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than one in millions. In this country, as elsewhere, some
persons suffering from leprosy may have not yet been
diagnosed. In addition, there are certainly some who are in
the symptomless " silent" phase of the disease, which is
undetectable by any means at present available. Nothing is
known with certainty about healthy carriers of leprosy bacilli.
Much of the criticism of " Whitehall secrecy " is directed

towards the advice given to medical officers of health that
they should maintain strict confidentiality regarding all
persons suffering from leprosy and avoid reference to it in
their weekly statistical return to the General Register Office.
The confidentiality is necessary in the interest of the patients
as well as of the community.7 The smaller the locality in
which information about the number of leprosy patients is
made public, the greater the chance that the individual patient
will be identified by some irresponsible person. And identi-
fication, even in Britain in 1969, may, because public fear of
leprosy is greatly exaggerated, result in grave distress to the
patient and his family. Leprosy is one of the least con-
tagious of the communicable infections. Moreover, even in
conditions predisposing to transmission, the vast majority
of persons living in this country would probably prove refrac-
tory to it. Only about 1% would develop progressive
lepromatous leprosy, these persons being congenitally
incapable of lysing Mycobacterium leprae. Any relaxation of
confidentiality might result in concealment of the disease,
particularly in its early, easily curable, and relatively non-
contagious stage.
Not all persons suffering from leprosy can pass on the

infection. In fact, those with indeterminate and tuberculoid
leprosy may be regarded administratively as "closed";
scanty and non-viable Myco. leprae are found only after
prolonged search of serial sections of skin. Patients with
lepromatous or intermediate (borderline or dimorphous)
leprosy are rendered non-contagious after a few months of
treatment with standard drugs. The lesions themselves, like
the non-viable bacillary debris, may take years to disappear,
but the patient is no longer contagious. Deformity is no
indication of activity of the disease, and the discharge from
neuropathic ulceration of the extremities rarely contains
viable leprosy bacilli. In general, the more obvious the lesions
the less contagious the patient.
When a geographic history is taken, so important nowadays,8

southern Europe and the Mediterranean islands must be
remembered as being within the endemic zone. Then leprosy
must be thought of as a possible diagnosis in any atypical
dermatosis, especially if non-irritating, and especially if it
fails to respond to a standard treatment, and in any disorder
of the peripheral nervous system. Prodromal symptoms may
be suggestive, especially localized, recurrent, or persistent
paraesthesiae. The earliest signs are usually some incon-
spicuous and symptomless changes in a localized area of skin.
If in a hypopigmented skin lesion there is some sensory loss
(to light touch, temperature, pain in that order) or impair-
ment of sweating, the diagnosis is virtually certain. If in a
suspected lesion there is no sensory impairment, a slit-smear

preparation will generally show acid-fast organisms, perhaps
in globi. Peripheral nerves at sites of predilection" 10 are
often enlarged, hard, and tender, even in the early stages.
Examination of sections of skin, suitably stained," is con-
firmatory. (Past histopathological diagnoses of " sarcoidosis "
should be critically reviewed, and pathognomonic lymphocytic
infiltration of nerve fibrils sought.) The classical signs of
the fully developed disease need no emphasis. The lepromin
reaction is almost valueless as a diagnostic aid, however
helpful it may be in prognosis and classification.

Close contacts should be examined every three months or
so for several years. While the precise protective value of
B.C.G. vaccination in leprosy is still a matter of dispute, some
investigations suggest that it may enhance potential reactivity
to mycobacterial antigen and hence protect up to 80% of
exposed children; so it should be offered to child contacts.
Prophylactic dapsone need not be given in addition. Too
many myths still surround this disease, and doctors have an
educational task to allay the anxieties and apprehensions of
the public.
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Ex-addict Hostel at Lewisham
Last week the planning committee of Lewisham Borough
Council gave permission to the Community Drug Project for
a Victorian mansion, formerly a nurses' home, to become a
hostel for 20 recovered narcotic addicts. These people will
-have been through hospital treatment and shown a sincere
desire to co-operate. Planning permission was granted subject
to review at the end of two years. The Ministry of Health
in 1967' recognized the need for special hostels to aid in
the rehabilitation of heroin addicts, and the idea was endorsed
in the 1969 report of the Advisory Committee on Drug
Dependence.2 3 But making the hostels a reality seems to
have been hampered by difficulties over planning permission,
though there are now several valuable schemes afoot for
opening hostels outside London.

Lewisham's decision was courageous and made in the face
of some local opposition. The opposers quoted paragraph 39
of the Advisory Committee's report on rehabilitation,' claim-
ing its recommendations had been that such hostels should
not be sited in inner London but " in the outer suburbs or
as much as twenty to thirty miles from London." On this
basis it was claimed that the Home Office recommendations
were being flouted and that the proposed siting constituted
a serious threat to the neighbourhood. Pushers would be
attracted, and the hostel residents (or relapsed ex-residents)
would themselves introduce local children to drugs. The
sponsors of the scheme gave as their reason for preferring an
urban situation the argument that most young ex-addicts are
by origin city dwellers, and therefore rehabilitation for them
could not mean rustic pursuits. The sponsors also claimed
that the hostel, as they planned to run it, posed no threat to
the community.

1 Ministry of Health Memorandum F/D121/11, 15 November 1967.
2 The Rehabiltation of Drug Addicts, Report of the Advisory Committee

on Drug Dependence, Home Office. London, H.M.S.O. 1969.
3 British Medical 7ournal, 1969, 2, 331.
' Rosenthal, M. S., in Scientific Basis of Drug Dependence, ed. H.

Steinberg, p. 395. London, J. and A. Churchill. 1969.
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Lewisham's reasons for finding in favour of the project
seem to have been several. Full quotation from paragraph 39
of the report2 puts an important gloss on its siting recom-
mendations, for the last sentence states that the out-of-London
idea is " a tentative view and we should not like these views
to hinder any particular project." The Department of Health
seems to have made its own views plain by direct com-
munication with the Lewisham planning committee. The
committee presumably also found persuasive the rigorous
safeguards on which the hostel's organizers themselves insist:
ex-addicts will be highly selected; for the first part of their
residence they will work entirely within the house and in the
next stage go out only when accompanied; urine testing
will supplement other methods of control ; staffing will be
adequate. They must also have accepted the sponsors' con-
tention that pushers were unlikely to risk showing their faces
around the hostel when such ready markets are to be found
elsewhere. The planning committee may perhaps also have
been reassured by the fact that all three trustees of the
Community Drug Project had on occasion been called on to
act as consultants or expert advisers on drug dependence to
the World Health Organization. American experience, which
in this instance appears relevant, shows that such hostels have
worked safely and acceptably in New York.4

Though there is no reason to suppose that this rehabilita-
tion hostel can do any damage to the district, it understand-
ably worries some of its future neighbours. Clearly a prime
duty, therefore, of a body calling itself a Community Drug
Project is not only to run its hostel on first-class lines but also
to educate the members of the community in which it stands.
Rehabilitation of addicts may have been the immediate
content of the debate at Lewisham, but issues underlying the
whole idea of community health have in the last few weeks
been worked out there, and these issues will continue to be.
worked out during the months to come.

Vagrancy Syndrome
The yearning to get away from it all to a desert island lingers
on in most of us to an age when we have long ceased to
believe the dream could possibly come true. But there it
remains at the back of the mind, a vision of a better, simpler,
nobler life, of man without chains, of free and just con-
course. And it would be a mistake not to recognize that
something of this universal myth may animate at least some
of the hippies who are camping out in London houses at
present. It seems a far cry from the Golden Age to assaults
on the police and public with knives and stones, but through-
out the ages there has been a dark side as well as a bright
side to the coin of idealism.
The myth is worth some attention because there is a

natural tendency to think that the hippies have had a tragic
upbringing in bad homes in the sort of families that are a
perpetual problem to the local authorities' welfare services.
Some doubtless do have a background of this kind, but many
apparently do not. They come from " good " homes where
a modest affluence has been attained by an unremitting
endeavour that the hippie cannot bring himself to emulate.
In so far as this is true the Welfare State is singularly ill-

equipped to cope with the problem, for the hippie rejects its
underlying philosophy, though he is sometimes willing enough
to grab what it hands out. The idea that social services
should provide specific help to the weaker members of the
community so that they may play a full and fruitful part
in it to the best of their ability is repugnant to a person
convinced that the community is not his scene at all.

Yet most hippies are not quite the drop-outs they pretend
to be. The general run of them continue to court a relation-
ship with the community they profess to despise. A negative
transference seems to be what they seek and enjoy. If the
community can help to transform negative to positive, rejec-
tion to acceptance, it may help itself as much as the hippies
in questioning some of the false values in its structure against-
which the hippie life is a reaction. Buried beneath the
rubbish there is probably something to be learnt about the
failings of society.

Have We Got Stuck?
Better food, better housing, and better medicine continue to
improve the health and lower the death rate of people in the
first half of life. But for some years it has been evident that
in Great Britain the expectation of life at age 65 is not much
different from what it was some decades ago. Like other
observers of this phenomenon-to be seen also in man's
domestic animals-Sir Solly Zuckerman is impressed by the
thought that there may be a natural span of life characteristic
of each species and unlikely to change, at least in the fore-
seeable future.

In a Maurice Bloch lecture delivered earlier this year at
Glasgow University and now published as a pamphlet' he
speculates on some ways in which medicine is likely to
advance up to A.D. 2000 and a bit beyond. Being a man of
science rather than a visionary he relies a good deal on making
reasonable inferences from what we know today, and the
picture he sees is of general improvement in health rather
than any notable increase in the average life span. We seem
to have got stuck, he says, somewhere round threescore years
and ten, females enjoying an additional five years. And he
notes that though the United States is very much more lavish
in her expenditure on medical research than we are the
expectation of life there is decidedly lower.

This discrepancy must be partly due to differences in the
practical application of medical knowledge. He considers
priorities, for instance, in the use of such " new far-reaching
ideas in medical practice " as kidney machines, heart trans-
plantation, and some " immensely costly" aspects of bio-
engineering. The B.M.A. Planning Unit, he remarks, has
told us that though renal transplantation costs about £6,000
a patient it is a " better investment " than long-term dialysis.'
Whether the B.M.A. is right, " or indeed justified in using
the term ' investment,' " he does not know, but he says he
" cannot envisage a National Health Service being encour-
aged to grow at a rate which could cater for these develop-
ments on any wide scale."

Zuckerman, Sir S., Medicine and Tomorrow's Community, 1969.
Glasgow, University of Glasgow.

2 Priorities in Medicine: Statement by B.M.A. Planning Unit, British
Medical 7ournal, 1969, 1, 106.
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