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24-month regimen for HSP MB cases, Dr Van Brakel considered that it is unethical to treat such patients 
with the shortened regimen, and proposed to continue treating all MB patients with the 24-month 

regimen.3 Many of us heard the same criticism when MDT was first introduced in the early 1 980s, and 
again, when the fixed duration, 24-month regimen was recommended in the early 1 990s. 

I am pleased to learn that our report of the correlation between high relapse rate and high initial BI of 

patients4 caught the attention of Mr Lynch and Dr Van Brakel and their colleagues in Nepal, and was a 
source of concern to them. However, if our observation was valid, even the 24-month regimen may be too 

short to prevent relapse among MB patients with high initial Be should this be the case, is it 'ethical' to 
propose continuing the 24-month regimen for all MB patients? I am disappointed that, 4 years after it was 
reported, the correlation between relapse rate and bacterial load has yet to be confirmed or denied by other 
investigators. Because they are dealing with a significant number of MB patients with high initial BI, both 
Mr Lynch and Dr Van Brakel could provide valuable information regarding this issue. 

Shortened MDT regimen may be associated with higher relapse rate, and one of the objectives of 
chemotherapy research is to identify the shortened possible duration of treatment without significantly 
compromising its efficacy. After the publication of the Seventh Report 7 of the WHO Expert Committee 
on Leprosy, in terms of duration of treatment, there are two alternative regimens for MB patients, either 
12 or 24 months. For individual national leprosy programme, the final choice of the regimen is the 
responsibility of the national authorities, particularly the programme managers. To avoid unnecessary 

confusion in the field, whenever possible the two MB regimens should not be employed simultaneously 
in the same programme. Whatever the regimen being implemented, detection and treatment of relapse is 

always part of the daily activities of the national programme, and should be incorporated in the training, 
case-holding, supervision and monitoring. On the other hand, relapse is almost unavoidable after 
treating hundreds and thousands of patients with MDT. All of us should fully accept the few relapses 
that may occur from patients with a high initial BI and treat those patients who do relapse with a further 
course of MDT, l and there is no reason to exaggerate the consequence of relapse in leprosy. 
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Erratum 

In the original Letter to the Editor 'Proposal regarding MB MBT' ,  by W. H. Van Brakel 
(Leprosy Review 1 999; 70: 70-72), an error was made when drafting the text. We apologize 
for this error, and for any confusion caused, and reproduce here the correct version of the two 
paragraphs affected. 
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'Dr Lynch draws attention to the Institut Marchoux Study, which reported on the increased 
rate of relapse even with the previous 24-month regimen. In addition to the possible increased 
risk of relapse, highly smear positive patients are likely to have a much increased risk of ENL 
(or type 2) reaction once the clofazimine component of MDT has been withdrawn. We have 
also observed this after the introduction of the current 24-dose fixed-duration treatment. 
Before the introduction of clofazimine, the cumulative incidence of ENL was up to 25% in 
BL and 50% in LL patients. Thanks to clofazimine these percentages have now been more 
than halved. It is well known that such reactions can lead to irreversible nerve damage, 
blindness and other severe impairments. 
The argument put forward in some WHO publications in favour of reducing the duration of 
MDT for all MB patients has been that highly smear positive (HSP) patients are nowadays rare. 
There are three flaws to this argument. First, relapse from leprosy is not like relapse from other 
infectious diseases, such as amoebic dysentery or even malaria. Each leprosy relapse could 
spell social disaster for the person involved and also for their whole family. Second, the success 
of the MDT campaign is partly due to the trust that has been built up in the 'community' , that 
leprosy can be cured. Often new cases present because they have heard that leprosy can be 
cured from others who have (had) the disease. An increased frequency of relapses could 
jeopardize this trust. Third, and most importantly, ME patients are most likely to relapse with 
multibacillary disease. It may take years in individual cases before the diagnosis of relapse is 
made. All the time they may be a source of infection in the community, creating a new pool of 
infection at a time when the battle against leprosy might otherwise have been in its final stage' 




