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are in normal category and as high as 27% in
severe category. Oraon children rather show a
bit better growth pattern. 35% were  normally
nourished. Santhal children were found
intermediary to oraons and mundas in growth
pattern. Thirty-two per cent of Santhal children
were found in normal grade and 6% only in
severe grade of malnutrition. Anemia was
found to be a significant health problem among
the tribal children. Only 21.9% of tribal
children, on an average, were having normal
Hb level. Though majority of children of all the
three tribes had mild anemia an alarmingly big
chunk (36%) of munda children had moderate
anemia. Even among oraon children 16.11%
were moderately anemic.

On the whole 72.6% of the tribal children
were found to be in different grades of
malnutrition and 78.1% were found to be
anemic. Tribal population should be educated
about the nutritional requirements of growing
children. Child welfare schemes need be
launched and medical infrastructure should be
strengthened in the tribal habitats.
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A 26-day-old term female baby, product of
a non-consanguineous marriage, presented
with complaints of erythematous scaly lesions
over scalp, face and diaper area for four days.
Examination revealed sharply demarcated,
erythematous plaque surmounted by a silvery
scale spread all over the body (Fig. 1). Some
lesions over trunk and abdomen had pustules
under the scales and on removal of scales
pinpoint bleeding was noticed (Auspitz sign).
Nails were normal and systemic examination

was non-contributory. Skin biopsy showed
inflammatory changes typical of Psoriasis.
Direct microscopic examination of the scales
of diaper area was negative for fungal
elements. There was history of psoriasis in an
uncle. During the hospital stay there was
remission of some lesions on application of
bland emollients followed by recurrence.

While it is uncommon for psoriasis to
appear in neonatal period this undoubtedly
does happen(l,2). There is strong association
of early onset psoriasis with Class I and II HLA
markers–including B13, Bw57, Cw6 and
DR7. They are more likely to carry PSORS I

Neonatal Psoriasis
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dissemination”(3). Both may be psoriasis or
precursors to psoriasis in some infants. Our
patient had features similar to the latter entity.
As to the question of whether diaper psoriasis
is an early manifestation of psoriasis,
seborrheic dermatitis, or fungal infection, the
possibility of psoriasis has been suggested
because of a high incidence of family history of
psoriasis, as was noted in our patient(3,4).
There are reports of the development of true
psoriasis many years later(5). The crucial
factor in the etiology of diaper pustular
psoriasis in our patient remains unclear. We
believe this to be a case of psoriasis because of
the skin biopsy findings and background of a
family history.
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Fig. 1. Photograph showing sharply demarcated
erythematous plaques with silvery scale over
entire body.

gene. Since the initial lesions of psoriasis in
neonatal period are most often in the diaper
area, differentiation from other types of diaper
eruption is difficult. Diaper dermatitis caused
by the irritative effects of urine in the wet
diaper area may imitate a psoriaform eruption.
Psoriatic diaper rash is brighter red, better
demarcated and often shinier than seborrheic
dermatitis and lack the yellow scale that may
be present with the latter. Two types of
psoriatic rashes in the diaper distribution have
been described namely “Localized psoriatic
diaper rash” and “Psoriatic diaper rash with


