
CORR ES PO ND ENCE 

This department is provided for the publication of informal commu
nications which are of interest because they are informative or stim/M
lating, and for the discussion of co'ntroversial matters. 

I 
PIUOlUTY Rl~ ORAL DDS THERAPY 

To Tfm EDITOR : 
May I r efer to the letter of Professor Jacques Trefouel und er the 

above heading in THE J OUHNAL 30 (1962) 202-203 (1) ¥ 
Priority in publication of the r esults of oral treatment of leprosy 

with dapsone [DDS] should, as Trefouel claims, be accorded to Floch. 
An interesting footnote appears on p. 656 of an article by Lowe and 

Davey (2). It r eads as follows : 
"It now appears that the oral use of D.A.D.P .S. in leprosy or'igi

nated in 1948 in three different centres, each centre apparently being 
ignorant of the work of the others. The three centr es were, in Nigeria 
(Lowe and Smith), in Brazil (de Souza Lima), and in French Guiana 
(Floch and Destombes ). All three centres in 1949 issued and published 
accounts of their work. All have used roughly the same daily dose, 100 
mg. to 300 mg. All find it safe and clinically effective." 

Priority in the oral use of low-dose dapsone, although not in · the 
publication of results, should go to Lowe, for it was on October 4, 1948, 
that his fir st group of patients began their treatment. The r esults were 
tran smitted by Lowe to BELRA in his 1948 r eport. This report, of course, 
does not constitute "publication" in the accepted sense. 

In the early months of 1949, I gave dapsone orally in low doses to a 
small group of patients at the Yalisombo L eprosarium, B elgian Congo, 
but here again no "publication" of the results can be claimed. 

L eprosy Service R esearch Unit 
Uzuakoli, Eastern Nigeria 
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~ To THE EDITOR: 
I was interested in the letter from Professor Jacques Trefouel pub

lished in April-Jun e 1962 issue of T HE J OURNAL (l). I am glad to be put 
r ight on the priority of the use of diaminodiphenyl sulfone by mouth. I 
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was well aware of the work of Trefou el and Buttle on the antistrepto
coccal activity of DDS in mice, but r egret that I missed the pUblication 
of the early work of Floch and Destombes. 

Much water has flow ed under the bridge since these early days, and 
there is not much point in going back over past ground. I think it is 
true that many of us have had to r evise our early opinions, and one 
could not agr ee more with Spencer R eed (2, 'when he says, of orthopedic 
and plastic surgery, tha t "It is the neglect of the use of modern drugs 
that alon e has made thi s advance possibl e, giving the surgeons much 
fodder. " 

On the other halld, it is not always r ealized tha t the injudicious use 
of modern drugs in the reactional tuberculoid case (Leiker's low-r esist
ant tuber culoid ) , and particularly in the r eactional borderline case, may 
cause gr eater damage than withholding them, and it is the t ask of the 
physician to judge when to withhold them. On looking back at the letter 
by Reed r eferred to, I note that he had used as Iowa dose as 50 mgm. a 
week in " semi-advanced " lepromatous cases with favorable r esults. 
Certainly, all the experience wbich we have had during the past ten or 
fift een year s indicates that low dosages of DDS are effective, and that 
the maximum dose should never be more than 400 mgm. a week, and for 
many cases much smaller doses are indicated. 

There is one point in Trefouel's letter of which note may be made. 
H e states that I had "declin ed to admit that the activity of [Sulphe
trone] was due to the liberation of the parent sulfone" as if he dis
agreed although he did not say so. Much work during the past ten years, 
particularly that of Bushby and his associates, indicates that when a 50 
per cent solution of aqueous Sulphetr one is injected into the .body it is 
not broken down to DDS, but is transformed to a monosubstituted sul
fone. One of the amino-acid groups is fr eed and a substance called 
semisulphetrone is liberated, and this is an active principl e against 
M. lepr-ae. 

Two facts are clearly established: (1) the effi cacy of DDS in small 
doses in the treatment of leprosy, and (2) the necessity to use the less 
potent antileprosy drugs in order to tide over the difficult complications 
which arise from time to time in the treatment of the more .active lep
romatous and the r eactional tuber culoid and bord erline cases in which 
the damage is due to the tissue r esponse rather than the bacilli. The 
hyper sensitivity r eactions in these cases may have to be damped down 
by the mean s of adequate doses of the corticosteroids. 

To one who has been in leprosy work for close to 40 year , the prog
r ess that has been made is a matter for r ejoicing. There is at last hope 
that we are beginning to see the conquest of this ancient mycobacterial 
invader. Nevertheless, let us keep our balance so that the whole picture 
of leprosy may be brought into focus. 
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I t is r egr ettable that so few internists or phys icians a re willing to 
study leprosy, It is the surgeon ,,,ho has made the greatest contribu
tion to leprosy during the past decade, for he has apprcciatcd the 
value of r econstructive surgery in this disease, The fi eld now has largely 
been turned over to the surgeon and paramedical worker. By and large, 
the physician (internist) has not ye t fully appreciated the value of the 
study of leprosy for the olution of many basic fund amental r esearch 
probl ems in that disease. 

57.a .W impoZe S treet 
L ondon, W.l , E ngland 
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I 
GLOBI I N BORDlmLIN I~ LI~SIONS 

~ro THE EDlTOI~ : 

Regarding the question of whether or not globi are to be found in 
borderline lesions, much depends on what kinds of cases are classified as 
borderline, and about that I have noticed considerable differ ences of 
opinion among experienced leprologists. 

P er sonally, I distinguish between (a ) borderline cases on the tuber
culoid side of the spectrum, (b) typical borderline cases in the middle, 
and (c) borderline cases on the lepromatous side. I have compared the 
clinical pictures with the bacteriology, the lepromin r eaction and the 
histopathology. Although the differ ences are not always cl ear-cut, ther e 
certainly is a parallel. 

In Nigeria (and other W est African countries ) the situation is fur
ther complicated by the fact that ther e are seen so many leprosy lesions 
which do not fit into either of the polar types, or in the borderline 
group. They are not sufficiently elevated, i.e., infiltrated. Some people 
call them" low-resistance tuberculoid," to stick a s closely as possible to 
the international classification, while other s use the term" dimorphous 
macular." Anyhow, they have to be placed somewher e between (or out
side of) the polar types, but they are not borderline. 

In order to an swer the question about globi I have again gone over 
my sections from borderline cases. I have not found globi in any of the 
cases classified as of the A grade, i.e., borderline on the tuberculoid side, 
or in those from the typical borderlin e cases (i. e., B grade). There are, 
however, sections with globi- usually small- from cases which I r egard 
as till borderline but on the lepromatous side. It is true that- as a sur
prise-some cases which clinically seem to have gone far to the leproma-


