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of Leprologists held in 1955, Dr. Ramanujam is said to have stated that he advocated 
the parenteral administration of the sulfone because in his experience relapses were 
not so frequent.-EDITOR.] 

J DDS TREATMENT BY INJECTION; A COMPARISON 

To THE EDITOR: 

Referring to my first report comparing the results of oral and parenteral DDS 
treatment [Leprosy in India 24 (1952) 130-132], in which the figures indicated that 
the parenteral method was the better one, I wish to say that further experience has 
corroborated that first impression. This has been shown by the results of a recent 
analysis of patients who have been receiving the injections for the past three years, 
comparing them with others given the oral treatment. 

Originally we used a 20% suspension of the DDS powder in refined coconut 
oil, but now a 10% suspension in hydnocarpus oil is used, the latter being some
what the less expensive. This less concentrated suspension is easily injected through a 
19 gauge needle, an important consideration when many patients are to be treated. 
Arachis (peanut) oil when tried gave more trouble with "depot" effects than the 
others, although they are seen with any suspension; it is heavier and more difficult 
to inject than coconut oil, but lighter than hydnocarpus oil. There is no pain after 
injection if the DDS is very fine; there may be some trouble in this respect with 
a coarse powder. 

The oily suspension is autoclaved in a bottle at 1200 C for one-half hour. For 
use, the bottle is fitted with a cork through which are passed one long straight 
tube and one short bent one. After shaking, the amount inimediately needed is 
poured into a sterile container from which it can be taken up by the syringe in the 
quantity to be injected. 

The subcutaneous route has been used exclusively, the injections being given 
twice a week. After the injection, the site is well massaged. 

In 1955 we gave a total of 47,141 injections to 3,375 patients (2,731 outpatients 
and 644 inpatients). I have compiled no comparative data since the time of the 
All-India Conference held at Puri in 1953, when we had had two years of experience 
with the parenteral method. The oral group then dealt with was the one which Muir 
had begun to treat in 1949; the last figures reported for this group (see below) were 
compiled three years later, when the number had been reduced by departures from the 
leprosarium and deaths from 119 to 83; the average period of treatment of these 
patients was 29 months. In 1950 I put 140 patients under the parenteral treatment, 
and at the time the Orissa report was prepared the 132 remaining patients had been 
treated for an average of 24 months. The results of these treatments were as follows: 

Condition of Oral Parenteral 
patients (av. 29 mos.) (av. 24 mos.) 

Negative 2 or 2.4% 4 or 3.0% 
Nearly negative 9 or 10.8% 4 or 3.0% 
Bacilli lessened 75% 7 or 8.4% 10 or 7.6% 
Bacilli lessened 50% 27 or 32.5% 34 or 25.7% 
Slightly improved 30 or 36.2% 68 or 51.5% 
Stationary 2 or 2.4% 7 or 5.3 % 
Worse 6 or 7.2% 5 or 3.9% 

Total 83 (99.9 % ) 132 (100.0% ) 

The following appeared in the conclusions of that report: "Parenteral use of 
DDS in oil suspension has been found better than oral use. In spite of equally 
quick absorption and equally high concentrations of the drug in the blood, injections 
for some reason give better results. The cost is much less if the trouble of injecting 
it is not taken into account." Our favorable opinion of the parenteral method has 
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been strengthened in the years since then, hence the large number of patients who 
were treated that way in 1955. 

P'urulia Leprosy Home and Hospital 
Purulia, Bihar, lnq,ia 

J LEPROSY CONTROL IN NIGERIA 

To THE EDITOR: 

A. T. ROY 
Medical Officer 

Some of those interested in leprosy control in Nigeria may not be familiar with 
the present political structure of the country, and find such words as "Region", 
"Province", and "Division" confusing. It also appears that some aspects of the 
organisation of leprosy control work are sometimes not fully understood, and I write 
now to clarify these matters. 

At the present time Nigeria is divided into three Regions, Northern, Western 
and Eastern. The Northern Region with a population of about 17 millions is very 
much the largest of the three in area, and some parts are sparsely populated. The 
Western Region, population about 7 millions, and the Eastern Region, population 
about 8 millions, together make up the southern part of the country, and population 
is dense, especially in the East. All three Regions have considerable autonomy, with 
a Federal Government responsible for external affairs and certain essential services. 

Each of the three Regions is divided into Provinces, and these again are divided 
ipto county areas or Divisions, which though they vary a great deal in size, make 
convenient administrative units, with a population varying between 100,000 and half 
a million. At the present time a number of boundaries are in a state of flux. 

Leprosy control is now organised separately in each Region, but experience gained 
through intensive work in the Eastern Region during the past 18 years has proved 
useful elsewhere. It is undertaken in some Provinces by Missionary Societies aided 
by Government grants, and in some heavily infected Provinces by the Government 
Leprosy Service, working in cooperation with Missionary Societies. In almost every 
case a Settlement is associated with a definite "Area" for which it is responsible, 
and although this "Area" often coincides with the Province in which the Settlement 
is situated, there are several exceptions to this. The essential point is the definite 
responsibility accepted by those engaged in this work to pursue active leprosy control 
measures throughout the al'ea based on each Settlement, and as a result, definite and 
often intensive control work is proceeding simultaneously throughout the greater part 
of the country. 

The success of this work depends on how close it gets to the people in each 
locality. It is not enough to provide treatment facilities under a tree by the road
side. The aim is to establish in every locality where it is needed, a definite centre 
in which the local community has a share of responsibility, and which a trained 
leprosy control worker can use as the local centre for his activities. These include 
not only the giving of free treatment, but propaganda, surveys, and follow-up work 
of all kinds. Many of these local centres are very simple in construction, but the 
casual visitor who witnesses treatment in progress does not see behind the scenes 
all the patient preparatory work that was necessary before the visible centre materi
alised, the friendly visits to the people, the breaking down of prejudice, the winning 
of their support so that they provided the site for their local centre, and so on. This 
approach is fundamental in leprosy control work in Nigeria, and is the secret of its 
prosperity. 

In the Eastern Region it has been found useful to associate local leprosy control 
centres with segregation villages for which the local community is also responsible, 
and which care for open cases from that locality only. 

Formerly, treatment consisted of injections of hydnocarpus oil, and staff neces
sary for this were established at every local clinic. The advent of oral DDS treatment 
simplified matters greatly, but it is worth placing on record that among the millions 


