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Leprosy and HIV Infection in Bahia, Brazil

To THE EDITOR:

Human immunodeficiency virus (HIV)
infection progression is characterized by a
gradual decrease of CD4+ T cells associ-
ated with the loss of host defenses against
several pathogens and development of op-
portunistic infections. Since the protection
against leprosy correlates with the expres-
sion of cell-mediated immunity, one could
expect an increased number of leprosy
cases among HIV-infected individuals. In

Brazil, the number of registered cases of

AIDS is continuously increasing. This is
also a problem in Bahia, where leprosy is
an endemic disease (prevalence rate per
10,000 was 3.91 in 1995). The aim of this
study is to determine the possible associa-
tion between new leprosy cases and HIV
infection.

Newly diagnosed cases of leprosy who
had attended the outpatient leprosy service
of the Hospital Universitario Prof. Edgard
Santos in Salvador, Bahia, Brazil, between
March 1993 and May 1995 were enrolled in
the present study. Additionally, sera ob-
tained from leprosy patients and controls
living at Irecé, an endemic leprosy rural
area in the center of Bahia, were also in-
cluded. A case of leprosy was defined as an
individual with newly diagnosed and previ-
ously untreated leprosy, aged between 15—
60 years, and a resident of Bahia. Up to two
controls living in the same area and/or
healthy contacts were chosen for each pa-
tient. A standardized questionnaire was
used to register gender, age, residence and

high-risk behavior to HIV infection in the
two groups, including sexual activity, intra-
venous drug use and blood transfusion.

Blood was obtained from consenting pa-
tients or controls and the serum was sepa-
rated and kept at —20°C until the realization
of the assays to determine anti-HIV anti-
bodies. All sera were tested with an enzyme
linked immunosorbent assay (ELISA) for
antibodies to HIV (HIV-1/HIV-2 ELISA
test kit; Cambridge Biotech). The positive
samples were further analyzed with a sec-
ond ELISA (Enzygnost anti-HIV 1/2 plus;
Behring), or with a solid-phase enzyme im-
munoassay (Immunocomb Bi-spot HIVI
and HIV2). The samples which gave nega-
tive results in the second ELISA and/or Im-
munocomb were considered negative for
HIV infection. The samples that remained
positive were tested by Immunofluorescence
assay (IFA) or Western blot (WB) (Genelabs
diagnostic HIVI 1.3, Cellular products) in
order to confirm HIV seropositivity.

RESULTS AND DISCUSSION

Sera from 234 patients and 468 controls
were evaluated. Distribution by gender and
age are shown in Table 1. Most of the pa-
tients (79.5%) and controls (86%) lived in
Salvador city and the remainder in rural
areas.

Case distribution according to leprosy
classification and the results of HIV tests
are shown in Table 2. Although 13 out of
234 patients and | out of 468 controls had
at least one positive ELISA test, no positiv-
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TABLE 1. Distribution of patients and controls by gender and age.
Age

Male emale a
le Female <14 1534 3554 55 Total

Leprosy cases 125 109 20 90 45 33 188
53.4% 46.6% 10.6% 47.9% 24% 17.5% 100%

Controls 196 272 19 117 34 10 180*
41.9% 58.1% 10.5% 64.9% 18.8% 5.5% 100%

* Number of leprosy patients and controls with available data about age.

ity was confirmed by Immunocomb or WB.
The majority (9/14) of our HIV-positive
cases in the first ELISA test were from the
lepromatous leprosy group; only 1 was
from the control group (Table 2).

HIV infection was not detected among
newly diagnosed leprosy patients in Bahia
in northeastern Brazil in this study. Other
studies carried out in African countries and
in some regions of India, where leprosy and
AIDS are both endemic, did not show an as-
sociation between the two diseases ('~*37).
Another study conducted in Malawi found
higher levels of HIV infection among
newly diagnosed leprosy patients, but no
clear association between HIV infection
and leprosy incidence was found (*).

In some studies, HIV seropositivity was
more frequent in multibacillary than in pau-
cibacillary patients ("*“7); in other studies
this was not found (**°). We found a higher
ratio of false-positive ELISA results for HIV
antibodies in lepromatous leprosy patients.

The reasons that may account for the un-
expected lack of correlation between HIV

infection and leprosy are not known. In our
study, a majority of the patients and con-
trols seemed to have very low behavioral
risk for HIV infection as indicated by the
questionnaire. In addition, most leprosy pa-
tients came from areas in which HIV preva-
lence is low. These factors may explain the
HIV seronegativity found. Another way to
examine this association should include de-
termination of leprosy infection in newly
diagnosed HIV-positive patients, but this is
technically very difficult.

Our results suggest that in our region
new leprosy cases are not associated with
HIV infection. Larger studies performed in
other areas endemic for leprosy in Brazil,
where an increase of HIV infection has
been detected, may help to better define the
potential interaction between the two dis-
eases in Brazil.

—Paulo Machado, M.D.
Yonara David, M.D.

Servico de Imunologia

HUPES

TABLE 2. Prevalence of HIV seropositivity among leprosy cases and controls.
Total 1" ELISA 2™ ELISA Imcomb IFA WB
Leprosy cases
Indeterminate 48 1/48 0/1 ND* 0/1 ND
2%
Tuberculoid 50 2/50 ND 0/2 ND 0/1
4%
Borderline 73 1/73 0/1 ND 0/1 ND
1.4%
Lepromatous 63 9/63 1/4 0/3 1/4 0/3
14.3%
All leprosy patients 234 13/234 1/6 0/5 1/5 0/4
5.3%
Controls 468 1/468 1/1 ND 1/1 0/1
0.21%

* ND = Not done.
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Arsenic Poisoning Mimicking Polyneuritic Leprosy

To THE EDITOR:

Arsenic and mercury compounds are
known ingredients of Indian ethnic reme-
dies (°). These medicines are prescribed by
practitioners of Ayurvedic, Unani and other
indigenous systems of Indian medicine for
various cutaneous and systemic diseases.
Acute arsenic exposure may produce sen-
sory-motor neuropathy without any cuta-
neous changes. This could be confused for
polyneuritic leprosy. We report one such

case of arsenic poisoning mimicking poly-
neuritic leprosy.

CASE REPORT

A 65-year-old housewife presented at
our neurology outpatient department with
complaints of tingling, paresthesias, diffi-
cultly in rising from a squatting position
and bilateral weakness of the upper limbs of
1-week duration. These symptoms devel-
oped within 3—4 days after intake of “desi-
medication” from a “Hakim” for cough and
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