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Review of cases of children with gonorrhoea—source of infection

HO Dada-Adegbola and *AA Oni
Department of Medical Microbiology, University College Hospital, Ibadan.

Summary

This 1s a rétrospective study to determine what effort was put
into identifying the source of infection in children with gonor-
rhoea in Ibadan. The case files of cighty-four children aged | to
10 years who had gonococcal genital infections betwcen 1983
and 1998 and presented at the Special Treatment Clinic of the
University College Hospital, Ibadan were studied. Clinical mani-
festations of the 84 children include vaginal discharge (97.6%),
urethritis (2.4%) and combined genital and eye infection (8.3%).
A total of 103 relatives of 61 index subjects were examined. Of
those in whom specimens were collected for microscopy cul-
ture and sensitivity, 27 (26.2%) had gonorrhoea. A history of
sexual contact in the children studied was recorded in only (10.7%)
cases, while four (4.7%) others without history of sexual inter-
course had torn hymen. Sexual abuse or child neglect was sus-
pected in this group. None of the named contacts was traceable
by the health visitors. The recognition of a child with gonococ-
cal infection identifies a cluster of family members who are at
increased risk of having gonorrhoea. This study indicates that
more effort will be required to find the source and mode of
transmission of gonorrhoea in children.

Keywords: Children, gonorrhoea, source.

Résumé

L’étude est en retrospective pour determiner I’éffort fait pour
identifier la source d’infection dans les enfants infectés par la
blennorragie en Ibadan. Les dossiers de quatre-vingt-quatre
enfants 4gésde | a 10 ans avec I’infection génitale causé par la
blennorragie entre les années 1983 ct 1998 et qui s’étaient
presenté a la clinique de traitement spécial du collége hospitalier
universitaire d’Ibadan ont été ¢tudiés. Les symtomes clinique
de 84 enfants inclus la perte blanche (97,6%) urethritis (2,4%)
et'infection combiné d’oiel et de genital (8,35).Un total de 103
parents des 61 sujets index ont été examinés. Parmi ceux dont les
prélévements ont été prise pour la culture et la sensibilité
microscopique, 27(26,2%) avaient la blennorrogie. Une histoire

de contact sexuel dans les enfants sous I’observation, était noté

surtout dans (10,7%) cas tandis que quatre (4,7%) autres sans

histoire sexuelle avaient des hymens déchirés. L’ abus sexuel ou

le fait de delaisser un enfant était soupconné dans ce groupe.

Les officiers de la santé ne pourrient retrouver les contacts

nommés.L’identification d’un enfant avec une infection de

blennorragie avait indiqué une rassemblement de familles qui

étaiten nisque augumenté de s’infecter par la blennorragie. Cette

étude indique que plus d’effort sera requis pour trouver la source

etlemoyen de la transmission de la blennorragie chez les enfants.

Introduction

Gonorrhoea is an infection of worldwide distribution. It is re-
ported in both developed and developing countries. In the United
States, the incidence of gonorrhoca rose to an epidemic level in
the 70s [1].. In some parts of Africa, where there are no vene
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real disease clinics, gonorrhoea is considered to be endemic, while
in the 70s a high incidence of gonococcal infection was reported
in adult Nigerians [2].

Although vulvovagmitis due to a variety of causes
such as foreign-body, non-specific vulvovaginitis, is not uncom-
mon [3], the most serious form of infection is gonococcal, which
in the past was regarded as rare [4]. Other organisms, such as
Staphylococcus spp. Escherichia coli, Proteus, Streptococcus,
dyphtaeroids, trichomonads and threadworm have been reported
as being commoner causes of vulvovaginitis [3,5,6). However,
Osoba and Alausa in 1974 and in 1980 established that gonococ-
cal vulvovaginitis was common enough to warrant being consid-
ered as a public health hazard in Nigeria and other parts of
developing tropical Africa [6,7]. Also in 1998, Emele and Anyiwo
found 56% of children, with symptoms suggestive of sexually
transmissible diseases, had gonorrhoea [8].

Vaginal infections in children usually have been re-
garded as nonsexually transmitted or have been categorized as
nonspecific vaginitis, with inadequate attention given to the mode
of transmission. Gonorrhoea, being a sexually transmitted in-
fection, has been explained away, in children, by the theory of
fomite transmission, which often did not allow many physi-
cians to probe deeply enough into the possibility of sexual trans-
mission in children. In this era of HIV infections and AIDS,
children with gonococcal genital infection are not spared the risk
of contracting AIDS and therefore may constitute a public health
problem.

Therefore this study is aimed at finding how much
effort was committed, in the past, into finding the source and
mode of transmission of this infection in children so as to offer
suggestions for future use.

Materials and method

This is a retrospective study. The case files of all children
attending the Special Treatment Clinic (STC), University Col-
lege Hospital (UCH) Ibadan, between 1987 and 1998 were stud-
ied. Children with complaints of vaginal discharge, symptoms
and signs of urethritis, eye discharge and laboratory evidence of
Neisseria gonorrhoeae infection (Gram-negative, intracellular
diplococci on Gram stain of smear and/6r positive culture) were
selected.

The following parameters were noted: sex and age of
patient, symptoms and their duration, site of infection (genital
or eye), sexual exposure/assault, the state of the hymen: whether
intact or tomn, and the results of the laboratory investigations.
In addition, the record of contact tracing and the result of labo-
ratory investigation of the contact(s) were made.

The marital status of the parents of the index patients
was also noted.

A record of the treatment given to the patients was
also studied.

Results

A total of 84 children comprising 82 cases of vulvovaginitis and
2 cases of urethritis, with 7 cases presenting with both genital
and eye infectins were found cligible for this study. These
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Table 1- Age and sex distribution of 84 children with

vulvovaginitis and urethiritis

Female Male Total

?Ygrcs) N=82% N=2 (%) N=84 (%)
1-2 12(14.6) 0 12(14.29)
3-4 22(26.8) 0 22(26.19)
5-6 18(21.8) 0 18(21.42)
7-8 16(19.5) 0 16 (19.05)
9-10 14(17.1) 2 16 (19.05)
Total 82(97.6) 2(2.4) 84 (100)

Symptoms and signs:

All the cases of gonococcal vulvovaginitis presented with a his-
tory of vaginal discharge, which was described as yellowish,
creamy, brownish or purulent and occasionally copious and foul
smelling. Other symptoms complained of are vulval-itching,
peppery feelings and dysuria. The duration of symptoms be-
fore presentation varied widely. Majority 35.7% (30 of 84)
gave history of 1-5 days duration while 4.8% (4 of 84) gave a
history of 1-3 years. Others gave a history of 1-6 weeks. The
site of infection was mainly the genital tract; 82 (97.6%) had
vulvovaginitis, 2 (2.4%) had urethritis; but 7 cases (8.3%) had
both the genital tract and eye infections.

Types of sexual experience of index patients
Of these children, only 9 girls (10.7%) had history of sexual
exposure (Table 2). All except 1 aged 2 years were within age

Table 2: Types of sexual experience
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Contact tracing:

In all the cases, contact tracing was attempted b
slips to the person that accompanied the chy
inviting all the family members and other susp
the clinic. In some cascs, the health sister visited the ho
offices of some fathers to encourage them to come for mv'cﬂc; or
tion. Sixty-onc (78.2%) index patients had some mcmb::lga;
their family screened and 103 persons subjected thcmselvessfof
laboratory investigations, out of which 27 (26.2%) were fou:;
to be positive for Neisserta gonorrhoea (Table 4). The resultof
parents’ investigation showed 6 (30%) fathers and 12 (2252
mothers had positive culture for gonorrhoea (Table 3). Of 3)) the
9 cases where specific contacts were named, only one wag
screened, while the others were not traceable or just refused 1o
come to the hospital.
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Marital status of parents

In all, 93% (78 of 84) of parents were married although some
fathers had 2 or more wives, 4 (4.76%) were separated and 2
(2.38%) were divorced.

Table 3: Isolation of Neisseria gonorrhoeae from parents
of index patients

Age Total Fathers Total Mothers
yrs screened  positive screened  positive
1-2 B 0 8 4
3-4 5 2 20 3
5-6 4 1 5 2
7-8 6 2 9 2
9-10 1 1 13 1
Total 20 6(30%) 55 12(22%)

Table 4: Isolation of Neisseria gonorrhoeae from relatives of

Age History of Sexual Sexual Total
(yrs) P Aseanlt Exploration 61 children with gonococcal infection.
1-2 11 1+ 0 12 Relationship No. examned No. posiuve
3-4 22 0 0 22
5-6 18 0 0 18 Fathers 20 6
7-8 12 1** 3 16 Mothers 55 12
9-10 12 | 2*% 3 16 Grandmothers 2 !
75 (89.3%) 3(3.57%) 6 (7.13%) 84 Sisters 7 6

‘ Brothers 3 ™
?_’; gb"’ s l6year old cousin Others 16 )+

0y of 18 years (cO-tenants son)? Raped her Total 103 27(26.2%) _

***Forced 10 have sex with an 18 yearold boy

range 7-10 years. Two of these
forced to have sex with older b
A.n 8-year-old girl confessed to
g:rl, while two other girls vo
with older boys. The state of t

girls gave history of being
oys aged 18 years in cach case.
being fingered by another school-
luntarily had sexual intercourse
}.te hymen was recorded in only 6
history of sexual exposure, and 4
» of these four, was an 8-year-

G.C. her mother

before she
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*10-day-old baby whose 2Y:-year-old sister had
screened positive, but she did not take treatment
delivered a set of twins. The Ist twin died (?cause). ¥
developed gonococcal conjuctivitis.

— cousin
** A 16-year-old boy who assaulted his 2-year old

kept in his care.

Treatment:
Seventy-five (89.3%) patients were tre o
(Togamycin®). Other drugs given include Ciproxi™

myCln
AP gpectinormy™
ated with sp oOfloxacin




Gonorrheoa in children

Ciprofl oxacin (Ciprotab®), Erythromycin and Cefuroxime. None
of the cases Was reported to have resistance to any of the drugs

S“""' 2
All the patients had post-treatment check to ensure

cure. They were also advised on the practice of good hygiene
and the nced to use separate towels and pants.

piscussion
Only a few investigators have dealt with the question of the
source of gonococcal in fection in pre-adolescent children. Two
studies have suggested that the source of infection is most com-
monly parents or relatives. In 1941, Rice ez al. [9] noted that
50% of parents of girls with gonococcal vaginitis were infected
with Neisseria gonorrhoeae. More recently investigators re-
viewing cases of gonorrhoea among native Alaskan children found
that in seven of 14 cases onc or both parents were infected [10].
Only parents were investigated in these two studies, other fam-
ily members and associates were not surveyed. In the present
study, 24% of parents, i.e., 30% of fathers and 22% of mothers
were infected with Neisseria gonorrhoeae. White et al [y
found that the father or step father was the most likely perpe-
wrator of STD especially in the older preadolescent child than
the younger age group and that gonorrhoea was most likely to be
contracted from non-relatives and relatives other than the father
or step father. Also, the result of laboratory investigation of
relatives (Table 4) showed a 26.2% positive culture, this is com-
parable with the finding of 27% positive culture in relatives and
other contacts of index patients in a study by Folland ez a/ [3].
The finding of positive cultures in the close contacts or relatives
of the children lends credence to the theory of fomite/non-sexual
contact as the most probable mode of transmission of gonor-
rhoea to children. This is in contrast to the Zaria study, where
no family members was infected, neither was there any possible
role of intermediary objects [12].

In 8 of the 9 cases where positive histories of contacts
was obtained, the contacts, unfortunately, were not traceable,
and in other instances, the contact just refused to come for
screening. Their refusal may be out of shame for their act, but
they were able to escape because they have many alternatives to
STC, such as drug peddlers, native doctors, patient medicine
stores, and private practitioners where treatment could be ob-
tained without screening. This has in many ways aided such
people, especially men, who are likely to become symptomatic
few days after contacting gonorrhoea, who will like to keep their
secretto themselves. In addition, this will increase the spread of
pre-pubertal gonorrhoea in this locality where there is supersti-
tious belief that having sexual intercourse with a virgin is a good
cure for gonorrhoea.

4 The mode of spread of Neisseria gonorrhoea to chil-
n':k“ohfa; ?eer_l elucidated even less than the source. However, t}.w
e im‘cm.ecm.)n depcnds'on the prevglencc of sexually transmit-
°rgamsm|0n (;n the z_lbusnng population, the type gfassault, the
ite sex;:;; the site of assault.‘ Non-abuscq children can ac-
O rarely, b y transmitted organisms by vertical trz_:nsmnss:on,
sexual ac-ts)[fzn;n(l)-slcxual contact such as from fomites or non-
sial. The Only,c(’) »11,13]. How often this occurs is controver-
the pre-antibiog; nvincing example ofr:aon—scxual spread was 12
“Ontracteq gonoc era, when 67 infants in the same hospital war
\aminageg thcrmcoccal mfectlons.wuhm a §mglc {nonth. Con-
leged 1 Besitse OY;:_thrs or other intermediary objects were al-
Never demOnstr:tc dlcles of sprgad but such contamination was
Olended thag ed[14]. Also in 1971, Shore and Winkelstein
at indirect or non-venereal contact might play a
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transmission [10]. They based their conclusion on the
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y (10.7%) girls had history of sexual expo-
while four other cases, who did not give history
sure had tom hymen. The low rate may be as a
;mcc gf health professionals to entertain the sexual
e t:ccl:‘xlddby an adult or !:)ccausc it was generally
e gl ode of transmission to children must be
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cases reviewed, even wi
was found torn. B
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sure (Tablc 2);
of sexual expo
result of reluct
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] Only a few investigators have su

f:hlldh_ood gonorrhoeais acquirgcd sexually. E;iﬁ?;;‘::gt ?;te::vs;
mtcr.wcws, Branch and'Paxton obtained a history of sexual con-
tact in 44 of 45 (98%) infected children, between the ages of 1
and 9 years [15]. Their study was also corroborated by the
study of Ingram er al [16]. It is unfortunate that the contacts in
the prescnt study were not traceable except in the 2 year old girl
whose cousin, aged 16 years, following positive culture of his
urethral swab, confessed to have assaulted the girl who was
always kept in his care.

Since an accurate history is usually unobtainable and
documentary evidence for non-sexual spread is lacking, gonor-
rhoea, even in young children, should be considered to be sexu-
ally transmitted unless proven otherwise, and should lead to the
consideration of child neglect and sexual abuse. In the present
study, evidence of physical abuse was strongly suspected in
only 4 cases, even in onec of the cases the mother denied it
despite the fact that the hymen was torn. The types of alleged
sexual abuse as documented by White et al. [11] include, genital
manipulation (most common in the younger group), oral and
vaginal penetration (in older victims than the younger children),
breast foundling and anal penetration; while an incomplete his-
tory was more likely to be obtained from the younger victims.
These younger children were more likely to come to medical
attention because of vaginal/urethral discharge or because of
known sexual abuse of older siblings. In this study, 6 sisters of
index patients also had gonorrhoea, but there was no record of
both the source and mode of transmission.

Sgroi has charged that health professionals “becm_nse
of reluctance to entertain the possibility of sexual molestation
of a child by an adult ... have often postulatcd modes of trans-
mission of venercal discase to children .... that was long ago
discarded in relation to adults” [17].. Particularly in .caseS of
gonococcal vaginitis, it scems likely that evifiencc of ch\l;i ab.usc-
or neglect would more frequently be found if health pro 355‘0“(
als assumed infected children had some type of scxual contac

investigated accordingly.
IS &/hilc children may spread gonorrhoea by sex P}:‘Z;
this may not be the usual source in c_hlldren um‘ic;tilo(;}(::; o
age [14,16].. Non sexual child-to-child contamlln[l6] ey
noted in the studies carried out by Ingram - ad that if a child
concluded it must be rare and thcrcforc su_ggcstfcm“y should be
with gonorrhoea is detected, all children in afa
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Gonococcal infection in children ‘affccts g_lrIS morlc
revious studies emphasis was laid on vul-

vovaginitisonly [6,7,12]. This study also confirms that girls 57
more at risk as 82 (97.6%) cases had vulvovaginitis W y
(2.4%) cases had urethritis. One of the boys actually presente
with one-day history of purulent eye discharge before he was
discovered to have gonococcal conjuctivitis and whcr'1 his urine
was examined it grew Neisseria gonorrhoea. In thls'study 7
cases (8.3%) had gonococcal infection of both the_gemtal tract
and the eyes. The eye infections were found ncgrly in a'll the age
groups; however, no one had only eye infection. It is known
that structures that have high affinity for the gonococcus arc
generally lined by columnar, cuboidal or immature epithelium,
hence in young female children with relatively larger and more
external areas of susceptible vulvar and vaginal epithelium, gono-
coccal infection is more easily acquired either directly from in-
fected adults or indirectly through contaminated materials such
as towels, beddings, toilet seats and underwear. All the girls
presented with history of vaginal discharge, but some had other
complaints such as vulva itching, peppery feelings and dysuria.
Vaginal discharge in children is not uncommon and in
fact the commonest symptom in girls with gonorrhoea and
Chlamydia trachomatis [13,18], but is often not reported be-
cause of unwarranted shame [19] The discharge was described
as creamy, yellowish brown or purulent. The duration of symp-
toms before presentation at the clinic varied widely, 1 — S days
in 35.7% but as long as 1-3 years in 4.8% of cases. Children
with gonorrhoea vaginitis or urethritis are usually symptomatic
and may have had a discharge for as long as 8 weeks; an asymp-
tomatic carriage of the organism may persist for up to 6 months
without treatment [9,11]. This variation may be due to inability
of some of the children to explain their experience to their par-
ents and the low index of suspicion of vaginal/urethral discharge
by the mothers. Since most of these children may not know
what an abnormal vaginal /urethral discharge is and therefore the
symptoms could have been on for some time before their moth-
ers su_spccted itand when asked the mother would only give the
duration of when she noticed the discharge. Another reason for
lhe.delay may be because, help could have been sought from
ft‘izt!l\\;t:sd:::::'hz:tint mc':d.icin;i store and private medical practi-
S5 : A
hospital is considerefisal; :?1:/ n::ttgzrtr:: zta;;,lth SR
Contact tracing when assertively ar;d thoroughly pur
z‘:::rg f:g;lglly agreed to .be the most effective method of
. i presently available _[20,2 1]. The most important
num‘;mm:_“em problem observed in these cases were the high
¢r of untraceable contacts, and the refusal of many men to
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While gonorrhoca is arelatively uncom
in children, it must be considered a serioys prOblcr:'On Infecy,
investigated thoroughly. Investigation of the fam.:hat Must b,
and other associates of the child will usually yield 5 Y membe,
by exposing persons who require therapy . MOrcovc,-g(-)od resyly
of HIV infection and AIDS, young children whe ar'e'"thlscra
abused can be infected with the virus. While consid Sexually
mites as a possible mode of transmission of gOnO:;‘ng fo.
children, emphasis should also be placed on it being SCOca to
transmitted; being what is more favoured by almos; all stxl(l;lly
More effort is therefore required at finding the source andlrlnncs.
of transmission of gonorrhoea in children. ode
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Sir

Community-based treatment of
onchocerciasis with ivermectin

in southwest Nigeria: dermatological
response to a singledose therapy

Introduction ) )

Onchocerciasis is a chronic tropical parasitic disease, with a
wide range of cutancous and ocular manifestations. It is a seri-
ous public health and socio-economic problem found in about
27 countries in sub-Saharan Africa, and in parts of Latin America
and the Arabian Peninsula. It is estimated that over 80 million
people are at risk of infection; some 18 million infected and one
million people visually impaired, of whom some 340,000 are
blind'. In Nigeria, 20 million people are at risk of infection while
10,000 are already blind. It is estimated that 1 out of 3 onchocer-
ciasis patients in the world is a Nigerian?. The two basic ecologi-
cally-related clinical and epidemiological varieties exist in Nige-
ria: the savannah and the rain-forest belt types of onchocercia-
sis. Dermatological manifestations include generalized or local-
ized body itching, acute papular onchodermatitis (APOD),
chronic papular onchodermatitis (CPOD), lichenified
onchodermatitis (LOD), atrophy of the skin, depigmentation of
the skin (leopard skin), and thickened and rough skin (lizard
skin). Other lesions associated with onchocercal skin discase are
subcutaneous nodules, lymphadenopathy, hanging groin, and
lymphoedema®.

The advent of Mectizan (ivermectin, MSD) which
elicits few severe adverse reactions and is effective when admin-
istered as a single oral dose once a year®, has changed the global
strategy of control. The drug has been reported to produce im-
mediate or at least easily discemible clinical and dermatological
effects®*¢”. However, few literature exist on these effects among
the Nigerian population and hence the need for this study. The
aim of this study therefore was to determine the prevalence of
onchocerciasis-induced skin manifestations and their response
to treatment with ivermectin.

Materials and method

ACOmmunity-based distribution of ivermectin was carried out
b.y trained community drug distributors (CDDs) in 12 onchocer-
¢lasis endemic communities in Egbeda Local Government Area
(v';e,Ge:;l)c Otdeyc? State, Nigeria in 1998. These communitics
B lhosccc using thc_stratlﬁed rgndom sampling method gnd
andits lribl:‘v"hm 10 kilometres dxst_apcc from lhc; Osun River
Hekive aries out of 54 communities that are situated along
pan.cipanf\a:;'efdcm‘)graphic _history was gbtaincq from gach
ons were pcrffccordcd on an interview gundc._ Skin examina-
developeg c“niOT‘Cd» classified and graded using the recently
eous ¢ anges i‘:‘ c'aSS'ﬁcafmp and grading system for the cuta-
*ho agreed 1o °“?hoccrc?3515’ on all the community mgmbcrs
Yolved probin P:rl(;mpatc in the study. The examination in-
OCerciasis sugchn scarchmg. for skin manifestations of on-
Papyl, nCho;S bOd){ itching, reactive skin lesions [acute
hodermayiy; ¢rmatitis (APOD), chronic papular
sk"larmph 1s (CPOD), lichenified onchodermatitis (LOD)].
ang °"|arggé Sl“bc‘“ancous nodules, leopard skin, hanging groin,
YmMph nodes. Particular attention was paid to the
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extent of body itching and reactive skin lesions that were ex-
pected to be influenced by drug trcatment. A record of this was
made on an interview guide (checklist) for each studied partici-
pant who reported body itching and on whom reactive skin
lesions were detected. The checklist was also used to define and
score their characterictics in relation to the presence or absence,
distribution, severity and activity of the lesions. Two types of
gutaneous manifestations of onchocerciasis, namely body itch-
ing and dermatitis were thus assessed (Table 1). Body itching
was assessed based on its presence, distribution, sleep distur-
bance, and whether it is consistently worse at some sites that

can be specified. A minimum score of 1 and a maximum severity
score of 4 could thus be obtained. With respect to dermatitis,

three forms, APOD, CPOD, LOD were considered and graded

on the basis of their severity and activity as seen in Table 1- all

with a minimum score of 1. APOD has a maximum score of 4;

CPOD, a maximum score of 3; while LOD has a maximum score

of 5. Hence, for any community member recruited into the skin

study, a minimum score of 1 and a maximum severity score of 12

can be obtained.

Three months after drug treatment, skin examination
was repeated on the participants and observations graded and
scored. The pre- and post-treatment mean scores obtained were
analysed using the Student’s paired t-test.

Results

Out of 485 community members who were physically exam-
ined, 74 (15.3%) were enrolled into the clinical study. They
were found positive for either body itching or one form of
onchodermatitis. Body itching alone accounted for 97.3% of the
reported skin manifestations, while onchodermatitis accounted
for 63.5%. Body itching and onchodermatitis were reported by
72 (14.8%) and 47 (9.7%) of the study population respectively.
Analysis of these symptoms showed that 13 participants
(17.6%) reported body itching alone, 25 (33.8%) had body itch-
ing and APOD, 10 (13.5%) had body itching and CPOD while
12 (16.2%) had body itching and LOD (Figure 1). Body itching

Ligure 1

Symptom Analysis among 74 Study Participants with Onchocercal Skin
manifestations
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Skin Manifestations
Bl = Body itching -
APOD = Acute papular onrhodermanlu. i
CPOD = Chronic papular onchodermatitis
LOD = Lichenified onchodermatitis
DEP = Depigmentation.
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dy itching than fcrpalcs (!2.‘.)% vcir(s;g
16.5%), but this difference was not statistically sng}!\slf::,cazlsnmorc
=092;p= 0.3362711). The occurrence ofdcrmat;g:/) e
frequent among the 30 - 59 year age group (11.4% ,S )
(10.7%), and farmers (1 2.3%) than the othocr age gro.upc : '.rhcsé
males (8.5%), and occupational groups (7'2 %) l:CsPCCth y-
differences were, however, not statistically significant.

quently affected by bo

Table 1: Characteristics and scoring of clinical features

Body itching
Present = 1
Generalised = |
Disturbs sleep = |
Worse at specific sites = 1
Acute papular onchodermatitis
Severity: present without vesicles = 1
Present with vesicles =2
Activity: itching without scratch marks = 1
itching with scratch marks =2
Chronic papular onchodermatitis
Severity: present = 1
Activity: itching without scratch marks = 1
itching with scratch marks = 2
Lichenified onchodermatitis
Severity: -present = 1
Present with partially confluent plaques = 2
Present with large confluent plaques =3
Activity: itching without scratch marks =1
itching with scratch marks

At 3 months after treatment with ivermectin, 62
(83.8%) of the study population were available for a repeat skin
examination. Six participants did not receive treatment, 4 could
not be found while 2 were reported to be dead. Out of the 62
participants who were re-examined and scored, the lesion had
disappeared completely in 15 (24.2%), 36 (58.1%) recorded
some improvement, 7 (11.3%) remained the same, and the dis-
easc appeared worse in 4 (6.4%) subjects. The difference in the
pre- and post-treatment mean scores was strongly statistically
significant (t=5.3398; p<0.001). Each of the cutaneous mani-
festations, body itching and onchodermatitis, also showed sig-
nificant improvement at 3 months after treatment (Table 2).

Tablg 2: Analysis of pre- and post-treatment mean scores
of skin manifestations

Time No. Mean Std. Dev. t-test p-value

BI+OD 1 62 848 4.08

5.3398 <0.001
2 62 447 428

Bl 1 62 3.77 1.20 8.9980\ <0.001
2 62 140 1.65
oD 1 47 432 2.26 5.5319 <0.001

2 47 197 2.29
N.B.
B Df:l(: represent the means of total scores obtained at
baseline and second skin examinations
Bl= body itching

OD= onchodermatitis

Discussion

Only a few studies have reported the effect of treatment with

jvermectin on the cutancous manifestations of onchocergiyg
However, prevalence studies on the reactive onchocerca] Skls.
lesions abound in-the literature. The reported prevalence lcvclln
by other investigators had ranged from 10% to 39939 Tths
were comparable with the prevalence of 15.3% obtained ip th-c
study. Troublesome body it'ching was reported by 14.8% of tl::
study population. This finding »\{as surprisingly low when eoti-
pared with findings of other similar studies which have reporeg
55% prcvalencc‘°. The low prevalence of troublesome body
itching obtained in this study could be due to the stringent crite-
ria such as its distribution, sleep disturbance and whether it i
consistently worse at some specific sites or not that were cop.
sidered in order to be cligible for the study. A large number of
community members with vaguc and unspecific body itching
were discounted because they could not satisfactorily fulfill the
criteria. However, the prevalence level of 9.7% obtained for
onchodermatitis in this study was similar to that reported by
the Pan-African Study Group on Onchocercal Skin Disease,
(1995)°.

The significant improvement observed on
onchodermatitis and body itching in this study was consistent
with the results obtained at first skin examination of the
ijvermectin group done at either 3 or 6 months by other investi-
gators®>¢”. In this study, one follow-up skin examination was
done after treatment where in one group, the skin lesions had
markedly improved and in some cases, disappeared completely.
In the second group of subjects whose condifion was unchanged,
the multiple skin lesions were either unchanged or a slight im-
provement recorded in one lesion while the other worsened. The
third category of subjects whose clinical status got worse had all
experienced more intense body itching due to a worsening of
their skin lesions. Two of them had iecently developed APOD
lesions on the upper back and underneath the breastfolds. Other
previous studies that have carried out multiple follow-up visits,
however, have shown that the ivermectin group maintained a
greater reduction in the prevalence and severity of skin lesions
over time than the placebo group.

Conclusion

This study has shown that the cutancous manifestations of
onchocerciasis infection, especially body itching and
onchodermatitis responded satisfactorily to treatment with
ivermectin. The drug has, therefore, proven to be an acceptable
alternative to treatment with diethylcarbamazine citrate that
has been plagued by unacceptable adverse reactions. However,
alonger period of study is required to fully appraise its effecton
skin lesions.

*KO Osungbade, *MC Asuzu and :00 Kale
Department of *Community Medicine and Epidemiolog)’.
Medical Statistics and Environmental Health, College of
Medicine, University of Ibadan, Nigeria,
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