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observation of the bacillus, Neisser in 1879 confined himself to describing
Norwegian preparations colored by means of a new method.
Richter speaks of "Hansen's unsuccessful attempts at proving conclusively that the bacilli seen by Hansen in 1873 in leprous skin were
indeed the cause of leprosy." Shortly after that, in connection with
Hansen's 1880 article [Virchow's Archivs 79 (1880) 32-42], he speaks
of "[Hansen's] unsuccessful experiments of 1873.... " The meaning of
that I am at a loss to understand. If he means that Hansen did not
cultivate the bacillus, or transfer the disease to animals, that is something which nobody has succeeded in doing yet. N eisser in 1879 did not
claim priority in finding and describing the leprosy bacillus; there is
not the slightest trace of polemics about this in his article. Nor is Hansen's
German publication of 1880 in any way polemical towards N eisser. He
gives N eisser full credit for the methods he had employed. On the other
hand, Hansen comments sharply on a Swedish physician, one Dr. Eklund,
who had visited Bergen just before N eisser did, and who on the basis
of preparations obtained from Hansen had described microbes from
leprosy patients as if they were his own discovery.
It is a disservice to Albert Neisser's memory when priority is claimed
on his behalf for a discovery he did not make, and did· not claim to have
made.
-R. MELSOM
[That the situation between Hansen and Neisser was not quite as serene as Dr.
Melsom believes it to have been will be seen from an article by Fite and Wade which
appears in this issue.-EDIToR.]
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KHANOLKAR CONCENTRATION STUDY

To THE EDITOR:

A statement which appeared as a footnote to an editorial in THE
JOURNAL [23 (1955) 194] suggests that our experience with the Khanolkar
concentration technique was limited to healthy staff members and one
patient with tuberculoid leprosy. In actuality the study was concerned
with the examination of specimens obtained from closed cases of lepromatous and tuberculoid leprosy. Healthy staff members of this institution
were not anxious to submit to the examination, and so only two controls
(persons without leprosy, not staff members) were included in the study.
The following is a summary of the work and findings.
A review of my notes indicates that 63 specimens were examined by
the Khanolkar concentration method during 1952 and 1953. Fifty-eight
were skin specimens obtained from closed cases of leprosy. In only 4
instances were acid-fast bacilli not found, while in 54 cases acid-fast
bacilli, from a few to several hundred, were found. Acid-fast bacilli were
not found in the specimens from the 2 controls, but in one of them
atypical organisms were seen. Three additional specimens were obtained
from the placenta and umbilical cord in a case of active lepromatous
leprosy. Acid-fast bacilli were not found in those tissues.
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The observations may be summarized as follows:
1.

2.

AFB
Typ e of Specimen
Skin Biopsy
A. Leprosy (all closed cases)
i. Lepromatous (apparently arrested)
ii. Tuberculoid
B. Controls (without leprosy)
Placenta (from active lepromatous case)
A. Maternal Surface
B. Fetal Surface
C. Umbilical Cord

found

AFB not found

54
27
27
0

4
3
1
20
1
1
1

a One specimen showed atypical organisms. Agreement by several bacter iologists
and pathologists that the organisms were not acid-fast bacilli.

I had not considered publication of the above findings, since I felt that
it was only one step in an evaluation of the concentration technique. I
believe, however, that the study did disclose that acid-fast bacilli, presumably Mycobacterium leprae, may be found readily in supposedly closed
cases of leprosy. I have felt that the study should be expanded to include
observation of household contacts and others in endemic areas and perhaps
a number of controls in nonendemic areas.
U. S. P. H. S. Hospital
ROLLA R. WOLCOTT, M. D.
Carville, La.
Clinical Director
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PERSISTENT PROBLEMS OF CLASSIFICATION

EDITOR:

There remain problems of classification which will have to be considered at the next leprosy congress, and for that reason- however
belated it may seem-I would like to refer to the two letters on the
subject, by Dr. Dharmendra and Dr. H. H. Gass, which appeared in
THE JOURNAL last year [22 (1954) 224-227]. In the opinion of representative Indian workers they were quite justified in certain of the
criticisms of the Madrid classification which they offered.
In the first place, the "simple" flat macules which at Madrid were
put into the same class with the elevated tuberculoid lesions should not
be there. That kind of simple macules should be grouped separately, and
the most suitable designation for them is "maculoanesthetic."
In the second place, the splitting up of cases with common clinical
manifestations due to nerve trunk involvement, and their distribution to
several classes, is equally objectionable. That can be done purely on
surmise, and therefore a given case would very likely be classified differently by different workers.
There is no indication of how a "pure neuritic lepromatous" case could
be differentiated clinically from a "pure neuritic indeterminate" case.
In both cases the lepromin reaction might be negative. Dr. Gass believes

