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USE OF PREDNISOLONE BLISTER PACKS IN THE FIELD 

Editor, 
The leprosy control programme of the All Africa Leprosy, Tuberculosis & Rehabilitation Training 

Centre (ALERT) has been treating leprosy reactions with corticosteroids at the field level for over 10  

years. Over 1 50 cases of  leprosy reactions (both type 1 and type 2)  are diagnosed and receive treatment 
every year. We have tried to improve the ways in which steroids are given out and monitored. ! 

During this time, prednisolone tablets of 5 mg have been used. Although our 70 field staff are well 
trained and experienced, handling the loose tablets is time consuming and miscalculations have been 
observed on occasions. It is unknown how often the patients made errors in taking the tablets at home. 

Blister strips have been used for many years for oral contraceptive pills and for multiple drug 
therapy (MDT) in leprosy; they are beginning to be used for the treatment of tuberculosis in some 
programmes? It has generally been difficult, however, to demonstrate any direct medical benefits from 
their use, for example, increased patient compliance; the reasons for their introduction have mainly been 
operational and logistic, rather than therapeutic.3.4 Recently, improved patient compliance and other 
operational benefits have been demonstrated using blister-packs for the treatment of malaria in South­

East Asia.5 

In 1998 with the help of the Netherlands Leprosy Relief (NLR), prednisolone blister strips were 

provided for use in the ALERT field programme. Each blister strip has 14 tablets of the same strength, but 
different blister strips have different strength tablets according to a colour code; the patient always takes one 
tablet a day, but the dose decreases according to a fixed schedule. 

We have interviewed most of our leprosy field workers and some patients, and the following 
advantages were mentioned: 

• Easy handling of the drug both by the health workers and the patients. 
• Patients find it easy to follow the instructions and remember the daily dose. 
• Tapering of the dose is easy; the blister strips are marked with different colours to indicate the dose 

and it is simple for the patients to shift from one dose to the next. Patients from further away need not 
come to the health unit for instruction to reduce the dose every 2 weeks. 

• Easy monitoring of the utilization of the drugs by the patient. Patients are requested to come back with 

each empty pack. 

• The loose tablets were sometimes damaged after dispensing, but this complaint is rare with the blister 
packs. 

• Expiry dates are easily checked. 

The Ethiopian National Guidelines indicate that for paucibacillary cases, the dose is reduced every 2 
weeks through the following doses: 40 mg, 30 mg, 20 mg, 1 5  mg, 10 mg and 5 mg. The course lasts for 
1 2  weeks and corresponds to one box of six blister strips. For multibacillary cases each stage lasts for 28 
days, so that two blister strips of each strength are needed. This caused some confusion initially. 

While the cost of the blister strips is slightly more than the loose drugs, the advantages mentioned 

above are considered to be well worth it. On the other hand, the blister packs could be further improved 
by adding a calendar on the back of the strip, which would serve as a reminder for the patients, as found 
on the blister packs of MDT. 

The ALERT leprosy programme is in the process of being integrated into the basic health services. 
This entails the management of reaction cases by less experienced general health staff and it is 
anticipated that the blister strips will make it easier for them to do this correctly. 
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MULTIDRUG THERAPY: REPLY TO LETTERS 

Editor, 
Exactly 1 year after publication of my Editorial, 'Why multi drug therapy for multibacillary leprosy 

can be shortened to 1 2  months, ! in Leprosy Review, two 'Letters to the Editor
,2.3 related to my Editorial 

appeared in the June 1 999 issue. I would like to reply to these letters. 
It is correct that, as Mr Lynch2 has pointed out, an article of which I was a co-author proposed 

prolonging the duration of MDT for those MB patients who had an average BI 2: 4·0 before MDT.4 

This proposal was based on our observation that the risk of relapse was closely correlated with the 
bacterial load of the patient, and was significantly greater among patients with BI 2: 4·0 before MDT or 

2: 3·0 at the end of MDT.4 The proposal was logical, but we knew that it was not feasible. On the other 
hand, Mr Lynch completely ignored our alternative proposal, which was also presented in the same 

article . We concluded that, from an operational point of view, it is not necessary to introduce a lengthy 
duration of MDT for a small number of special cases;4 we thought that MB patients with an initial 
average BI 2: 4·0 are relatively few, that, in the great majority of relapses, the patients' organisms would 

remain susceptible to rifampicin and clofazimine, and that tremendous efforts to upgrade the quality of 
skin-smear services for detecting patients with a BI 2: 4·0, would be required. For these reasons, my 
colleagues and I did not recommend prolonged duration of MDT for patients with an initial high BI in 
an article5 published separately. 

Although I continue to believe that the potential risk of relapse is higher among patients with an 
initial BI 2: 4·0, I have no reason to challenge the low relapse rates reported by control programmes.6 In 
fact, we attributed the low relapse rates to the small proportion of patients with BI 2: 4·0 in the field.4 

With respect to the WHO/CTDILEP/94. 1 document,6 because the average duration of follow-up 
was relatively short at the time this document was published in 1 994, it was, of course, necessary to 

emphasize the need to interpret the findings with 'great caution
,
.4 However, by the time I prepared my 

Editorial 4 years later, no significant increase in the relapse rate had been observed. Was it not then 
reasonable to quote the document as one of the references demonstrating a low relapse rate from routine 
control programmes? 

Various adjectives, e.g. 'relatively few' ,4,5 'rare' ? and 'relatively scarce' , ! have been employed to 
emphasize the fact that patients with a high initial average BI are few. Both Mr Lynch and Dr Van Brakel 
disagreed with this assessment. Mr Lynch2 stated that, among the MB cases registered in the Dhanusha 
District, almost 10% had a BI 2: 4·0. However, there is a difference between registered cases and 
previously untreated cases. If he were to demonstrate that 10% of the newly detected and previously 
untreated MB cases in the Dhanusha District have an average BI 2: 4·0, I would certainly agree with 
Mr Lynch that such a frequency is not 'relatively scarce' or 'rare' ; in this case, the adjective 'relatively 
few' appears more appropriate. 

Dr Van Brakel also stated3 that high smear positive (HSP) patients are not rare, but his definition of 
high smear positivity is > 3 +, a value approximately 10% of our cut-off point, 2:4·0. It is not possible to 
compare the numbers of patients at risk employing two so different criteria. 

Because of the lack of evidence showing that 1 2  months of MDT is as efficacious as the standard 




