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Observations in 11 patients
with leprosy and human
immunodeficiency virus co-
association

Sir,

Human immunodeficiency virus (HIV)-acquired
immunodeficiency  syndrome, the established
epidemic, has spread its tentacles in the course of
many medical conditions. India being an endemic
region for leprosy and HIV, the interaction between
HIV and leprosy is a matter of great concern and much
debate. The association between HIV and tuberculosis
is well known while that between HIV and leprosy is
uncertain.
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At the Main Referral Centre of the Bombay Leprosy
Project in Mumbai, several patients are referred with
clinical problems including those with leprosy and
HIV seropositivity. We therefore decided to make
observations by following them up after being released
from treatment (RFT) for leprosy on the association
between these two co-existing illnesses with respect
to the occurrence of relapses. Relapse was considered
in those patients who have completed the standard
course of multidrug therapy (MDT) and rendered
smear negative and, during follow-up, reported as
smear positive associated with fresh lesions clinically.
We report our findings related to 11 patients with a
combination of HIV-leprosy who presented at our
center. These cases were seen over a period of two
decades from 1992 to 2010, with the earliest patient
registered on 24" December 1992 and the latest on 15"
January 2010. Of the 11 cases, six were males and five
were females, with age ranging from 18 to 44 years. All
patients were confirmed for leprosy on clinical criteria/
smear positivity and/or histopathological examination
and for HIV by enzyme-linked immunosorbent assay.
Eight patients were multibacillary (MB) leprosy,
of which four were smear positive and three were
paucibacillary (PB) leprosy.

Of the 11 cases, six (patients 5, 7, 8, 9, 10 and 11)
had developed leprosy before they were diagnosed
as being HIV positive. Patient 5 was started on MB-
MDT for leprosy, after which he was diagnosed with
HIV. He also developed a Type 1 reaction in course of
therapy and relapsed clinically and bacteriologically
6 months after RFT. MB-MDT was restarted and the
patient developed Type 1 reaction again within 6
months. Patient 8 developed neuritis after 2 years and
also developed fresh active bacteriological relapse 5
years and 2 months after becoming smear negative
and was restarted on MB-MDT. Patient 9 who was
smear negative initially relapsed bacteriologically
after RFT within a short period of 1 month; the patient
also developed neuritis during the course of therapy.
The patient died 4 years later after relapse. Patient
11 was treated for leprosy with standard therapy
but relapsed bacteriologically 3 years after becoming
smear negative; he also developed Type 2 reaction in
the course of his illness. Patient 7 did not show any
evidence of relapse but developed erythema nodosum
lesions with neuritis. Patient 10 died during therapy.

The other five patients (patients 1, 2, 3, 4 and 6)
developed leprosy after they were diagnosed as being
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HIV positive. Of the five, two were PB leprosy and three
were MB leprosy. All received antiretroviral treatment
(ART) for HIV. Two patients out of the five developed
Type 1 reaction in the course of their treatment.

Two patients (patients 3 and 6) did not have any
evidence of reaction or relapse in the course of their
illness or treatment. Both these patients are under
follow-up.

It is observed from the above investigation that out of
11 patients, four (36.4%) were found to have relapsed
with the disease after an average period of 2 years and 2
months after smear negativity, indicating that relapses
might occur earlier. It is observed and documented
that relapse rates are low and onset of relapse is much
later (>5 years) in HIV seronegative patients.!"

It is interesting to note that out of the four patients,
three were not on ART and one patient relapsed in
spite of being on ART. Sarno et al. studied the effect
of Highly Active Anti Retroviral Therapy (HAART) on
the course of leprosy in a Brazilian cohort, wherein
they found that the proportion of relapses was higher
(3.4%) in co-infected patients than in seronegative
patients (1.0%). A study done by Lienhardt et al. at
Mali claimed that HIV infection might be associated
with an increased frequency of relapse.’’ A write-
up about relapses by Ramu stated HIV infection as
a possible precipitating factor for leprosy relapse.
Ponnighaus et al. reported a relapse rate of 16.7% in
HIV-positive patients in their study at Malawi.®! After
an extensive search of the available literature, only a
few of the above-quoted studies were found addressing
the issue of HIV-leprosy co-infection and relapse, but
none of the studies commented on the duration and
onset of relapse.

There have been many studies performed elsewhere
that have suggested that the course of leprosy is not
influenced by HIV infection.!®®!Still conclusive studies
of the association between HIV and leprosy are lacking.
It would take long years of detailed randomized
controlled studies on a larger scale to study the clinical
aspects, presentations, diagnosis and management
strategies of HIV-leprosy co-infection and to establish
a definitive association between these two conditions.
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