should be person centered.

Box 2.5 First-Line Regimens (Adults and
Adolescents)
Pre-exposure prophylaxis: Tenofovir (TDF)
Post-exposure prophylaxis: TDF + lami-
vudine (3TC) (+ lopinavir/ritonavir or ata-
zanavir/ritonavir if possible)
ART Therapy: TDF + 3TC + efavirenz
(EFV)
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Fig.2.7 Key indicators for monitoring the HIV response across the continuum of HIV services and including the HIV

care cascade

Strategic Direction 3: Delivering

for Equity (How Can These Services

be Delivered?)

Addresses the second dimension of universal
health coverage by identifying the best methods
for delivering the continuum of HIV services to
different populations and in different locations.
Special focus should be fixed on addressing key
populations (at increased risk of HIV regardless
of the local epidemic context): men who have sex
with men, people who inject drugs, people in
prison and other closed settings, sex workers, and
transgender persons.

Strategies for achieving equity include
decentralization of care, differentiated care
(based on stage of HIV disease, stability of
treatment and special care needs), linking HIV
with tuberculosis services, community engage-
ment and task shifting, and providing chronic

care for PLHIV. Countries should also end poli-
cies and practices that reinforce stigmatization
and discrimination.

Strategic Direction 4: Financing

for Sustainability (How Can the Costs

of Delivering the Package of Services

Be Covered?)

Addresses the third dimension of universal
health coverage by identifying innovative mod-
els and approaches for financing HIV responses
and reducing costs without incurring financial
hardship: essential HIV services should be pro-
vided free of charge. Reducing costs also mean
improving efficiency of service delivery, such
as decentralization, service linkage, and task
shifting. Other strategies include fostering
generic competition on ART drugs, applying
pro-access terms of the Medicines Patent Pool,
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and appropriate use of the provisions in the
Agreements on Trade-Related Aspects of
Intellectual Property Rights regarding flexibili-
ties to protect public health.

However, it is acknowledged that investments
in HIV will need to grow if long-term control of
the epidemic is to be achieved; therefore, countries
need to develop strong investment cases for HIV.

Strategic Direction 5: Innovation

for Acceleration (How Can the Trajectory
of the Response be Changed?)

Identifies those areas where there are major gaps in
knowledge and technologies, and where innovation
is required so that actions can be accelerated and
2020 and 2030 targets achieved. Research and inno-
vation provide the tools and knowledge that can
change the trajectory of the HIV response. Innovation
is also required to use existing tools more efficiently
and to adapt them for different populations.

Key areas for innovation are: optimizing HIV
prevention; optimizing HIV testing and diagnos-
tics; optimizing HIV medicines and treatment
regimens; and optimizing service delivery.

Strategy Implementation

Finally, effective implementation of this strategy
depends on collaboration between all involved
parties, in which the WHO plays an important con-
vening role. Monitoring and evaluation are done at
global and regional/country level goals (Fig. 2.6),
while applying WHO results-based management
and UNAIDS accountability frameworks.

Key Points Summary

* Once leprosy was eliminated as a public
health problem globally in 2000, WHO
global leprosy strategy focused on
reducing leprosy-related disabilities

* 2016-2020 WHO Global Leprosy
Strategy focuses on promoting early
diagnosis to reduce leprosy burden

e The Strategy 2020 targets are: zero new
children diagnosed with leprosy and
visible deformities, <1 per million
newly diagnosed leprosy patients with
visible deformities; and zero countries
with legislation allowing discrimination
on leprosy

e The Program five key operational strate-
gies are: focus on early detection;
increased detection and coverage; uni-
versal contacts screening; uniform lep-
rosy treatment; and interventions against
stigma and discrimination

Leprosy

Leprosy was eliminated as a public health prob-
lem globally in 2000 (defined by the WHO as
prevalence less than 1 per 10,000 population).
The 2011-2015 WHO strategy for leprosy
focused on control with early diagnosis to reduce
leprosy-related disabilities. The global leprosy
strategy for 2016-2020 continues to reinforce
early detection to reduce the burden of leprosy,
while accelerating actions toward the vision of a
leprosy-free world [23]. The strategy general
overview, its three pillars and their core areas of
interventions, are displayed in Fig. 2.8.

There are five key strategic operational
changes in the 2016-2020 plan along with target
indicators:

1. Focus on early detection to prevent disabili-
ties, with special focus on children. The target
is zero disabilities among new pediatric
patients (<15 years of age) by 2020. For coun-
tries that do not detect grade 2 disability
(G2D) among pediatric patients, the target
shall be zero pediatric cases.

2. Increased detection, coverage, and access to
treatment for high-risk groups and marginal-
ized populations. The target is an incidence of
G2D of less than 1 per million population.
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2020

INDICATORSA target

Number of children diagnosed with leprosy and 0
visible deformities

@© Zero transmission of leprosy
infection Further reduce the global

aindl lowsll Ieprosy burden Rate of newly diagnosed leprosy patines with <1 per
visible deformities million

0

© Zero disability due to leprosy

@®© Zero stigma and discrimination Number of countries with legislation allowing
discrimination on basis of leprosy

PILLARS AND COMPONENTS

Fig.2.8 WHO 2016-2020 Global Leprosy Strategy overview (From Global Leprosy Strategy: accelerating towards a
leprosy-free world. World Health Organization, Regional Office for South-East Asia, 2016)

3. National plans to ensure screening of all close 4. Promote steps toward the use of shorter and
contacts. The target is to have all household uniform treatment regimens for all types of
contacts screened. leprosy.
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5. Incorporate specific interventions against
stigma and discrimination due to leprosy. The
target is zero countries with legislation allow-
ing discrimination on the basis of leprosy.

Other relevant program performance indica-
tors for routine monitoring are (always disaggre-
gated by sex and age group when applicable):

° Annual new case detection and new case
detection rate per 100,000 population

e Point prevalence of leprosy per
population

e Number and/or proportion of relapses among
all leprosy notified cases

e Completion rate of multidrug therapy (MDT)
in all cases

e Auvailability of web-based, case-based report-
ing system allowing disaggregation by age,
sex, place of residence, and other relevant
criteria

e Proportion of contacts screened among regis-
tered contacts

e Proportion of patients evaluated for disabili-
ties at the end of treatment

* Proportion of patients having reactions among
new cases, disaggregated by bacillary load
(paucibacillary or multibacillary)

e Proportion of persons affected by leprosy in
self-care support programs among patients
with grade 1 disabilities and G2D

e Norms and/or regulations facilitating the
inclusion of persons affected by leprosy and
their communities

e Affected persons or associations of affected
persons with a role in care

* Presence of a partnership with the private sec-
tor for case detection/referral, care, and/or
social support

e Number and proportion of drug-resistant cases

10,000

It has also been recognized that more coordi-
nated efforts for research with regard to new
diagnostic tools, drugs, and tools to manage com-
plications are needed.

The WHO recommended MDT regimens are
shown in Box 2.6. Treatment should be provided in
blister packs that make clear distinctions between
once-a-month and once-a-day drugs for the patient.

Box 2.6 Adult MDT regimen

— PB: 6 months

Monthly Rifampicin 600 mg
+ dapsone 100 mg

MB: 12 months

PB regimen +
clofazimine 300 mg

Daily Dapsone 100 mg  PB regimen +

clofazimine 50 mg

Skin Diseases in Primary Care

Key Points Summary

* Some non-governmental organizations,
such as the International Society of
Dermatology, have developed public
health task forces and programs to pro-
mote skin health

e Although the WHO has no specific pub-
lic health strategies for general skin dis-
eases in primary care, it has issued
simple and practical clinical guidelines
in the Integrated Management of
Adolescent and Adult Illness (IMAI) for
such diseases

The International Society of Dermatology set the
task force “Skin Care for All: Community
Dermatology” [24] to promote general skin
health, stating that public health strategies have
not been sufficiently inclusive of skin care. The
program focuses on low-cost interventions, rely-
ing on self-help and low technology, while edu-
cating a workforce for skin care among primary
care health workers, nurses, and physicians,
facilitating delivery of skin care to those in need.
The task force is responsible for the creation of
the Regional Dermatology Training Centre in
Tanzania, with several dermatology graduates
serving in Sub-Saharan Africa; and a 1-day train-
ing course for health center personnel in Mali for
recognition and management of the three most
commonest skin conditions: impetigo, superficial
fungus, and scabies. It also emphasizes the “look
good feel good factor” concept in advocating
skin care, and promotes social marketing such as
“Natural is Beautiful” to prevent the use of
creams containing harmful agents.
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Table 2.1 Use this table if lesion red, tender, warm, pus, or crusts (infected skin lesion—consider this in all skin

lesions)

Sign

Classify as

Treatments

¢ Size >4 cm or
¢ Red streaks or
¢ Tender nodes or

o Multiple abscesses

Soft tissue infection or o

folliculitis .

¢ Start cloxacillin
Drain pus if fluctuance
Elevate the lump

¢ Follow up next day

Adapted from Integrated Management of Adolescent and Adult Illness. WHO; 2004

‘While the WHO has not developed public health
strategies for general skin diseases as seen in pri-
mary care (aside from specific diseases with an
important burden such as leprosy), it has issued the
IMALI in 2004, with interim guidelines for primary
care workers on the diagnosis and treatment of sev-
eral skin diseases and conditions (see suggested
readings, “Skin Diseases in Primary Care”). These
guidelines are based on several algorithms for eas-
ily defining the type of skin problem (e.g., lump,
itching lesion, patch, infected lesion) and tables for
prompt diagnosis or classification of each type of
problem along with its specific management (see
Table 2.1 for an example). They should be vali-
dated in primary care intervention studies.

Future Perspectives

The WHO will continue to be a leading public
health organization at international level. Its
importance will depend on the capability of the

new Director General, to be elected in May 2017,
to mobilize financial and human resources and to
continue to deliver high-level strategies and
products for its member countries. The use of the
GRADE methodology to develop international
guidelines has been questioned as too strict and
expensive. A challenge to be faced is to maintain
the present high scientific standard of developing
a modified and user-friendly methodology.

STIs, especially syphilis, will decrease in inci-
dence and prevalence but will continue to be a
major public health concern. The reasons for this
include the lack of affordable tests to identify
asymptomatic infections, difficulties in reaching
sexual partners, and weak health systems not pro-
viding extended access to STI services of ade-
quate quality to all in need.

The WHO strategy will contribute to interrupt
the transmission of LF and the targets will be
probably be reached (70% of countries verified
as free of LF by 2020, 30% under post surveil-
lance and full coverage and access to basic care
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for lymphedema). Leishmaniasis will be more
difficult to eliminate, as the diagnostic tools and
vaccines are yet to reach optimal performance.

The WHO goal for HIV, the end of AIDS as a
public health threat by 2030, probably will not be
reached because the present international envi-
ronment is not intensifying actions as required
and, as is mentioned in the strategy, necessary
innovations are still not in the pipeline.

Considering that leprosy was eliminated as a
public health problem globally, the WHO global
leprosy strategy focuses on reducing leprosy-
related disabilities. This will be more difficult
given the fact that disabilities are not always
related to active disease. Moreover, it will be dif-
ficult to reach the ambitious target of zero new
children diagnosed with leprosy and visible defor-
mities. The strategy focuses on early detection,
increased detection and coverage, universal con-
tacts screening, uniform leprosy treatment, and
interventions against stigma and discrimination.
Most of the strategies rely on coverage and quality
of health systems, which are not performing opti-
mally at this stage in the most affected countries.

In relation to skin diseases a global strategy is
needed, targeting primary health care, using simple
and practical quality clinical guidelines. These
guidelines, based on IMAI work, need to be further
developed and field-tested before wide dissemina-
tion. A discussion on the role of dermatologists at
different levels of health systems needs to be con-
ducted with the participation of specialists, univer-
sities, and public health authorities.

Glossary

3TC Lamivudine

AIDS  Acquired immunodeficiency syndrome
ART  Antiretroviral therapy

ATV/r  Atazanavir/ritonavir

EFV  Efavirenz

HIV Human immunodeficiency virus
LPV/r Lopinavir/ritonavir

PLHIV People living with HIV

PWID People who inject drugs

TDF  Tenofovir

WHO  World Health Organization

27
G2D  Grade 2 disability
MB Multibacillary
MDT  Multidrug therapy
PB Paucibacillary
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The User of the Public
Dermatology Service

Heitor de S4 Goncalves, Maria Araci de
Andrade Pontes, and Gerson Oliveira Penna

Key Points

Skin diseases are responsible for
approximately one-quarter of medical
appointments in primary care.

Patients with cutaneous problems expe-
rience a reduction in their quality of life
that often goes beyond other non-
dermatological conditions.

Social and demographic characteristics
of the population using public dermatol-
ogy services are essential to direct and
plan public health policies.

Nosologic profile in dermatology
depends on many variables such as gen-
der, age, socioeconomic status, and
access to health services, among others.
Health professionals should be able to
observe and recognize symptoms of the
cutaneous complaints more prevalent in
the population they care for.

Introduction

Skin diseases are one of the main reasons why
people seek medical care and are responsible for
approximately one-quarter of primary care
appointments, both in tropical countries and
developed nations [1]. In fact, in the United
States they are among the 15 medical conditions
whose prevalence and cost have increased the
most between 1987 and 2000, with approxi-
mately one in every three people in the country
reporting cutaneous problems [2].

The importance of skin health is underesti-
mated because of the chronic nature and low
lethality of most cutaneous diseases, which
results in their not being considered important
health problems. However, skin conditions can
be precursors to considerable physical and psy-
chological deficiencies, making them a public
health problem of great magnitude. Important
examples of these diseases can be cited, such as
Hansen’s disease, psoriasis, vitiligo, lupus, geno-
dermatoses, atopic childhood dermatitis, and skin
cancer, especially melanoma.

A study conducted in Sweden, with a random
sample of 8,000 individuals, assessed the impact
of skin conditions on the quality of life of this

population from an epidemiologic perspective.
The subjects were aged between 20 and 84 years,
and 20.5% reported skin problems and/or the use
of topical medications, with a higher frequency
among women [3].
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Another survey, conducted in France in 2002,
evaluated the prevalence, management, and
impact of dermatological diseases from the
patient’s point of view. Of a total of 25,441 sub-
jects, 18,137 (71.3%) returned the questionnaire.
Of these, 86.8% reported at least one skin prob-
lem from birth, and 43.2% had had a skin disease
in the previous 24 months. For 28.7% of the
respondents, their dermatological problem had
impaired their quality of life [4].

Patients with cutaneous complaints experi-
ence a reduced quality of life that often goes
beyond other non-dermatological conditions,
including restricted mobility, intense pruritus,
and physical and psychological discomfort; the
physical characteristics of the diseases related to
contagion and deformity may even lead to the
social segregation of individuals. Such restric-
tions undermine activities of daily life and have a
great impact on the patient’s sense of well-being
[2]. Acne vulgaris and psoriasis, for example,
have been linked to suicidal thoughts [5].

Although skin problems are common in the
population, there is little information on the pro-
file of users of public dermatology health ser-
vices. Data on the dermatological care provided
in public health services are critically important
to identify and monitor the impact of dermato-
logical diseases on the health of the population,
as well as the user profile of those afflicted, with
a view toward planning the treatment, prevention,
and promotion of such maladies, especially
among the most vulnerable population groups.

State of the Art
Health Services

The World Health Organization defines a health
system as a network of organizations, people, and
actions whose primary objective is to promote,
restore, or maintain health [6]. This includes the
public, private, and voluntary bodies that contrib-
ute to the delivery of essential health services,
working to fulfill the mission of guaranteeing a
healthy population. The responsibility for the
public’s health in each country lies with specific

agencies at different levels of management
(municipal, state, federal, and international).

Health systems can vary substantially between
countries, especially in terms of the responsibil-
ity for how the health services offered to the pop-
ulation are financed. There are primarily five
forms of financing for services offered to the
population (Box 3.1), although most countries
offer a mixed model.

Box 3.1. Modalities for Financing Health
Systems
Financing of Health Systems

Federal, state, or municipal taxation
Social health insurance

Private health insurance

Direct out-of-pocket payments
Donation to charity

monw>

In 1948, the Ministry of Health of the United
Kingdom created the British national health sys-
tem (National Health Service) as a regionalized
and hierarchical systemic organization of health
services, arranged by level of complexity with a
defined geographical base. This model has influ-
enced and guided the organization of health ser-
vices in various countries around the world. The
system is structured into a stratified model. The
levels of complexity are used to establish a net-
work of services, according to the characteristics
of care and the degree of specialization of the ser-
vices provided [7].

The elements implied in the definition of the
levels of care include the technological material
used (diagnostic and therapeutic machines and
equipment), staff training, and the morbidity pro-
file of the target population. The possible arrange-
ments of these three elements in health systems
depend on the system’s characteristics in terms of
the financial and material means, the personnel
structure available, and the health policies imple-
mented in each country.

The primary care level represents the first con-
tact patients have with the health system and
should be capable of resolving a large portion of
the health problems they present, through
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non-specialized outpatient care and low-density
technological clinical activities aimed at the pro-
motion, prevention, and restoration of health.
Staff qualifications for this level involve a general
and comprehensive training with an emphasis on
family health. It is estimated that between 85%
and 90% of the patients seeking primary care are
likely to be resolved at this level.

The secondary level develops activities in basic
medical specialties (general medicine, pediatrics,
gynecology-obstetrics, and general surgery) and
strategic specialists in the form of outpatient
appointments, hospitalization, and emergency and
rehabilitation care. These services should have
equipment with an intermediary degree of techno-
logical innovation to deal with situations that are
not absorbed by the primary level.

Highly advanced technology and more spe-
cialized personnel are concentrated at the tertiary
level, which is responsible for solving the more
complex situations.

The Brazilian health system is composed of a
free public system (Unified Health System, SUS)
that cares for most of the population. A private
system, or Supplementary Health System, man-
aged by health insurers is available and can be
acquired individually or as a benefit offered by
employers. In 2008, the private system of supple-
mentary health covered 25.9% of the Brazilian
population [8].

The financing of SUS counts on resources
from the three spheres of government (municipal,
state, and federal). When considering the ser-
vices according to the level of care, in general it
can be said that the federal sphere concentrates
on tertiary care, the state on tertiary and second-
ary care, and the municipal level on primary and
secondary care.

Within this stratified model of care, appoint-
ments for dermatological problems are initially
carried out by general practitioners in primary
care. All health professionals should be able to
observe and recognize the symptoms of the cuta-
neous complaints prevalent in the population
they care for. However, most of these profession-
als do not feel qualified to diagnose and treat
these infections and limit themselves to referring
patients to dermatologists at the secondary level.

The Social and Demographic Profile
of the Users

There are few data on the demographic and social
characteristics of the population that uses outpa-
tient services in the health system, despite these
data being essential to direct and plan public
health policies. It is even more difficult to find
data relating specifically to the characteristics of
dermatology patients.

A national inquiry promoted by the Brazilian
Ministry of Health periodically analyses the pro-
file of the users of the health service, using,
among others, data referring to the proportion of
individuals who looked for or reported having
used the health service in the previous 2 weeks
and those who stated they had been admitted to
hospital in the previous 12 months. Women are
responsible for most of the demand for health
services (17% compared with 12% among men)
and there is an increase in this demand due to age
(12% aged 0-14, 14% between 15 and 59 years,
and 23% over 60 years) [8].

A population-based study with a sample of
12,402 Brazilians aged between 20 and 59 years,
living in urban areas, showed a prevalence of out-
patient care in public health services of 53.6% in
the 3 months prior to the interview. Women rep-
resented 55.1% of the sample and about one-third
(31.8%) were aged between 20 and 29 years,
with a mean age of 37.4 years. More than half
(51.5%) were in social class C [9].

Few studies show the user profile of public
dermatology services, but it seems that this is
similar to the population that seeks public health
services in general; they are predominantly
women, blacks, and have a low socioeconomic
and educational level [10].

A multicenter, retrospective study addressing
patients who seek dermatological care in four
specialized outpatient services in Australia
observed, over 7 months, a total of 9,639 visits by
a total of 4,875 patients. In this sample there was
a predominance of males (51.4%). The mean age
was 48 years (50 years for men and 45 years for
women; p = 0002) [11].

In England, more than 50% of the population
reported a skin disease in the previous 12 months,
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and 24% required medical intervention to care
for dermatological problems every year. Among
users of dermatology services there was a pre-
dominance of women (57.6%) in all age groups,
but especially between 20 and 39 years [12].

A survey conducted by the Brazilian Society
of Dermatology in 2006, with data for 57,343
patients, also showed a predominance of females
(66.5%) in all age groups. The mean age was
37.4 years (35.3 years for men and 38.4 years for
women). Schooling was the most divergent
aspect when comparing patients treated in the
public sector with those in the private sector:
65.7% of patients treated in the public sector and
27.6% of those cared for in the private sector had
not completed secondary education [13].

Data from a public referral service in derma-
tology in the Northeast of Brazil, state of Cear4,
collected from a random sample of 1,530
patients who attended the service for the first
time between November 2015 and March 2016,
showed a predominance of women (56%).The
age distribution showed no significant differ-
ences between groups (0-20, 19%; 20-40, 26%;
40-60, 25%; >60, 31%). Most were residents of
the state capital, Fortaleza (68%). These data
can be viewed in Graphs 3.1 and 3.2 (unpub-
lished data).

The predominance of females in dermatologi-
cal appointments may be related to the greater
care take with their skin in particular, also reflect-
ing women’s greater concern with health in gen-
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Graph 3.1 Distribution of users by sex (Source: Dona
Libania Dermatological Center, 2016)
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Graph 3.2 Distribution of users by age (Source: Dona
Libania Dermatological Center, 2016)

eral. On the other hand, the larger demand by
females for health services may be related to the
socioeconomic and labor structure in Brazil,
especially in the North and Northeast regions,
where there are more women without formal
employment who therefore have more time avail-
able to use the health service.

The Nosological Profile of Users

The epidemiological data of the population who
use the public dermatology health services are
influenced by many factors, such as socioeco-
nomic profile, educational profile, housing and
hygiene, dietary habits, and the circumstances of
access to health services. It is possible to alter
these data when analyzing the patient profile
according to the cutaneous pathology being pre-
sented, since there are diseases that mainly affect
certain age groups, such as acne, which predomi-
nates in adolescence, and skin cancer, prevalent
in older age groups.

Among the infectious and parasitic diseases
that most often affect the skin are the ectopara-
sites (scabies, larva migrans, and pediculosis),
superficial fungal infections (tineas, candidiasis,
and tinea versicolor), the pyoderma (impetigo
and folliculitis), and dermatoviruses (herpes,
molluscum contagiosum, and warts). Hansen’s
disease and American tegumentary leishmaniasis
are dermatological diseases with compulsory
notification, the former because of its magnitude,
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preeminence, and its ability to cause incapacity
and deformity, as well as being a transmissible
disease that can be treated and controlled [14].
The notification of cases of American tegumen-
tary leishmaniasis in all its forms is obligatory,
not only because of the disease’s high incidence
and wide geographical distribution but also
because of the possibility of it causing destruc-
tive wounds [14]. Notable among the noninfec-
tious skin diseases are acne, psoriasis, vitiligo,
skin cancer, contact dermatitis (as a work-related
condition), and atopic dermatitis, particularly in
children. There may or may not be a determinant
socioeconomic profile for each of the aforemen-
tioned conditions.

Scabies affects all races, ages, and social
classes, although it is predominant in adult indi-
viduals on a low income. Larva migrans predom-
inates in children between 5 and 15 years from
low-income families, who walk barefoot on con-
taminated land, as well as children from all social
classes who frequent beaches where stray dogs
and cats live. Pediculosis is prevalent in children
between 3 and 10 years of both sexes from low-
income families.

Tinea versicolor affects adults of both sexes
after puberty, predominantly in hot and humid
climates. The distribution of dermatophytoses
(tineas) is influenced by population factors such
as gender (more common in males) and age (tinea
scalp is more common in children; tinea of the
foot and inguinocrural tinea are more common in
adults).

Impetigo is most common in children, having
no gender preference. Folliculitis can affect all
age groups, but some conditions have a higher
affinity for certain population groups, such as
hidrosadenitis, which predominates in postpu-
bescent women, or keloid folliculitis, which
mainly affects black men.

The prevalence of herpes simplex is also
determined by epidemiological factors. Primary
herpetic gingivostomatitis is most commonly
observed in children, while oral or relapsing gen-
ital herpes manifests itself mainly in adults.
Molluscum contagiosum is more common in
children and can occur in adults with immunode-
ficiency, particularly AIDS patients. Warts can

occur at any age but are more common in chil-
dren and young adults.

Hansen’s disease affects people of both sexes
and all ages. It tends to predominate in males and
the population on a low socioeconomic level,
presenting a lower incidence in children younger
than 15 years. Although the global trend is a
reduction in new cases, the service area in ques-
tion (northeastern Brazil) maintains incidence
rates at very high levels.

American tegumentary leishmaniasis is found
in all of the Brazilian states, with a tendency to
affect people who live in rural areas and locations
with old deforestation, as well as a small percent-
age of cases located in the urban periphery.
Initially predominantly young male adults were
affected; nowadays it has become more frequent
to find cases in people of all sexes and ages.

As a disease of the pilosebaceous follicles,
acne tends to manifest predominantly in adoles-
cents and young adults. Although almost all teen-
agers develop acne, genetic and external factors
(e.g., emotional stress, female androgenic syn-
dromes) can influence both the severity and
recurrence of the disease.

The prevalence of psoriasis is around 2% of
the population. The disease also affects both
sexes and appears at any age, although peak inci-
dence is between 20 and 30 years, with a second
peak between 50 and 60 years.

Vitiligo affects about 1% of the population
and has a universal distribution, affecting all age
groups and both sexes. In 30% of cases there is a
family history of the condition.

Nonmelanoma skin cancer (basal cell carci-
noma (BCC) and squamous cell carcinoma
(SCC)) generally occurs in male individuals
older than 40; the predisposing factors are expo-
sure to sunlight and fair skin. These cancers are
rare in black individuals.

To check the frequency of the main diagnoses
in the practice of dermatologists in Brazil, the
Brazilian Society of Dermatology conducted a
survey with 932 dermatologists selected from the
register of 4,400 associates, working in both the
public and private sectors. In addition to private
services, the sample also included 49 SUS outpa-
tient services that offer medical residency
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programs in dermatology, distributed in all
regions of the country. The diagnoses relating to
outpatient dermatological care were recorded
during a week in May 2006 and provide a picture
of the demand for specialized dermatology care
in Brazil, both in the public and private systems
[13]. As expected, the inclusion of private ser-
vices has led to some bias regarding diseases
with a higher diagnostic incidence when compar-
ing these data with the incidence of diagnoses in
the public service alone.

The results were based on 57,343 dermato-
logical appointments. During the study period
(1 week) there were more than 1,000 different
diagnoses, which is to be expected as a result of
appointments with specialists that involve less
common diseases whose diagnosis and monitor-
ing need specialized care. Acne was the main rea-
son for appointments and amounted to 14% of
cases, followed by superficial mycoses (8.7%),
pigmentation disorders (8.4%), and actinic kera-
tosis (5.1%). The study also examined the pro-
portion of return visits among the 25 most
frequent causes, with Hansen’s disease (78%),
psoriasis (68%), and vitiligo (64%) initiating the
most subsequent visits. Hansen’s disease was
rated the 20th cause throughout the country but
the fourth in the Center-West Region.

The distribution of diagnoses by age group
maintains acne as first cause of visits to the derma-
tologist both in those younger than 15 years
(13.9%) and those aged between 15 and 39 years
(26.6%). Superficial mycoses remain among the
five most frequent diagnoses in all age groups,
although the distribution of subtypes reflects the
model of referral to specialists in more complex
cases, especially onychomycosis (42% of superfi-
cial mycoses) and a low proportion of candidiasis.

Bearing in mind that acne has a significant
psychological impact, the high frequency of acne
diagnoses, even considering the leading role of
the private sector in making such diagnoses,
shows the relevance of the public service offering
not only clinical treatment but also psychological
support and health education initiatives aimed at
the teenage population.

More than one-quarter (26.8%) of patients
older than 65 were diagnosed with actinic

keratosis or BCC, reinforcing the need for skin
cancer prevention measures in the country.
Interestingly, diagnoses of BCC predominated in
the public sector, whereas in the private sector
actinic keratosis was more frequent. This may
reflect the delay in diagnosis and treatment result-
ing from difficulties of access to the public sector,
as well as increased awareness of health problems
of the population that uses the private sector.

Tables 3.1, 3.2, 3.3, and 3.4 show the results of
this study, with the main causes of consultation
by age group [13].

An analysis of the profile of users in a referral
public dermatological service in the Northeast
region of Brazil, in the municipality of Fortaleza,
state of Ceard, evaluated the diagnoses of derma-
tological appointments, at both the first appoint-

Table 3.1 The main causes of appointments, up to
15 years of age

Up to 15 years

Diagnosis %

1 Acne 13,9
2 Atopic dermatitis 13,7
3 Warts viral in origin 82
4 Superficial mycoses 6,9
5 Dermatitis: eczema/dyshidrosis 6,5
6 Viral infections/molluscum contagiosum 5,1
7 Scabies 3,6
8 Seborrheic dermatitis 3,5
9 Contact dermatitis 3,1
10 Melanocytic nevi 3,0

Source: Brazilian Society of Dermatology, 2006

Table 3.2 The main causes of appointments, from 15 to
39 years

15-39 years

Diagnosis %

1 Acne 26,6
2 Pigmentation disorders 9.4
3 Superficial mycoses 8,0
4 Contact dermatitis 4,0
5 Seborrheic dermatitis 3,9
6 Melanocytic nevi 3,7
7 Warts viral in origin 3,3
8 Nonscarring alopecia/telogen effluvium 3,0
9 Androgenetic alopecia 2,2
10 Dermatitis: eczema/dyshidrosis 2,2

Source: Brazilian Society of Dermatology, 2006
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Table 3.3 The main causes of appointments, from 40 to

64 years
40-64 years
Diagnosis %o
1 Pigmentation disorders 11,6
2 Superficial mycoses 10,6
3 Actinic keratosis 8.8
4 Contact dermatitis 4,2
5 Seborrheic keratosis 4,0
6 Psoriasis 3,7
7 Melanocytic nevi 3,5
8 Seborrheic dermatitis 3,4
9 Basal cell carcinoma 2,9
10 Warts viral in origin 2,4

Source: Brazilian Society of Dermatology, 2006

Table 3.4 The main causes of appointments, 65 years
and over

65 ANOS e +

Diagnosis %

1 Actinic keratosis 17,2
2 Basal cell carcinoma 9,6
3 Superficial mycoses 8,2
4 Seborrheic keratosis 6,3
5 Epidermal thickening/xerosis 42
6 Squamous cell carcinoma 4,0
7 Pigmentation disorders 3,7
8 Contact dermatitis 35
9 Psoriasis 2,7
10 Bowen’s disease 2,3

Source: Brazilian Society of Dermatology, 2006

Chart 3.1 Distribution
of appointments, by
diagnosis (Source: Dona
Libania Center for
Dermatology, 2016)

ment and subsequent ones. Overall 9,110
consultations were carried out, and of this total
2,738 (30%) were for the diagnosis or monitoring
of patients with Hansen’s disease. This high fre-
quency of Hansen’s disease cases is justified
because the service is a national referral center
and the main center in the state for this condition
(unpublished data).

Among the other 6,372 consultations, exclud-
ing data on Hansen’s disease there is a relevant
incidence of psoriasis (19%), BCC (12%), vitil-
igo (11%), and acne (10%) (Chart 3.1).

These data reflect the chronic nature of dis-
eases such as Hansen’s disease, psoriasis, and
vitiligo, which require continued treatment. They
also emphasize the importance of diseases such
as acne and skin cancer as a public health
problem.

As already noted, the nosologic user profile
in dermatology depends on many variables such
as gender, age, skin color, socioeconomic status,
level of education, housing and hygiene, nutri-
tion, access to health services, and the region or
country where the appointment takes place,
among others. In addition, in public health the
demand for dermatology services is also influ-
enced by the resolutive capacity of primary
care, the efficient functioning of the system of
referral, and the response to referral by
specialists.

Acne
Basal Cell Carcinoma
Actinic keratosis

Eczema

Psoriasis
Vitiligo

Melanoma

Others

-
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Perspectives

The Characteristics of a Public Health
Dermatology Service

Considering the epidemiological reality in Brazil,
as well as the current stage of the organization
and the offer of dermatological services by the
Unified Health System in the country, dermato-
logical health actions planned and offered by a
public health service in a particular area should
seek to attain a resolutive capacity (human
resources, equipment, pharmaceuticals and bio-
pharmaceuticals, laboratory supplies) required to
treat the following priority diseases:

* Hansen’s disease

e Infectious and parasitic skin diseases of
childhood

e Sexually transmitted diseases/AIDS

e Skin cancer (clinical and surgical actions)

e Allergic dermatoses

e American tegumentary leishmaniasis

e Varicose eczema and other ulcerated lesions

e Superficial and deep mycoses

e Clinical dermatoses, such as acne: psoriasis,
vitiligo, collagen and genodermatoses
Therefore, the resolutive capacity of a public

dermatology service is linked to the basic activi-

ties necessary for the diagnosis and treatment of

such diseases. In addition, these activities should

not only include medical attention but also multi-

disciplinary care involving nurses, physiothera-

pists, occupational therapists, psychologists, and

pharmacists, among others. These activities are

summarized in Box 3.2.

Box 3.2. Activities of a Public Dermatology
Service

Medical appointments

Nursing appointments

Psychology appointments
Physiotherapeutic rehabilitation activities
Occupational therapy activities
Phototherapy

Dermatoscopy

Skin biopsies

Surgery of tumors

Noninvasive procedures

Simple dressings

Debridement

Histopathology tests

Bacilloscopy in dermal infiltrate
Mycology tests (direct and culture)
Hematology and biochemistry tests
Dispensing medicines
Immunobiological infusion

Beyond offering care actions a dermatological
health center should also be able to train primary
care professionals, providing them with resolutive
capacity when dealing with the most prevalent
diseases in each region. Such action is essential
to overcome bottlenecks and the overloading of
the specialized secondary care services.

Finally, it is fundamental that these services
maintain a constantly evolving research sector,
whether it is epidemiological, clinical, or opera-
tional, focused on overcoming the barriers to
public health in the area of dermatology.
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Impact of Preventive Campaigns
in Dermatology: A Brazilian

Experience

Maria Leide Wand-Del-Rey de Oliveira

Key Points Summary

* Concepts and practices of preventive
health campaigns, health promotion,
and health education

* Preventive Skin Cancer Campaign: rel-
evant historic aspects of Brazilian
Society of Dermatology initiatives

e Hansen’s disease: relevant historic
aspects of Brazilian government cam-
paigns and SBD participation

e Sexually transmitted infections and
acquired immunodeficiency syndrome:
relevant historic aspects of Brazilian
campaigns and preventive measures
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Introduction

Concepts and Practices of Preventive
Health Campaigns in Health
Promotion and Health Education

An important lesson regarding this subject in Brazil
was carried out in 1902-1906, through extensive
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campaigns against yellow fever, smallpox, and
bubonic plague, under the management of Oswaldo
Cruz [1]. It was supported by a compulsory vacci-
nation law initiated in the then capital Rio de
Janeiro, which authorized sanitary officials to enter
private residences for the purpose of vaccination, in
addition to other human rights violations. A conse-
quence was a historical popular revolt, also influ-
enced by a political period of conflict.!

By the end of the 1970s Bandura’s social cog-
nitive theory of self-efficacy introduced an
explanatory model of health behavior and a guide
for developing effective health promotion inter-
ventions [2]. This included four broad processes
through which efficacy beliefs operate: choice
behavior, effort expenditure and persistence,
thought patterns, and emotional reactions. Much
newer research of this theory, especially from
Maibach and Murphy in 2004 [3], concluded that
“no standard sets of domain specific self-efficacy
items [are] applicable to all people in all situa-
tions.” According to the authors, efficacy judg-
ments not only depend on specific behaviors but
also on the contexts in which they occur and the
type of population involved.

Over the past decades, health mass media
campaigns using mainly television, radio, hand-
outs, and more recently the internet exemplified
innovation as well as a subject for communi-
cation research [4, 5]. One derived hypothesis

'Some of these procedures have been revisited because of
emerging viruses.
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called the uses and gratifications pointed out the
limitations of the effects of current communi-
cation conveyed from its production source on
reaching the free-thinking recipient, who selects
the information according to his/her context and
motivation [6]. This theoretical approach makes

a connection between the mass communica-

tion process and the social context in which it

occurs, highlighting the communication flow
that allows for information to be shared across
social media and thus increasing dissemination

to more people [6].

More recently the mobile phone has played a
significant role in the rapid spread of information
and has started to be used in many health inter-
ventions [7]. One study concluded that interde-
pendence exists between mass and interpersonal
communication as sources of social influence and
the role of media dependency in shaping media
impact [8]. Another found a difference between
digital natives and their older counterparts [7].

An exhaustive mass campaign evaluation per-
formed by Backer and Rogers [9] in the State of
California State in 1988 resulted in a campaign
analytic framework considering 29 generaliza-
tions applied to campaign evaluations, some of
them transcribed here.

Principles for what works: use multiple media,
combine media and interpersonal strategies,
select segment audience, use celebrities to get
attention and entertainment programs to sus-
tain attention, provide simple and clear mes-
sages, emphasize positive behavior more than
negative consequences, emphasize current
rewards not distant negative consequences,
involve key power figures and organizations,
take advantage of timing, and use formative
evaluation.

To be considered in context: health care system,
schools (education background), family,
workplace, government, and community [9].

The same authors also highlighted the innova-
tion proposed by campaigns termed incremental
(short-term results) and preventive innovation,
whose results are expected in future health cam-
paigns. These recommendations have been
adopted in the national campaign; unfortunately,

however, the understanding that health education
and communication equates to the transmission
from health professionals of information that
aims to change the patient’s behavior still persists
in the health sector, including in academic
institutions.

Nevertheless, comprehensive studies brought
from popular educational experiences in Brazil
and all Latin America contributed to clarifying
the conception of health promotion, be it perma-
nent or continuous, in service education for both
health workers and the general population,? based
on teaching/learning processes and pedagogic
methodologies [10-12], as well as the experi-
ences generated by a popular educational pro-
posal from Paulo Freire, one principle being that
education means a critical understanding of real-
ity and dialogue [12, 13].

Bearing in mind these concepts, the first three
principles mentioned [9] in addition to the con-
text components found in different Brazilian
regions show that it is vital to emphasize the
importance of combining mass media propa-
ganda with small discussion groups in each com-
munity, which is particularly applicable to the
complex dermatological problems discussed in
this chapter.’

Creative initiatives in Brazil have been pro-
duced by regional sections of the Brazilian
Society of Dermatology (SBD) usually involving
local universities, such as study groups of sani-
tary dermatology, skin disease campaigns, and
educative booklets about prevalent skin diseases
to be used in health education activities, mainly
in schools or as a community action promoted by
the Annual Brazilian Congress of Dermatologists.

2From the Ottawa letter (1986) health promotion empha-
sized the social dimensions and the importance of five
essential strategies for achieving full health: public poli-
cies, healthy environments, reinforcement of communitar-
ian action, creation of personal abilities, and reorientation
of health services.

3The campaign practices in Dermatology usually combine
mass media propaganda and punctual patient examina-
tions to screen for skin cancer and Hansen’s disease,
which includes diagnosis and treatment of general skin
diseases. This could be optimized by communication and
health education activities and general health promotion
policy at the local level.



4 Impact of Preventive Campaigns in Dermatology: A Brazilian Experience 41

Also involved are health workers from basic
health system care training. In 2013 one of these
initiatives from Sdo Paulo, called GRAPE
(Permanent Support Group), was institutional-
ized by SBD to promote guidance in health edu-
cation and support to people suffering skin
diseases responsible for deteriorating quality of
life, such as psoriasis, vitiligo, skin cancer, blis-
tering skin diseases, alopecia areata, Hansen’s
disease (HD), and severe acne (www.sbd.org.br/
acoes/grape-sbd/).

The proposal is to replicate this project in all
Brazilian states, reinforcing an approach toward
social accountability. This is to be demonstrated
by the SBD commitment to provide a good qual-
ity of service and be mindful of assisting patients
in maintaining a good quality of life, stimulating
the civic engagement of its members through vol-
untary work, and pressurizing the state health
sector to meet their obligations, resulting in bet-
terment of the community.

The scope of this chapter includes the national
mass media campaigns triggered by the
Government specifically for infectious disease:
sexually transmitted disease, mainly acquired
immunodeficiency syndrome (AIDS), Hansen’s
Disease (HD) and degenerative diseases. The
Skin Cancer Campaign (SCC) was an initiative
of the SBD later implemented by the Ministry of
Health (MoH).

Current Status and Perspectives

Relevant Historical Aspects
of Brazilian Society of Dermatology
Preventive Skin Cancer Campaign

The prominent role of the SBD in conducting a
National Skin Cancer Campaign (NSCC) has
been well recognized since 1999 [14]. It is worth
noting that the SCC was introduced in 1988 by a
Rio de Janeiro SBD section under Professor
Jarbas Porto, and became a nationwide program a
decade later (www.sbd.org.br/a-sbd/institucio-
nal/historia-da-sbd/) [15]. Only in 2000 was a
specific formula to collect information from
diagnosed cases of skin cancer implemented and

welcomed by all Dermatology services [16]. The
first historical series of data consolidation carried
out in 2005 showed that of the 205,869 dermato-
logical examinations done in this period, 17,980
(8.7%) cases of skin cancer were diagnosed
(13,194 basal cell carcinomas, 2,482 squamous
cell carcinomas, 1,057 melanomas, and 1,247
other neoplasms). The ratio between sexes was
1.7, and unprotected sun exposure was not yet
perceived as an important health risk [17].

Currently the annual SCC is an institutional-
ized activity not only comprising the spreading of
information about the most prevalent and serious
skin cancers, but also giving specialized dermato-
logical assistance to spontaneous and stimulated
demand via thousands of voluntary dermatolo-
gists around the country as a component of the
National Program of Skin Cancer Control. The
latest statistics from annual campaigns by the
Dermatology Service can be found on the SBD
website: www.sbd.org.br/acoes/programa-nacio-
nal-de-combate-ao-cancer-da-pele/.

This potent program received the Guinness
Book certification in 17 June 2010 as the
biggest medical campaign performed in
1 day, called Day C (www.sbd.org.br/acoes/
dia-de-combate-ao-cancer-da-pele/).

In general, these events took place on the last
Saturday of November and involved hundreds of
health units in health education activities, assist-
ing all suspected cases of skin cancer as well as
other skin diseases, with those diagnosed referred
to be treated. Thus, the waiting list for this form
of medical assistance was reduced alongside
increased job training for young dermatologists
and primary health care workers. At local level
the assistance is usually provided by University
Dermatology Sectors in each state, with great
participation of dermatology residents, super-
vised by their professors [18].

Since 2009 the National Program of Skin
Cancer (NPSC) has included one roaming activ-
ity, The Skin Cancer Combat Truck, which has
been covering the entire Brazilian coast. This
activity was launched in Rio de Janeiro city in
December 2009 and is called Orange December.
This mobile health attendance vehicle has already
traveled 69,000 km, offering attendance to about
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16,000 persons living in 56 small cities in 22
states, where 1,500 skin cancer cases were diag-
nosed (www.sbd.org.br/acoes/tour-de-combate-
cancer-da-pele/) [19].

The Department of Oncology of the SBD is
responsible for all planning and execution pro-
cesses receiving technical support from the
Brazilian Society of Surgical Dermatology.
It involves 23 regional SBD sections plus the
country’s capital city in 24 metropolitan cities
(23 out of 27 states) and also in some munici-
palities of more populous states. Of course the
voluntary work of dermatologists should also be
acknowledged.

Also worthy of mention is the study group of
Melanoma-GBM (www.gbm.org.br), which has
spread updated information to associated derma-
tologists since 1998 through its delivered bulletin
and scientific national and international meet-
ings, with prolific scientific information on this
subject provided by its dermatologist and pathol-
ogist members in collaboration with the NPSC
activities [20]. All societies and group studies
linked to SBD exhibit skin cancer prevention
information on their web sites. A quiz test of skin
cancer risk is available on the SBD site with
guidance in accordance with the user’s results
(www.sbd.org.br/informacoes/sobre-o-cancer-
da-pele/calcule-seu-risco/).

On the web pages of the Brazilian MoH, the
cancer institute holds national data of all forms of
cancers alongside useful technical and basic
information to prevent skin cancer (http://www.
inca.gov.br).

The Impact Perceived by SCC

on Epidemiological Indicators

and Perspectives

The Brazilian MoH estimated for 2016 175,760
cases of nonmelanoma skin cancers (NMSC):
80,850 cases for men and 94,910 for women.
This is the most frequent cancer in men in the
Southern, Central Western, and Southeastern
Brazilian regions while in the North it is ranked
second. It is also the most common cancer in
women from regions in the Southeast, Central
West, South, and Northeast. NMSC has a low
death rate in contrast to malignant melanoma

(MM), which is estimated to produce 3,000 new
cases in men and 2,670 cases in women in 2016
and an incidence rate of 3.03 per 100,000 inhabit-
ants, more prevalent in the South (http://www.
inca.gov.br/estimativa/2016/) [21]. The compari-
son of these general data with the same MoH
estimate for 2005 indicates a low impact on pre-
ventive measures against skin cancer incidence,
around 60 per 100,000 inhabitants for NMSC and
3.04 per 100,000 for MM [22].

Research indicates that solar radiation is not
the sole influential factor in the genesis of cancer,
as skin cancer does manifest in the absence of
solar elastosis [23]. Despite the controversies
regarding the association of skin cancer with
other risk factors besides solar exposition of skin,
the campaign target is to increase awareness of
disease prevention through protection from ultra-
violet (UV) radiation. This consists in informa-
tion on early signs and symptoms of each kind of
skin cancer and its spread, and recommends
adoption of new practices or modification in job
routines, activities, sport, and so forth [24, 25].

Some studies to assess the knowledge about
skin cancer prevention and its association with
sun exposure and photoprotection were under-
taken mainly in South and Southeastern Brazil
where there is a predominance of European
ancestries. From a case-control study of 206 mel-
anoma patients in Porto Alegre conducted over a
3-year period from 1995 to 1998, Bakos et al.
concluded that light prototypes were more prone
to the development of cutaneous melanoma and
that the most important associated risk factor was
frequent sunburn episodes [26]. In a more r