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Leprosy remains a significant public health concern in Ethiopia, with challenges in timely diagnosis and management contributing to disabilities. This case report details a 15-year-old boy who presented with diffuse nodular and bullous skin lesions, peripheral neuropathy, and systemic symptoms, ultimately diagnosed with multibacillary leprosy confirmed by a positive skin smear for acid-fast bacilli. A 15-year-old immunocompetent boy presented to the emergency department with a 2-week history of diffuse, non-pruritic skin lesions, joint swelling, numbness, and tingling sensation. The patient was febrile on arrival. Physical examination revealed an erythematous nodular skin lesion over the face and hand bilaterally and a non-blanching bullous lesion over the right leg. The left hand was swollen and tender to touch, with a superficial collection, suggestive of an abscess. There was also a hypopigmented skin lesion over the medial aspect of the left leg and thigh bilaterally with loss of sensation. There were bilateral ulnar and radial nerve enlargement, saddle nose, and tenderness at the olecranon area. The skin smear was positive for acid-fast bacilli. The patient was initially treated with corticosteroids and antibiotics, followed by referral for multidrug therapy, and was advised for further follow-up for treatment response. The case describes the critical role of early recognition and multidisciplinary management in leprosy, particularly in endemic areas. The complexity of the presentation demonstrates the need for ongoing vigilance among healthcare providers. Public health initiatives aimed at improving diagnostic capabilities and expanding leprosy services are vital for reducing the disease burden in countries such as Ethiopia.
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Introduction

Leprosy is a chronic infectious disease caused by Mycobacterium leprae (1). Recent literature indicates that leprosy is caused by both Mycobacterium leprae and M. lepromatosis, with M. leprae being the primary etiological agent of the disease. It often affects the skin and peripheral nerves, resulting in a variety of skin lesions and nerve damage that can lead to impairments, deformities, and lepra reactions, characterized by cutaneous and systemic involvement, caused by the sudden alteration in immune response. Up to 50% of leprosy patients experience one of the three types of lepra reactions: type 1, type 2, or the Lucio phenomenon. Type 2 lepra reaction, also known as erythema nodosum leprosum or ENL, is a recurring multisystem illness brought on by immune complex deposition. Lepromatous leprosy (LL) or borderline leprosy (BL) patients are the main victims of ENL, and women’s hormonal changes during puberty, pregnancy, or lactation are the risk factors for the development of this reaction. It begins as abrupt, sensitive, erythematous nodules on the face or limbs, which can occasionally develop into bullous or necrotic forms. These nodules last 1–2 weeks; however, they may persist for months. To avoid serious neurological consequences and impairment, early diagnosis and treatment are essential (2–4).

The introduction and widespread use of multi-drug therapy (MDT) since the 1980s have greatly reduced the global burden of the disease. For instance, the number of leprosy cases worldwide dropped from 5.2 million in 1985 to 180,618 by the end of 2013; however, the actual number of newly diagnosed cases in 2013 was much higher at 215,656 cases (2).

Despite these advancements, leprosy continues to be a public health challenge. In 2017, 210,671 new cases were reported from 150 countries, with a detection rate of 2.77/100,000 population and a recorded prevalence rate of 0.25/10,000 population (3). India, Brazil, and Indonesia accounted for 80.2% of new cases globally, while in Africa, the highest number of new cases was reported from the Democratic Republic of the Congo, Ethiopia, and Nigeria (3). Leprosy remains a serious public health problem in Ethiopia due to its associated morbidity and socioeconomic impacts (4). The new case detection rate (NCDR) in Ethiopia for the last 10 years has been between 2,400 and 4,000, considered highly endemic. With this many new cases each year, Ethiopia is still considered one of the 23 global priority countries from 2014 to 2023 (5). To address these challenges, Ethiopia established the National Leprosy Control Program in 1956, with the goal of improving access to leprosy services, enhancing early detection and treatment, reducing stigma against people suffering from the disease, and ensuring the sustainability of leprosy control initiatives (6). As part of this effort, a leprosy mapping initiative was launched to identify higher-burden districts and boost leprosy control efforts. In 2013, the country recorded 4,374 leprosy cases, with 8.3% of patients presenting with disability grade II at diagnosis and 10.6% being children under 15 years of age, indicating ongoing community transmission (2).

Anecdotal reports from leprosy supervisors and clinical workers have revealed a significant gap in healthcare personnel’s knowledge and skills regarding leprosy case management. A study found that 82% of healthcare providers had limited knowledge of leprosy, with only 18% being able to correctly diagnose leprosy (7). This knowledge gap could lead to delayed diagnosis and mismanagement, increasing the risk of disabilities. Identifying leprosy hotspots through epidemiological mapping remains crucial to improving early diagnosis and treatment. Enhancing training for healthcare providers and prioritization of resources in higher-burden areas are essential to better manage leprosy in Ethiopia (5).

This case report describes a 15-year-old immunocompetent boy who presented with diffuse, nodular, and bullous skin lesions, peripheral nerve involvement, and systemic symptoms, ultimately diagnosed as multibacillary leprosy confirmed by a positive skin smear for acid-fast bacilli. The presentation, which was complicated by a type 2 lepra reaction (erythema nodosum leprosum), involved erythematous nodules, hypopigmented lesions with sensory loss, and nerve enlargement. Initial treatment included corticosteroids and antibiotics, followed by referral for multidrug therapy. The case underscores the need for improved healthcare provider training for early diagnosis and comprehensive care to reduce the burden of leprosy in endemic areas such as Ethiopia.



Case description

A 15-year-old immunocompetent boy presented to the emergency room with a 2-week history of diffuse, non-pruritic skin lesions, wrist joint swelling, chills, and sensory disturbances including numbness and tingling sensation. Before his current complaints, he had a history of sensory disturbance, numbness, and tingling sensation for a year duration though the patient did not visit any local healthcare facilities. Upon his arrival at our emergency room, the patient was febrile and reported severe pain in his extremities. He denied any gastrointestinal symptoms such as diarrhea or abdominal pain, as well as respiratory symptoms such as cough, history of shortness of breath, chest pain, night sweating, or weight loss. There was no history of allergy, recent sore throat, or similar illness in the household.

On physical examination, the patient appeared acutely ill and in pain, with a blood pressure of 100/60 mmHg, a pulse rate of 110 beats per minute, a respiratory rate of 22 breaths per minute, and an axillary temperature of 38.9°C. Conjunctival pallor was also noted. Dermatologic examination revealed multiple erythematous nodular lesions with poorly defined borders and infiltrated plaques on the face and hands bilaterally (Figure 1).
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FIGURE 1
 (A,B) There are multiple erythematous nodules and plaques scattered over the cheeks bilaterally; there is also eyebrow loss (madarosis) extending from the lateral to medial aspect (the images were taken with consent).


There was also a non-blanching bullous lesion over the right leg with a negative Nikolsky sign (Figure 2). The overall description agrees with the World Health Organization (WHO) definition for leprosy disability grade 1.
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FIGURE 2
 There are hemorrhagic flaccid bullae and vesicles scattered over the medial side of the right leg with the absence of type I Nikolsky sign to emphasize its diagnostic characteristics.


The left forearm was swollen and tender to touch, with stretched and shiny overlying skin and a central blister indicating localized inflammation (Figure 3). The ultrasound scan of the hand revealed a minimal superficial hypoechoic collection on the dorsal side, with the deepest pocket measuring 0.4 cm, extending from the radial styloid to the metacarpophalangeal joint of the fifth finger. There was also increased echogenicity and thickness in the subcutaneous tissue, suggestive of an abscess.
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FIGURE 3
 Image shows a left forearm with a prominent, inflamed area. The skin in this region is raised and discolored, with a small blister visible at the center. The surrounding skin appears red and swollen, indicating a possible localized infection or irritation.


There was a hypopigmented skin lesion over the medial aspect of the left leg and thigh bilaterally with decreased sensation over the area (Figure 4).
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FIGURE 4
 There are multiple hypopigmented and erythematous patches and macules on the medial aspect of the left legs.


There were bilateral ulnar and radial cutaneous nerve enlargement, saddle nose, madarosis, and tenderness at the olecranon area (Figure 5).
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FIGURE 5
 (A,B) There are bloody crustations overlying a dirty-based ulcer on the left ear pinna and erythematous nodules on the left lateral side of the face. There is also a visible enlarged left great auricular nerve crossing over the left sternocleidomastoid muscle (the arrowhead), and multiple erythematous nodules scattered over the extensor aspect of the right hand and forearm are noted.


The skin slit smear was taken for acid-fast bacilli, which turned positive for leprosy (Figures 6A,B). Complete blood count and peripheral morphology revealed hypochromic red blood cells with significant anisocytosis and neutrophils with toxic granules, suggestive of microcytic hypochromic anemia with neutrophilic leukocytosis, while other investigations including abdominal ultrasound and chest X-rays were non-revealing.
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FIGURE 6
 (A,B) The figure depicts the histopathological findings from a skin biopsy obtained during the patient’s admission. (A) Demonstrates the dermis extensively infiltrated by sheets of foamy histiocytes, characterized by their pale, vacuolated cytoplasm. Notably, well-formed granulomas are absent in this specimen (yellow arrow). (B) Highlights the results of an acid-fast stain, revealing a dense population of acid-fast bacilli packed within the foamy macrophages, a hallmark feature indicative of lepromatous leprosy (depicted with circles).


With the diagnosis of lepromatous leprosy with a secondary reaction, the patient was treated with an initial dose of oral prednisolone at a daily dosage of 40 mg. Cloxacillin was also administered to treat a hand abscess. After controlling the acute symptoms, the patient was started on a combination of oral daily 100 mg of dapsone and 50 mg of daily clofazimine with oral monthly 600 mg of rifampicin to be continued for 12 months, according to the Ethiopian national guideline (8). This multidrug regimen treatment was initiated after 1 week of admission, that is, on his 3rd week of onset of symptoms, and the patient was advised for further follow-up for treatment response.

Follow-up, which is based on the monthly scheduled visit, focuses on educating the patient about the importance of taking medications regularly, the major side effects of the drugs, and the signs and symptoms of possible reactions. The patients should be instructed to report immediately if they encounter/notice any problem/complication while on treatment, and nerve function tests should be performed to detect nerve function damage early to prevent the occurrence of disability (8), as was done for our patient.

Though treatment outcomes are assessed after the patient completes a total of 12 months of MDT within a maximum period of 15 months according to the local guideline (8), response to severe reactions that are better addressed with steroid treatment, as in our case, should be assessed within 4 weeks of treatment initiation, with the patient being advised to return to the tertiary hospital if the reaction worsened and did not improve, or other complications arose. Fortunately, these reactions improved, with no additional worsening recorded in our patient in the 4th week after starting medication. A comprehensive evaluation was conducted on the patient’s siblings and other close family members, but no significant findings suggestive of leprosy were identified. The location and number of family members potentially at risk of transmission were reported to the local leprosy control center to facilitate further screening and follow-up for all close contacts.



Discussion

Leprosy is a contagious chronic disease caused by Mycobacterium leprae, an obligate intracellular bacillus that mostly affects the skin, nerves, and mucous membranes, that spreads from person to person via close contact with those who have a high bacillary index and have not been treated (9, 10). M. leprae can be found in skin lesions, breast milk, the environment, and animals, although the respiratory tract is the primary mode of infection (10–13). During disease progression, reactions may develop that, if not treated properly, can cause serious damage to the peripheral nerves, resulting in physical limitations, which are the primary source of the disease’s stigmatization (13).

According to the leprosy case diagnosis, a person is deemed to have leprosy if at least one of the following signs exists: definite loss of sensation in a hypopigmented or reddish skin patch, a thickened or enlarged peripheral nerve with loss of sensation and/or weakness of the muscles supplied by that nerve, or the presence of acid-fast bacilli in a slit-skin smear (12), of which at least three were present in this case report, confirming the diagnosis. The patient’s presentation with a combination of dermatologic, neurologic, and systemic manifestations emphasizes the diverse clinical spectrum of the disease. Notably, the presence of diffuse nodular and bullous lesions, peripheral neuropathy, and systemic inflammatory symptoms such as fever and leukocytosis is consistent with a severe form of multibacillary leprosy, which is likely complicated by a type 2 lepra reaction (erythema nodosum leprosum), though the Lucio phenomenon, which is an uncommon reactional state seen in patients with untreated diffuse lepromatous leprosy, is another possibility. Histopathological features include colonization of endothelial cells by acid-fast bacilli and endothelial proliferation in medium-sized vessels of the mid-dermis. It also involves vasculitis, with or without thrombosis, affecting small vessels in the superficial dermis. This condition typically responds well to anti-leprosy therapy within a few weeks. In severe cases, high-dose steroids may be necessary. However, the presence of localized ulcers, neuritis, and fever in our patient argues against Lucio phenomenon as the diagnosis (10–13).

These reactions can be life-threatening if not promptly managed, as they involve severe inflammation affecting multiple organs, primarily driven by an exaggerated immune response to Mycobacterium leprae (6). This case presentation emphasizes the importance of early identification and comprehensive treatment in preventing long-term complications.

The clinical signs of leprosy are used not only to diagnose the disease but also to classify it. These manifestations are essentially the product of the host’s cellular immunological response. Depending on the current clinical classifications, which use the bacilloscopic index, leprosy is categorized into subtypes to facilitate the implementation of multidrug treatment (MDT) in primary care settings (14–17).

The hallmark of lepromatous leprosy (LL) is erythematous-hypopigmented, mildly edematous macules with margins that gradually become hazy compared to normal skin, enlarge, and combine to form large, potentially generalized edematous areas. Papules and nodules (hansenomas or lepromas) may form on edematous areas. Madarosis, xerosis, extremity edema, and palmar and plantar cyanoses have all been observed. These symptoms are often bilateral and symmetrical. Thickening of peripheral nerves with bilateral loss of sensation is also typical (10, 14), and all of these characteristics were present in our case, defining the patient as having lepromatous leprosy. Cutaneous ulcers, which were also present in this case, as well as plantar trophic ulcers with bone loss, develop in LL patients who do not receive appropriate treatment or in those who do not start management at all, as in our case. After summarizing all examinations and investigations, the Lucio phenomenon, which is an uncommon reactional state seen in patients with untreated diffuse lepromatous leprosy, was considered as one of the possibilities. The Lucio phenomenon is caused by M. lepromatosis, a closely related mycobacterium that was first identified as a new leprosy-causing agent in 2008 (18). M. lepromatosis causes up to 50% of leprosy cases in the western Pacific coastal states of Mexico, but it is extremely rare in other countries and has not been reported in Africa (18). It is characterized by a purpuric macule with many and wide areas of ulceration and bizarre-patterned, angulated borders that primarily affect extremities. Histopathological features include colonization of endothelial cells by acid-fast bacilli, endothelial proliferation of medium-sized vessels of the mid-dermis, and vasculitis with or without thrombosis of the small vessels of the superficial dermis and responds effectively within the few weeks of anti-leprosy therapy and high-dose steroids, which might be required in severe instances; though the localized ulcers, neuritis, and presence of fever in our patient are against the Lucio phenomenon, supporting the most common clinical manifestation of type II reaction, erythema nodosum leprosum (ENL), which occurs mostly in LL patients; however, it is also prevalent among BL patients (8, 19), as in our case. In this case, the presence of systemic symptoms such as fever and joint swelling could have initially pointed to other differential diagnoses such as bacterial sepsis, autoimmune diseases, or systemic infections. However, the characteristic skin lesions, sensory disturbances, and nerve enlargement strongly suggested leprosy. However, previous studies from Ethiopia have highlighted a lack of awareness and expertise among healthcare providers (20). In this patient, the diagnosis was confirmed through a skin slit smear positive for acid-fast bacilli, a gold standard in diagnosing multibacillary leprosy. The positive smear, coupled with the clinical signs of diffuse nodular lesions, sensory impairment, and peripheral nerve thickening, pointed toward a severe, active infection requiring urgent intervention (4, 7, 18). The patient’s hematologic findings, including microcytic hypochromic anemia and neutrophilic leukocytosis, likely indicated systemic inflammation secondary to the leprosy reaction (5, 7).

Leprosy is typically treated as an outpatient using WHO-standardized regimens, which consist of three first-line drugs known as multidrug treatment (MDT): dapsone, rifampicin, and clofazimine, which has an important anti-inflammatory action and is used in type 2 reactions as a steroid-sparing agent (7, 12, 20–22). Expected complications that could arise could be due to the disease itself—leading to permanent damage to bones and nerves—and as a result of drugs used to treat the disease, which include reports of liver toxicity, shock, dyspnea, hemolytic anemia, renal failure, flushing, rash and pruritus, decreased appetite, nausea, vomiting, diarrhea, abdominal pain, malaise, loss of appetite, jaundice, purpura, epistaxis, thrombocytopenia, and psychosis, though these are generally uncommon (23–29).

After stabilization, the patient was advised on adherence, and treatment completion of the multidrug therapy (MDT), according to national guidelines, which is crucial to achieving long-term disease control and preventing relapse. This case underscores the ongoing burden of leprosy and continued community transmission in Ethiopia, particularly among children, as evidenced by this patient’s age. The high prevalence of disability grade II at diagnosis in Ethiopia (4, 7), along with reports of knowledge gaps among healthcare providers (4, 7), indicates a critical need for strengthened leprosy control measures and continued vigilance in identifying and managing leprosy cases.



Conclusion

This case illustrates the critical role of early recognition and multidisciplinary management in leprosy, particularly in endemic areas. The complexity of the presentation and the associated complications demonstrate the need for ongoing vigilance among healthcare providers. Public health initiatives aimed at improving diagnostic capabilities and expanding leprosy services are vital for reducing the disease burden in countries such as Ethiopia.



Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author.



Ethics statement

The studies involving humans were approved by Jimma University institute of Health Institutional review board. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study. Written informed consent was obtained from the individual(s), and minor(s)’ legal guardian/next of kin, for the publication of any potentially identifiable images or data included in this article.



Author contributions

KT: Data curation, Formal analysis, Investigation, Validation, Writing – original draft, Writing – review & editing. TA: Investigation, Resources, Visualization, Writing – review & editing, Writing – original draft. EA: Investigation, Methodology, Resources, Writing – review & editing, Writing – original draft. IM: Investigation, Writing – original draft, Writing – review & editing. TW: Formal analysis, Investigation, Methodology, Writing – review & editing, Writing – original draft. EB: Investigation, Resources, Writing – review & editing, Writing – original draft. AA: Data curation, Investigation, Validation, Writing – review & editing, Writing – original draft. EG: Conceptualization, Data curation, Methodology, Supervision, Validation, Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that no financial support was received for the research, authorship, and/or publication of this article.



Acknowledgments

The authors are grateful to the Jimma Medical Center team for their participation in the patient’s care and collaboration in the preparation of this manuscript.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Ferreira, SM, Yonekura, T, Ignotti, E, de Oliveira, LB, Takahashi, J, and Soares, CB. Effectiveness of rifampicin chemoprophylaxis in preventing leprosy in patient contacts: a systematic review of quantitative and qualitative evidence. JBI Database System Rev Implement Rep. (2017) 15:2555–84. doi: 10.11124/JBISRIR-2016-003301

 2. World Health Organization. Global leprosy update, 2013; reducing disease burden. Wkly Epidemiol Rec. (2014) 89:389–400.

 3. Mondiale de la Santé, O, World Health Organization. Global leprosy update, 2017: reducing the disease burden due to leprosy–situation de la lèpre dans le monde, 2017: reduction de la charge de morbidité due à la lèpre. Wkly Epidemiological Rec. (2018) 93:445–56.

 4. Deribe, K, Meribo, K, Gebre, T, Hailu, A, Ali, A, Aseffa, A , et al. The burden of neglected tropical diseases in Ethiopia, and opportunities for integrated control and elimination. Parasit Vectors. (2012) 5:1–5. doi: 10.1186/1756-3305-5-240 

 5. WHO. Global leprosy (Hansen disease) update, 2023: elimination of leprosy disease is possible – time to act! Wkly Epid Rec. (2024) 99:497–522.

 6. Tedla, T. New development in national leprosy control programme and the issue of integration. Ethiop J Health Dev. (1984) 1.

 7. Abeje, T, Negera, E, Kebede, E, Hailu, T, Hassen, I, Lema, T , et al. Performance of general health workers in leprosy control activities at public health facilities in Amhara and Oromia states, Ethiopia. BMC Health Serv Res. (2016) 16:1–7. doi: 10.1186/s12913-016-1329-2 

 8. Gebreegziabher, SB, Ashuro, AA, Kumssa, TH, Teferi, MY, Alemayue, EA, Datiko, DG , et al. Tuberculosis preventive treatment uptake among people living with HIV during COVID-19 period in Addis Ababa, Ethiopia: a retrospective data review. BMC Infect Dis. (2024) 24:499. doi: 10.1186/s12879-024-09403-z 

 9. Scollard, DM, Adams, LB, Gillis, TP, Krahenbuhl, JL, Truman, RW, and Williams, DL. The continuing challenges of leprosy. Clin Microbiol Rev. (2006) 19:338–81. doi: 10.1128/CMR.19.2.338-381.2006 

 10. Talhari, S, Penna, GO, Gonçalves, HS, MLW, O, Talhari, S, Penna, GO , et al. Aspectos Gerais da Hanseníase, Agente Etiológico, Transmissão, Patogenia, Classificação, Manifestação Clínica. Diagnóstico. (2015):1–172.

 11. Kerr-Pontes, LR, Barreto, ML, Evangelista, CM, Rodrigues, LC, Heukelbach, J, and Feldmeier, H. Socioeconomic, environmental, and behavioral risk factors for leprosy in north-East Brazil: results of a case-control study. Int J Epidemiol. (2006) 35:994–1000. doi: 10.1093/ije/dyl072 

 12. World Health Organization. WHO expert committee on leprosy. World Health Organization; (2012). pp. 1–61. Tech Rep Series.

 13. Aguas, JT. Bacteriologia. Valencia: Ed Valenciana (1999). La lepra: pasado, presente y futuro; pp. 77–88

 14. Ridley, DS, and Jopling, WH. Classification of leprosy according to immunity. A fivegroup system. Int J Lepr Other Mycobact Dis. (1966) 34:255–73.

 15. WHO. Chemotherapy of leprosy for control programmes: report of a WHO study group. Geneva: WHO (1982), Technical Report Series). 675 p.

 16. WHO Expert Committee on Leprosy. Technical report series, 768, sixth report. Geneva: WHO (1988).

 17. World Health Organization. Enhanced global strategy for further reduce the disease burden due to leprosy (plan period 2011–2015) regional Office for South-East Asia. New Delhi: World Health Organization (2009).

 18. Han, XY, Seo, Y-H, Sizer, KC, Schoberle, T, May, GS, Spencer, JS , et al. A new mycobacterium species causing diffuse lepromatous leprosy. Am J Clin Pathol. (2008) 130:856–64. doi: 10.1309/AJCPP72FJZZRRVMM 

 19. Naafs, B. Leprosy reactions. New Knowl Trop Geogr Med. (1994) 46:80–4.

 20. World Health Assembly (WHA). Resolutions on neglected tropical diseases: 1948–2013. Geneva: World Health Organization (2013).

 21. Barry, VC, Belton, JG, Conalty, ML, Denneny, JM, Edward, DW, O’sullivan, JF , et al. A new series of phenazines (rimino-compounds) with high antituberculosis activity. Nature. (1957) 179:1013–5. doi: 10.1038/1791013a0 

 22. Browne, SG, and Hogerzeil, LM. “B 663” in the treatment of leprosy. Preliminary report of a pilot trial. Lepr Rev. (1962) 33:6–10.

 23. Gallo, MEN, Nery, JAC, and Garcia, CC. Intercorrências pelas drogas utilizadas nos esquemas poliquimioterápicos em hanseníase. Hansen Int. (1995) 20:46–50. doi: 10.47878/hi.1995.v20.36487

 24. Brasil, MT, Opromolla, DV, Marzliak, ML, and Nogueira, W. Results of a surveillance system for adverse effects in leprosy’s WHO/MDT. Int J Lepr Other Mycobact Dis. (1996) 64:97–104.

 25. da Cunha, MG, Schettini, AP, Pereira, ES, Pedrosa, VL, Cruz, RC, Sadahiro, M , et al. Adverse effects in Leprosy’s WHO/MDT and paramedic’s role in leprosy control program regarding Brasil. Int J Lepr Other Mycobact Dis. (1997) 65:257–9.

 26. Deps, PD, Nasser, S, Guerra, P, Simon, M, Birshner Rde, C, and Rodrigues, LC. Adverse effects from multi-drug therapy in leprosy: a Brazilian study. Lepr Rev. (2007) 78:216–22. doi: 10.47276/lr.78.3.216 

 27. Rao, PN, and Lakshmi, TS. Increase in the incidence of dapsone hypersensitivity syndrome--an appraisal. Lepr Rev. (2001) 72:57–62. doi: 10.5935/0305-7518.20010009 

 28. Souza, CS, Alberto, FL, and Foss, NT. Disseminated intravascular coagulopathy as an adverse reaction to intermittent rifampin schedule in the treatment of leprosy. Int J Lepr Other Mycobact Dis. (1997) 65:366–71.

 29. Opromolla, DVA. As reações adversas à rifampicina com especial referência à insuficiência renal aguda. Hansen Int. (1992) 17:1–4. doi: 10.47878/hi.1992.v17.35232


Copyright
 © 2025 Tukeni, Aga, Abadiko, Mamo, Woyimo, Biru, Abafogi and Gudina. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fmed-11-1490279-g005.jpg





OPS/images/fmed-11-1490279-g006.jpg





OPS/images/fmed-11-1490279-g003.jpg





OPS/images/fmed-11-1490279-g004.jpg





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Erythema nodosum as the initial presentation of leprosy in a 15-year-old boy: a case report on Ethiopia’s persistent elimination challenges



		Introduction



		Case description



		Discussion



		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		References



















OPS/images/fmed-11-1490279-g001.jpg





OPS/images/fmed-11-1490279-g002.jpg





OPS/images/cover.jpg
& frontiers | Frontiers in Medicine

Erythema nodosum as the initial
presentation of leprosy in a
15-year-old boy: a case report on
Ethiopia’s persistent elimination
challenges












OPS/images/crossmark.jpg
©

2

i

|






OPS/images/logo.jpg
¥ frontiers Frontiers in Medicine






