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Changing trends in leprosy 
among patients attending a 
tertiary care institution

Sir,
Leprosy elimination was achieved at the global level in 
December 2000. India announced elimination of leprosy 
as a public health problem at the national level on 
January 30, 2006. Leprosy services were decentralized 
and integrated into the general health system.[1,2]

At the beginning of 2012, the registered leprosy 
prevalence globally was 181 941.[3] All areas other than 
the Americas and African regions reported an increase 
in the number of new cases detected annually.

In this scenario, we decided to conduct a retrospective 
data analysis on leprosy among patients who attended 

the out‑patient department  (OPD) of our institution 
during the period January 2003 to December 2012. 
The study was aimed at detecting any changes in the 
clinical presentation over the past decade with special 
reference to grade 2 disability.

Ethical clearance was obtained from the institutional 
ethics committee. All patients, who attended the OPD 
with the cardinal features of leprosy were included 
in the study. Demographic data, details of clinical 
features including leprosy spectrum and disease 
complications such as lepra reaction, investigation 
results and treatment received were collected from 
individual case records using a pre‑set proforma. In 
cases of relapse, data regarding the previous disease 
spectrum and treatment received were documented.

The number of patients who had developed grade  2 
disability at the time of initial presentation was 
documented yearly and the grade  2 disability rate of 
newly detected cases over the years was compared. The 
results were analyzed using Chi‑square test and any 
change in the disease pattern over the years was noted.

During the study period, 1143 of the 3,911,378 patients 
who attended the OPD of our institution were 
diagnosed to have leprosy. A  statistically significant 
decline was noted in new leprosy cases during the 
study period (P < 0.001). There were 394 females and 
749  male patients  [Figure  1]. Borderline tuberculoid 
leprosy was the commonest type of disease diagnosed 
throughout the study period. A statistically significant 
shift toward the lepromatous  (LL) spectrum was 
noted (P = 0.022). The most common age group affected 
was 16‑30 years. A shift towards a higher age group 
was observed during the study period (P = 0.01).

A total of 333 and 810  patients were prescribed 
paucibacillary (PB) and multibacillary (MB) treatment 
respectively  [Figure  2]. A  statistically significant 
increase was noted in the number of patients 
who required MB treatment during the 10  year 
period  (P  <  0.001). The study period also witnessed 
a rise  (though statistically insignificant, P = 0.15) in 
the percentage of smear positive patients  [Figure  3]. 
A statistically significant (P < 0.001) rise was observed 
in the rate of new cases with grade 2 disability [Figure 4].

One hundred and forty five (15.8%) of the 920 patients at 
risk developed type 1 lepra reaction. Thirty six (18.6%) 
of 194 borderline lepromatous and lepromatous patients 
developed type 2 reaction. No significant change was 
observed in reaction patterns during the 10 year period.
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Figure 1: Sex distribution among leprosy cases
Figure 2: Multibacillary and paucibacillary cases during the study 
period

Figure 3: Smear positive cases and total leprosy cases
Figure 4: Patients with grade 2 disability versus total leprosy cases

Sixty five  (5.7%) of the 1143  patients were cases of 
relapsed disease of whom 27 had received treatment 
for paucibacillary disease while 38 had received 
treatment for multibacillary disease. Six patients had 
received dapsone monotherapy previously but they 
could not be considered as relapses as they had not 
been treated with multidrug therapy.

A significant observation was the increase observed 
in multibacillary and smear positive cases during the 
10  year period, a finding noted in many other recent 
studies.[4‑7] A delay in diagnosis and initiation of treatment 
may have been responsible for this finding as well as the 
significant increase observed in new cases with grade 2 
disability during the later years of the study. The latter 
observation is in concordance with the Malawi study.[5] 
The post‑elimination relaxation in active case detection, 
might have contributed to these findings.

The major limitation of our study was the dependence 
on data collected from case records in a tertiary care 
institution which does not reflect the status of disease 
in the general population as more severely affected 

patients are usually referred to a tertiary referral unit. 
However, we cannot overlook the rise in proportion 
of patients with extensive disease in recent years.

We need to set up special surveillance units wherever 
leprosy services have been decentralized to monitor the 
efficacy of the existing system in early case detection. 
More epidemiologic studies are required to determine 
the prevalence of leprosy in the general population.
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Seroprevalence of syphilis and 
biologically false positive cases 
in a tertiary care center

Sir,
Syphilis remains an important cause of morbidity 
in India and is associated with other ulcerative 
sexually transmitted infections. Serology remains 
the mainstay of diagnosis of syphilis. Two categories 
of serological tests for the diagnosis of syphilis 
are currently available: cardiolipin tests like the 
Venereal Disease Research Laboratory  (VDRL) test 
and specific tests like the Treponema pallidum 
hemagglutination assay  (TPHA). The World Health 
Organization recommends the use of a combination 
of a non‑treponemal test and a treponemal test for 
screening and diagnostic purposes.[1]

However, at many centres, the diagnosis is made based 
only on the VDRL test resulting in misdiagnosis, under or 
over‑diagnosis due to the nonspecific nature of the test.

In view of this, the present study was planned 
to know the seroprevalence of syphilis and the 
proportion of biological false positive VDRL reactions 
by subjecting all reactive sera to treponemal tests like 
the treponema pallidum hemagglutination assay. 
A total number of 13008  patients attending the 
sexually transmitted disease  (STD) clinic, antenatal 
clinic  (ANC) and those referred by non‑government 
organizations  (NGOs) were included in the study 
period from June 2012 to March 2013. The patients 
referred by NGOs include female sex workers, men 
who have sex with men and transgenders.  Among 
13008 patients, 2537 were males, 10414 were females 
and 57 were transgenders.

Serum samples from all patients were screened for 
cardiolipin antibodies by the VDRL test using antigen 
obtained from the serologist to Government of India, 
Kolkata. VDRL‑reactive specimens were subjected 
to quantitative VDRL test with successive two-fold 
dilutions. All the sera reactive in qualitative VDRL 
test were examined for antitreponemal antibodies by 
TPHA test  (Plasmatec, UK).  VDRL and TPHA tests 
were performed according to standard procedures 
following manufacturer’s instructions.

The majority of the male patients belonged to age 
group  25 to  >45 yrs whereas the female patients 
included were of younger age,  (from 22 to 44 yrs). 
Most of the patients referred from Non Governmental 
Organisations were  <20 yrs age. VDRL reactive 
sera were divided into two categories, one having 
titre <1:8 and other one with titre ≥1:8 for evaluation 
of TPHA results and for assessment of biological false 
positives.

The overall seroprevalence of syphilis in the study 
group was 0.7%  (90/13008). Out of three groups, 
the seroprevalence was highest in male attendees of 
STD clinic  (1.42%). Almost equal numbers of male 
patients  (0.34%) and female patients  (0.35%) were 
seropositive. When analysed according to sub‑groups, 
there was a statistically significant difference by 
chi square test (P = 0.05) between the seroprevalence 
of syphilis in males and females. The  seroprevalence 
in males was 1.73%  (44 of 2537) and in females was 
0.4% (46 of 10414) which is comparable to the report 
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