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EDITORIALS
Editorials are written by members of the Editorial Board, and opinions
expressed are those of the writers.
QUESTION OF OPTIMAL SITE FOR THE LEPROMIN TEST

Ordinarily the injection of the antigen for the lepromin test, as in the
case of the Mantoux tuberculin test and various others, is made into the
soft skin of the flexor surface of the forearm. That is the site used by
the original Japanese workers, and most others have used it in subsequent
years. It is of course the classical site of tuberculin testing.
Recently Aronson and Taylor 1 have reported that tuberculin reactions
in BeG-vaccinated persons are more localized if made in the thicker skin
of the deltoid region of the shoulder than in the usual place. In double tests
of 139 such persons, the deltoid tests gave 98 per cent positives, the forearm tests only 66 per cent; only 2 persons were doubtful (and 1 negative)
in the first instance, against 43 doubtful (and 4 negative) in the second
instance. With few exceptions the edema and redness were most sharply
defined and marked on the shoulder. The report is confined to the immediate observation, with no speculation regarding the testing of unvaccinated persons or the most favorable site for applying other intr acutaneous
tests.
This report brought to mind our own experience with the lepromin
tests in dogs sensitized by previous injections. Reactions to subsequent
tests in the thinner, softer skin of the belly were frequently-although by
no means always-less prominent and well-defined than those in the thicker, firmer 'skin of the chest. It also brought to mind the practice of certain
of the South American workers to make their lepromin injections into the
1 ARONSON, J. D. and TAYLOR, H. C. The relative sensitivity of the skin of the
forearm and shoulder to tuberculin. American Rev. Tuberc: & Pulm. Dis. 72 (1955)
242 (notes): (abstract in next issue).
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skin of the back, rather than the forearm. One of them Dr. J. M. M. Fernandez, was asked to comment on the matter, and his reply was printed in
the correspondence section of the last issue. (Page 475).
The main point made by Fernandez is that the "thicker, firmer skin of
the back is more suitable for the nodular type of reactions, like the Mitsuda
reaction," whereas~ontrary to the findings of Aronson and Taylor in
BeG-vaccinated subjects-he considers the thinner, softer skin of the
forearm better for reactions of the erythematoedematous type.
We have no knowledge of any comparative study of the matter. The
purpose of this note is to suggest that trial be made of such double lepromin
tests, one on the forearm and the other on the deltoid region of the
shoulder or somewhere on the upper back, in adequate numbers of individuals of various categories, to determine whether better, more clear-cut
reactions of either the early (Fernandez) or the late (Mitsuda) kind, or
both, will be obtained in the firmer, thicker skin than in the usual site.
-H.W.W.
WHAT IS AN "ACTIVE" CASE OF LEPROSY?

Among the terms met from time to time in the literature of leprosy
about the meaning of which there may be uncertainty there is one--not
important, perhaps, but nevertheless noteworthy-which could easily be
made precise by a little care on the part of the writer or editor, We
refer to the term "active" as used in designating the status of a case,
those of the lepromatous type usually being involved.
There are indications that workers in certain leprosy centers regard
their cases as "active" so long as they remain bacteriologically positive regardless of the status of the disease process, inactivity signifying only the
attainment of bacteriologic negativity. On that basis a case in which the
lesions had retrogressed until, clinically and histologically, they were little
more than residual would still be called "active" so long as any acid-fast
rods could be found. Is there justification for this point of view? Let us
wander a bit in other fields.
Take a village in a tropical countryside where malaria has not been controlled. There will, of course, be people sick of the disease, but most of the
inhabitants will be going about their daily affairs as usual. A survey team
comes along and finds a certain proportion of the school children with enlarged spleens, and thick blood smears from the farmers will reveal some
proportion of them to have parasites in the circulating blood. Those people
all enter into the malaria statistics, but are they active cases of malaria?
Take a person such as the writer of this note, or the reader of it, who
as a matter of routine or curiosity steps before an x-ray machine for a
chest film. A shadow is found, but the experts advise that it represents a
lesion sufficiently healed so that nothing special need be done about it. It
may be agreed that if the lesion were to be extirpated and cultures and
guinea-pig inoculations made the presence of bacilli might be demonstrated.

