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Leprosy in children is a valuable marker of impact of programme. This study has been carried out to analyse
the clinical and histopathological characteristics of pediatric leprosy cases attending a tertiary health care
centre in South Kerala bordering Tamil Nadu. This is a retrospective, analytical study of pediatric leprosy cases
seen from 01 January 2007 to 31 December 2016 in the Dermatology out-patient department of Dr. Somervell
Memorial CSI Medical College, Karakonam, Trivandrum, Kerala. Seven of the 52 leprosy cases in this hospital
during this study period children (age group of 6 to 14), of which 6 were females. Two cases among these
were borderline lepromatous and the rest were indeterminate leprosy. Three patients had contact with
lepromatous leprosy (familial). Histopathology correlated well with our clinical diagnosis. Grade 2 deformity
was seen in one child, who had taken incomplete treatment earlier. While the number of cases reporting to
this centre may or may not reflect true epidemiological picture at population level, data may be used to plan
proper research cum intervention studies. The prevalence of childhood leprosy can be reduced if we are
vigilant and improve the surveillance of contacts, as 43% of cases in this study had a contact of leprosy in the

family.
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Introduction

Though leprosy has been eliminated from India in
2005, pockets of endemicity still remain. India
shoulders 65% of the burden of leprosy cases
world-wide accounting for a total of 1, 27, 334
cases of which 8.94% i.e., 11,389 were pediatric
cases. The state of Kerala in South India with a
population of approximately 34 million had a
total of 704 cases of leprosy as on March, 2015 of
which 5.4% ie. 40 cases belonged to the pediatric

agegroup (NLEP 2015-2016).

Dr. SMCSI Medical College is situated on the
southernmost tip of Kerala in Trivandrum district.
It is a tertiary care center serving the population
in South Trivandrum and neighboring Tamil Nadu.
It has been reported that the percentage of
pediatric leprosy cases in Kerala is comparable
to the national figures (Sachdeva et al 2010).
Thus this retrospective study of epidemiological,
clinical and histopathological aspects of all the
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pediatric leprosy cases that attended the der-
matology outpatient department of Dr. SMCSI
Medical College over a 10 year period may have
localaswellas widerrelevance.

Materials and Methods

A total of fifty-two leprosy patients presented to
the Dermatology OPD between 01 January 2007
to 31 December 2016, of these seven were in the
pediatric age group, below 15 years of age (Fig. 1)

All cases were diagnosed based on a detailed
history and clinical examination followed by skin

biopsy. All registered patients received WHO MDT
(Multidrug therapy) after being categorized as
multibacillary (MB) or paucibacillary (PB). All our
pediatric patients completed the required period
of treatment successfully.

Patient data was retrieved onto a predesigned
proforma with the following variables: age, sex,
history of household contact, presence/absence
of BCG scar, number of skin lesions, nerve
involvement, clinical classification, presence of
lepra reaction, slit skin smear in selected cases,
histopathologyin all cases.

HD - Adult/Children Ratio

M Children(<15 Yrs)

B Adults(>15 Yrs)

Fig 1 : Proportion of child leprosy cases in the study group

6 Months or less

7 Months to one year

More than one year

Fig 2 : Duration of disease prior to attending the clinic.
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Results

In this study, there was a female preponderance
in pediatric cases. The ratio of male: female was
1:6. Among adults (45 patients) there was an
almost equal sex ratio (21: 24, M: F) 57% of cases
(4) presented within 7 months to 1 year of
symptoms and signs. 2 (29%) presented to the
hospital less than 6 months of signs and
symptoms. Only 1 patient presented with more
than 1yearduration. (Fig. 2)

Lesions

Most cases presented with a single patch-PB
(5 out of 7). ie .71%. The rest (29%) 2 out of 7
had multiple lesions-MB (Fig. 3)

Among adults 31 out of 45 (69%) were MB while
14 out of 45 (31%) were PB (Fig. 4)

Pediatric

Fig 3 : Ratio of MB: PB in pediatric cases

Deformity

Grade 2 deformity (Rt, claw hand) was seen in
only 1 case pediatric case while in adults it was
8out of45.

Clinico-pathological Correlation

There was clinico pathological correlation among
5 out of 7 of the pediatric cases (Table 1). The
histopathological correlation of the case partially
treated is not relevant as it was partially treated).
Among adults there was a clinico pathological
correlationamong 31 out of 45 cases.

Family Contact

Family contact was seen in three out of seven ie.
43% of pediatric cases. Of these two were siblings
whose contact was their grandfather, a case of LL.
The third case of familial contact was the father

Adult

Fig 4 : Ratio of MB: PB in adult cases

Table 1: Clinicopathological correlation in pediatric cases

Histopathological
diagnosis
Indeterminate

Cinico-pathological
Correlation

Nil (partially treated)

SerialNo. Ageinyrs Sex Clinical
diagnosis

1. 13 Female BL

2. 7 Female Indeterminate
3. 8 Male Indeterminate
4, 9 Female Indeterminate
5. 11 Female BL

6. 14 Female Indeterminate
7, 6 Female Indeterminate

Indeterminate

Yes

Indeterminate Yes
Indeterminate Yes
BL Yes
BT Nil
Indeterminate Yes
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who was a case of LL. Among the adults five out of
forty five had family contacts.

BCG scarwas presentin four children.
Discussion

Pediatric leprosy cases in our study (13.5%) is
much higher than in the study conducted by
Sachdeva et al on childhood leprosy which was
5.1% (Sachdeva et al 2010). Our results are in
concordance with a study in South India by
Chaitra and Bhat (2013) (12.86%) and it is more
than in the study by Palit and Inamdar (2014)
(5.1-11.43%).

Our study is unique in that in these childhood
cases females outnumbered males (ratio of 6:1).
A literature search has revealed a male prepon-
derance in all other studies in India (NLEP 2015-
16, Sachdeva et al 2010 and Chaitra and Bhat,
2013). Most of our patients presented within one
year of onset of signs and symptoms. Kerala is
privileged to have one of the highest literacy rates
in India. Majority of the child cases were brought
to hospital in 7-12 months after signs were noted,
most being treated initially as Pityriasis Alba
elsewhere. Another very notable feature is its
healthy male to female ratio and the equal
importance given to the female child in a family.
This could account for the unique preponderance
of female patientsin our study.

Health care in Kerala compares with the best in
India. Most parents notably the mothers are
educated and therefore seek medical attention
for their children early during the disease.

Our youngest patient was 6 years old and the
oldest was 14 years old. This relative older age of
onset could be because of the long incubation
period of the disease. There has been a report
of a case occurring as young as 3 weeks of age
(Montestruc and Berdonneau 1954). Chaitra and
Bhat (2013) has reported the youngest leprosy
caseat3yearsof age.

Majority of cases presented with single lesions
(five out of seven patients) and were pauci-

bacillary. Single patch presentation was the
commonest sign which is similar to other studies.

A high degree of knowledge of the disease among
the publicand early detection could be the reason
for the higher number of paucibacillary cases.
Studies by Chaitra & Bhat (2013) and Sachdeva
et al (2010) showed paucibacillary predomi-
nance. The study by Palit and Inamadar (2014),
however, had 60 to 65% of multibacillary cases
and Jain et al had 95.8% of multibacillary cases
(Jainetal 2014) in their study groups.

There was only one case of grade 2 deformity
which presented as such at the time of diagnosis
itself and the patient was partially treated
elsewhere (Singal et al 2011 and Selvasekar et al
1999).

The proportion of intra familial contacts was high
in concordance with other studies (Jain et al
2002). All the contacts were multibacillary cases
(BLor LL). The risk of a person developing leprosy
is four times higher with extra familial contact and
nine times higher with intrafamilial contact (Van
Beers et al 1999). This emphasizes the need for
periodic screening of household contacts of
leprosy patients especially children.

None of our patients developed neuritis during
the course of treatment. Most studies have
shown a lesser incidence of lepra reactions in
children.

Clinico-histopathological correlation was seen in
all but one of child patients seen exclusively by
us. Another case which was partially treated
elsewhere also did not show clinico histopatho-
logical correlation.

BCG scar was presentin four patients. It is notable
that even a case of BL had a BCG scar. Though
previous studies have proved BCG vaccine to have
a protective effect in leprosy especially the more
serious forms of leprosy and even more in the
early decades after vaccination. (Merle etal 2010,
Behr et al 1999, Zodpey et al 1999, Zodpey et al
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2005 and Rodrigues et al 2007). Our study shows
that the effect of BCG will be partial only.

Conclusion

Our study showed a higher proportion of
childhood leprosy than the national or state
values. Childhood leprosy denotes active horizon-
tal transmission. Our only patient with grade 2
deformity is unfortunate in that she was the
only child who presented more than 1 year
after symptom and was partially treated
elsewhere. 43% of child cases having intrafamilial
contacts emphasizes the need for proper
screening of all contacts of leprosy, especially
multibacillary cases. Leprosy can also masque-
rade as the common pityriasis alba and
nutritional dyschromias. A high degree of
suspicion should be maintained for hypopig-
mented macules which do not resolve with
conventional treatment.

As the number of cases reporting to our tertiary
care centre is small it may not represent the
situation at field level. Based on trends observed,
it will be appropriate to plan proper research cum
action studiesin the population.
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