
CORRESPONDENCE 
This department is provided for the pUblication of informal commun~ 

cations which are of interest because they are informative or stimulating, 
and for the discussion of controversial matters. 

~RAL VERSUS PARENTERAL DDS TREATMENT 

Here follow, in some instances in more or less condensed form, letters 
received in reply to questions asked several leprosy workers known to 
have had experience with field work with DDS, and others who have used 
the drug by injection. 

FIRST USE OF DDS BY INJECTION; RECOMMENDATIONS 

To THE EDITOR: 

How did it happen that I first used DDS in India, and how was it used? It 
began with the realization at Chingleput in 1945 that the sulfone derivatives then 
available would be very expensive for large-scale use, and that a cheaper form 
was needed. Early in 1946, when in Dublin, I learned that the Imperial Chemical 
people were using the inexpensive parent substance, DDS, in the treatment of mastitis 
in cows, and I got in touch with them. As a result I took back with me later that 
year a 25% suspension of DDS in arachis (peanut) oil, and after preliminary trials 
set up an experimental treatment group early in 1947. 

At that time there was no guide as to dosage, but to hit the leprosy bacillus 
hard I used as the starting dose 5 cc. of the suspension, or 1.25 gm., twice a week. 
Buttle, I think it was, had warned me not to give the drug by mouth because of 
its toxicity, and that was for tunate because with that dosage there might have been 
fatalities. Given as it was by the subcutaneous route, it caused severe anemia in 
several cases and psychosis in a few; I saw no severe hepatitis until I used it by 
mouth some years later. Before Lowe started his work in Nigeria he asked me 
about my experience, and I conveyed to him Buttle's warning about using DDS by 
mouth. However, he chose that route, in smaller dosage, with successful results known 
to everyone. 

At the same time in 1946 I took back to India some sUlphetrone crystals and began 
to use it also by injections, at the same time as did Dharmendra and Chatterjee inde­
pendently, although they used the tablets-grinding them up and making a 3 per 
cent solution. After first trials I decided that it should be used as an oily suspension, 
thinking that an aqueous solution would be excreted too rapidly; this was reported 
at the Havana congress. However, because of the difficulty of injecting the suspen­
sion I returned to the solution (50% ), and later with the aid of Bushby showed that 
that drug was not · broken down to DDS in the body, an observation which he sub­
sequently confirmed. 

My present position regarding the choice of sulfone and the routes of adminis­
tration Jillay be summarized as follows: I advocate oral DDS as routine for inpatient, 
treatment and under controlled conditions; parenteral DDS for outpatient work, and 
where supervision is difficult or impossible. However, in severe reactions or very 
active lepromatous cases, where DDS is not well tolerated, I prefer injections of aqueous 
sulphetrone, it being practically atoxic because it is broken down in the body to a 
monosubstituted sulfone, called "semisulphetrone." 

In "bush" therapy, if treatment is to be given twice a month at most, the parenteral 
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suspension of DDS should be the drug of choice. Sulphetrone would be excreted too 
quickly, and could not be given less often than once a week. 

As for the choice between subcutaneous and intramuscular routes for DDS injec­
tions, I prefer the former. With hydnocarpus oil it was found to be easier and less 
liable 'to give trouble with semiskilled personnel. A subcutaneous abscess, whether due 
to infection or to simple lack of absorption, is easier to deal with than one which 
results from intramuscular injection. This preference extends also to sulphetrone 
injections, for a 50% solution is hypertonic and I do not like to put a hypertonic 
solution into a muscle. 

llA Weymouth Street ROBERT G. COCHRANE 
London, W. 1, England 

/ BEGINNINGS WITH DDS IN FRENCH GUIANA 

To THE EDITOR: 
You have asked how it was that I began to use the mother sulfone, DDS, in 

the treatment of leprosy during a period when the more complex derivatives were 
being used. 

At the time of the Havana congress, early in 1948, I was on vacation in France. 
Before that I had had correspondence with M. and Mme. Trefouel, and with M. Rist, 
all of whom knew about DDS but did not know that sulfones were being used in 
leprosy. I had decided when in France to explore the possibilities of using the "active 
nucleus" of those drugs, as Rist had used it in tuberculosis, and so consulted him 
and the Trefouels. As a result, the drug house Theraplix provided the substance in 
forms suitable for oral and parenteral use, and work with them was started when I 
returned to Cayenne. 

As requested, I have inquired of Theraplix whether the graded crystals of DDS 
which I have used in suspensions prepared by them can be purchased in powder form, 
to permit making suspensions as desired in coconut oil or other vehicles; and also 
how they prepare the crystals. They have replied that they are not in a position to 
supply the graded crystals except in prepared suspensions, nor can they give out 
information about how the crystals are prepared. 

Finally, the designation "12/ 10" applied to needles means 1.2 millimeters. The 
full specification is 5/ 12/10, that is, 5 centimeters long and of the diameter indicated. 

Institut Pasteur H. FLOCH 
de Guyane Fran<}aise Director 

CaYjnne 

COMPARISON OF ORAL AND PARENTERAL DDS TREATMENT 

To THE EDITOR: 
Your inquiry about my "experience and convictions" concerning the results of 

parenteral DDS treatment of leprosy in outpatient work referred to a statement 
I made at a recent meeting in favor of that method because of infrequence of relapse. 
The basis of that statement will appear below. 

For background, it should be said that here in the Silver Jubilee Clinic the 
parent sulfone, DDS, was first used by subcutaneous injections in March 1947, by 
mouth in January 1949. In total, 233 patients have received the oral treatment, 
and 85 the injections. The dose by mouth has been 100 mgm. per day (700 per week), 
and by injection 500 mgm. per week or fortnight in a 25% suspension in coconut oil. 
The following evaluation is based on 44 cases of the former group, and 53 of the 
latter, eliminating cases that discontinued treatment or that were changed over 
from or to other drugs. 


