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Leprosy Mimicking Carpal Tunnel
Syndrome in a Child on Growth
Hormone Therapy

A 16-year-old boy, operated for craniopharyngioma at 12 year
was receiving thyroxine, hydrocortisone and desmopressin for
last 4 years, and growth hormone (GH) at (0.25 mg/kg/week) for 1
year, He presented with increasing pain, numbness and tingling
over right palm for 3 months. On examination, swelling involving
right wrist and hand, and claw hand deformity were noted. Right
hand was cooler than the left, and radial artery pulsations were
feeble. As the child was on GH, with carpal tunnel syndrome
(CTS) being a known adverse effect, this was the initial diagnosis.
GH therapy was withheld and physiotherapy was initiated.

On the next visit, detailed clinical examination showed
decreased sensory perception, a small hypopigmented macule
over dorsal aspect of ring finger, and thickened ulnar nerve
behind right medial epicondyle, raising the possibility of
leprosy. Further review of history revealed that mother had

been treated for leprosy 20 year back. Nerve conduction study
showed right median and ulnar motor sensory neuropathy, and
skin biopsy revealed perivascular lymphocyte infiltration with
few epithelioid cells, confirming a diagnosis of tuberculoid
leprosy. Multidrug therapy (MDT) for leprosy was initiated
and GH was restarted. At follow-up after 12 months of MDT,
there was complete resolution of symptoms.

In children, the commonest cause of CTS is lysosomal
storage disorder [1]. It is reported in 35-45% of acromegalic
patients and 5-30% of adults receiving GH therapy; however, it
is rare in children [2]. The mechanism is related to salt and water
retention by growth hormone, leading to edema of synovial
tissue and compression of median nerve [2]. In leprosy, the
neuropathy is due to chronic inflammatory granuloma [3]. In
settings where leprosy is rare, the diagnosis may be missed.
Koss, et al. [4] previously reported a young woman, who
presented with recurrent CTS despite surgical decompression
and was later diagnosed to have leprosy [4]. In our case also, the
child being on GH therapy initially mislead us towards
considering CTS. In clinical medicine, sometimes the most likely
possibility may not be the correct answer.

Lift the Lip: A Simple Visual Tool for
Caries Risk Assessment

visual screening tool for caries risk assessment [3]. It is
particularly useful in young children because till 18 months of
age, there is greater prevalence of white spot, non-cavitated
lesions that can be arrested or reversed by preventive
interventions. Beyond this age, cavitated lesions requiring
surgical mediation become more common [4]. Timely detection
and referral of high-risk children by pediatricians may be the key
to control ECC through preventive, non- invasive measures that
are pain-free.
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Early childhood caries (ECC) is the tooth decay present in the
primary teeth of children under 6 years of age. ECC may begin
soon after primary teeth erupt and white spot lesions are its
earliest manifestation that can progress into cavitated carious
lesions within a very short time. ECC management is
demanding, requiring substantial cooperation from young
children. Often due to the severity of the condition,
comprehensive care under general anesthesia is required, which
is expensive and carries an inherent risk [1].

Early identification and management of ECC can reverse the
disease process and prevent further decay. The first oral
examination is therefore recommended soon after the eruption
of first tooth and no later than the age of one year. This early
visit helps in evaluating the caries risk of the child, and imparting
oral health education as well as anticipatory guidance to parents
[2]. Most parents are not conscious of the benefits of this early
oral examination and often see a dentist only when severe ECC
has already set in. Infants and toddlers are likely to be seen by
pediatricians more frequently. If these health professionals can
spot children with a higher risk for caries and refer them to a
dentist, early preventive measures can be initiated.

‘Lift the lip’ maneuver has been developed as a simple,
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A Holistic Approach to Minimize the
Negative Effects of Auditory Stimulation
in the NICU is the Need of the Hour

We read with interest the article on effect of earmuffs on
physiological parameters of preterm neonates by Kaur, et al. [1]
in the recent issue of the journal. We would like to commend the
authors on their effort.  Herein, we would like to add our views
on some of the issues raised in the article.

A systematic review on the effect of earmuffs on
physiological parameters in preterm infants by Ozdemir, et al.
[2] concluded that it is not clear that the use of earmuffs reduces
stress or provides physiological stability in preterm infants
born between approximately 28-32 weeks [2]. Other studies
have also pointed out the potential for certain complications
with the use of hearing protection devices such as damage to
delicate preterm skin by the adhesive that keeps the hearing
protection device in place, and damage to the developing ear
structure if a tight seal is maintained around the ear for long
periods of time [3].

We feel that it would be appropriate to explore other
modalities to minimize the negative effects of auditory
stimulation from the neonatal intensive care unit environment.
An interesting study by Webb, et al. [3] suggested benefit by
replicating uterine sounds for preterm babies, which attenuated
loud peaks of sound, thereby reducing the negative impact of the
additional volume [4]. A more holistic approach would be to

create an individualized environment with a Newborn
Individualized Developmental Care and Assessment Program
(NIDCAP) [5], which may be more effective than trying to
remove all negative sounds. Low-risk preterm infants who
received individually based NIDCAP orientated care showed
significant improvement in neurodevelopmental outcomes,
including self-regulation and posture at 2 weeks of age [5].
Hence, while the use of earmuffs may have some potential for
benefit, it would be more appropriate to focus also on other
innovations to minimize noxious environmental noise and
promoting and individualizing positive sounds.
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