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Background. Leprosy or Hansen’s disease is a chronic granulomatous disease involving predominantly skin,
peripheral nerves and nasal mucosa but capable of affecting any tissue or organ. Histoid leprosy is a very rare
well-defined clinicopathological variant of multibacillary lepromatous leprosy, which is very difficult to diagnose
due to different specific clinical and histopathological findings that mimic a fibromatous disorder. Histoid leprosy
occurs generally after treatment failure and sometimes de novo.

Objective. The aim of the study was to explore histoid leprosy throughout a case report.

Methods. A case report of histoid leprosy diagnosed after cancer chemotherapy is presented.

Results. A 25-year-old healthy male presented with multiple skin coloured, discrete, well defined, painless
papules and nodules scattered over nape of neck, right side of the trunk and both arms along with numbness as
well as tingling sensation over both the arms and trunk. It was a case of non-seminomatous germ cell tumour
(NSGCT), left testis, diagnosed and treated with a high inguinal orchidectomy with adjuvant chemotherapy in
2016. Ziehl Neelsen (ZN) stain for Acid Fast Bacilli (Mycobacterium leprae) - a modified Fite stain method showed
numerous acid-fast bacilli. Histopathological diagnosis of Hansen’s disease (Histoid) was conducted. The patient
was admitted and started on triple drug multi-bacillary multi-drug therapy (MB-MDT). A remarkable improvement
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was noticed in the lesion status within one month of institution of the therapy.
Conclusions. Histoid leprosy is a discrete infrequent form of multibacillary leprosy with distinctive clinical,
bacteriological and histomorphological features. Histopathologic examination with modified Fite stain is still the

mainstay of diagnosis.
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Introduction

Leprosy is a chronic granulomatous disease
involving predominantly skin, peripheral nerves
and nasal mucosa but capable of affecting any
tissue or organ. Histoid leprosy is a very rare
well-defined clinicopathological variant of
multibacillary lepromatous leprosy, which is
very difficult to diagnose due to different
specific clinical and histopathological findings
that mimic a fibromatous disorder. Morpholo-
gically, histoid lepromas are sudden eruptions
of dome-shaped tumours, resembling eruptive
kerato-acanthomas or cutaneous metastasis.

The global burden of lepromatous leprosy
is shared by Kenya, Cuba, Indonesia and De-
mocratic Republic of Congo. India has eliminated
leprosy in 2005 to less than 1 case per 10,000
population. Despite this feat achieved 13 years
ago, India is the deemed leprosy capital of the
*Corresponding author: Dr. Inam Danish Khan, Associate
Professor, Clinical Microbiology and Infectious Diseases, Army

College of Medical Sciences and Base Hospital, New Delhi
110010, India. E-mail: titan_afmc@yahoo.com

world owing to a massive population of
1.32 billion. In India, Annual New Case Detection
Rate (ANCDR) for leprosy is 9.71 per 100,000
population and a Prevalence Rate (PR) of 0.66
per 10,000 population with a Child Case rate of
8.94% as recorded in 2016. Pockets of high
endemicity with prevalence rate of >1% are
present in many parts of India [1].

Histoid leprosy has been registered to occur
at an age of ten years or younger to as old as
84 years. 58% of leprosy patients are between
20 and 39years of age with male preponderance
in Indian studies [2]. Histoid leprosy is quite
commonin patients onirregular and inadequate
dapsone monotherapy. However, the de-novo
occurrence of the disease has only been recor-
ded sporadically. In India, the overall incidence
of histoid leprosy among leprosy patients has
been estimated to be between 2.79 and 3.60%
[3]. In a study from the state of Rajasthan in
India, the incidence of biopsy proven histoid
leprosy was 2.8% [4].
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Case report

A 25 year old healthy male, a resident of
eastern Uttar Pradesh in India, presented with
multiple skin coloured, discrete, well defined,
painless papules and nodules scattered over
nape of neck, right side of the trunk and both
arms along with numbness as well as tingling
sensation over both arms and trunk. The lesions
were first noticed six months back with pre-
sence of a few lesions which progressed within
one month, bringing him to seek medical atten-
tion. It was a case of non-seminomatous germ
cell tumor (NSGCT), left testis, diagnosed and
treated with a high inguinal orchidectomy with
adjuvant chemotherapy in 2016.

On dermatological examination the dome
shaped, nodular lesions were firm and non-
tender (Fig. 1).

There was patchy hypo-aesthesia over
dorsum of left hand (ulnar distribution), lower
1/3 of the anterior leg and dorsum of the foot.
Non tender, uniform, peripheral nerve thicke-
ning was noted in right greater auricular, both
the ulnar, both radial cutaneous, both common
peroneal and left anterior tibial nerves. A

healed trophic ulcer over the ulnar border of
left hand was also noted. There was no loss of
power or muscle wasting or deformity evi-
denced. His vital status and systemic exami-
nation were within normal limits.

His routine investigations such as complete
hemogram, liver function test, renal function
tests, chest X-ray (PA-view) were all within
normal reference range. His split skin smear
(SSS) showed a bacteriological index of 5+ with
a morphological index of 90%. H&E stained
sections from intra-lesional punch biopsy of
nodular skin lined lesion showed a thin epider-
mis with a nodular proliferation of spindle
shaped histiocytes with a clear grenz zone in
the dermis (Fig. 2).

The nuclei of these fusiform cells are
pyknotic with moderate cytoplasm. Occasional
epitheloid component forming epitheloid
granulomas also noted (Fig. 3).

Ziehl Neelsen (ZN) stain for Acid Fast Bacilli
(Mycobacterium leprae) - Modified Fite stain
method showed numerous acid-fast bacilli
(Fig. 4). Histopathological diagnosis of Hansen's
disease (Histoid) was performed.

Fig. 1. Clinical presentation: Multiple soft nodules
over the skin.

Fig. 2. Photomicrograph: H&E, X 400. Thin epidermis
and nodular proliferation of spindle shaped histoid
cells.
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Fig. 3. Photomicrograph: H&E X 1000; demonstration  Fig 4. Photomicrograph: Fite Stain, X 1000; Fite stain E
of clear grenz zone. showing numerous Leprae bacilli. —
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The patient was admitted and started on
triple drug multi-bacillary multi-drug therapy
(MB-MDT). A remarkable improvement was
noticed in the lesion status within one month
of institution of the therapy.

Discussion

Leprosy is caused by Mycobacterium leprae
and Mycobacterium lepromatis, which has been
discovered in 2008 causing Diffuse Lepromatous
Leprosy of Lucio and Lapati in Central America
and the Caribbean. Leprosy is a re-emerging
disease de novo as well as in immunocompro-
mised hosts [5]. It can present in the backdrop
of immunocompromised states including tu-
mours a seen in this patient [6].

Histoid leprosy has characteristic clinical,
histopathologic and bacterial morphological
features with an overall male preponderance.
Macroscopically, lesions have been variously
classified as subcutaneous nodules, deeply
fixed cutaneous nodules, superficially placed
cutaneous nodules, soft nodules, and plaques
or pads over normal skin. Normally the maxi-
mum size of the lesion varies between 1.5-3 cm
[7, 8]. They may have atypical presentation as
giant lesions [9]. Common sites include arms,
dorsum of hands, thighs, on the lower part of
the back, on the buttocks and over the bony
prominences, especially over the elbows and
knees. Mucosal and genital lesions have been
recorded in histoid leprosy [10, 11]. A single
patient can have 3-50 lesions [2]. The smaller
nodules are soft and the larger nodules are
fibrotic. Such nodules may remain subcutaneous
indefinitely or migrate towards the surface to
fuse with the dermis. The patient presented
almost similar kind of picture with approximately
08-10 lesions over the skin of neck, trunk and
arms [12].

The classical microscopic features include
epidermal atrophy as a result of dermal ex-
pansion by the underlying lepromas and an
acellular band located immediately below the
epidermis called sub epidermal grenz zone
seen in some cases. The most striking and
classical feature of typical active histoid nodules
is the presence of numerous, thin, spindle-
shaped histiocytes forming interlacing/inter-
twining bands, whorls and at times, tight
curlicues giving it a tangled/storiform pattern
containing acid fast bacilli. The lesion resembles

afibrohistiocytic tumour. Within the histiocytes
there are numerous well-preserved acid-fast
bacilli arranged in parallel bundles along the
long axis of spindle histiocytes (histoid-habitus)
with or without globes formation [13, 14]. The
histomorphological picture in our case was in
sync with histoid pattern and presence of
mycobacterium confirmed on ZN for AFB
(L)-modified Fite stain, which showed an
abundance of the organisms.

Histoid leprosy is treated with ROM therapy
followed by MB-MDT [15, 16]. High degree of
suspicion is warranted for diagnosis of Histoid
Leprosy, as it can be easily missed, being
completely eradicated in many countries [17].
Leprosy being transmissible by direct contact
is a risk in overcrowding [18]. This lesion can be
misdiagnosed as a fibrohistiocytic tumour.
Histological differential diagnoses include no-
dular sub epidermal fibrosis, dermatofibroma,
and similar skin tumours on routine haema-
toxylin and eosin stains. Staining for acid-fast
bacillimay, however, easily differentiate histoid
lesions from such tumours, due to presence of
Leprae bacilli in exceptionally large numbers
within the fusiform cells of histoid lesions.

Conclusion

Histoid leprosy is a discrete infrequent form
of multibacillary leprosy with distinctive clinical,
bacteriological and histomorphological featu-
res. The appearance of histoid lesions certainly
indicates a highly active lepromatous process.
Histopathologic examination with modified Fite
stain is still the mainstay of diagnosis along with
a strong sense of suspicion.
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Bctyn. Jlenpa a6o xeopoba [aHCeHA - ye XPOHiYHe 2paHyeMamo3He 30X80PHBAHHSA, AKe YPaXaE
nepesaxHo WKipy, nepugdepuyHi Hepsu Ma C/a1U308i HOCA, 0OHAK MO#e /10KAAi3y8amucs y 6y0b-SKoMy Op2aHi
YU MKAHUHI. [icmoidHa nenpa - pidkicHUl, dobpe onucaHuli 8apiaHM My16mMubayUAAPHO20 1ENPOMAMO3HO20
muny aenpu, AKul 8kpali 8a*Ko diazHOCMysamu Yepes pi3HOMAHIMHI cneyudidHi KAiHiYHi Ha hamomopgono2iyHi
npossu, wjo NodibHi 00 GibPOMAMO3HUX ypaxceHs. [ICMoidHa 1enpa K NPasU0 PO38UBAEMbLCA NI/ HE80A/1020
ma HeegekmugHO20 NiKy8aHHS, iHOOi de novo.

MeTa. Jocrioumu ocobausocmi nepebiey 2icmoidHoi nenpu, K 8apiaHmMy 1enpoMamo3H020 muny aenpu,
HQ Npukaadi KNiHIYHO20 8UNAOKY.

Methods. OnucaHo ma npoaHanizos8aHo KAiHiYHUG 8UNAOOK 2iCMOIOHOI enpu, diazHOCMoBaHoI'y nayieHma
nicaa NoXo0XeHHS NPoMUNyxXAUHHOI XiMiomepanii.

Pe3synbTaTW. 25-piyHull 40/108iK 38€pPHY8CA 3i CKAP2OMU HA 3MiHU KO/MbOPY WKIipU, 4imKO OKpecaeHi
6e360/1iCHI hanyau ma 8y3/1UKU, AKi po3mawosy8anucs Ha8KoM0 Wui, Ha npasili cmopoHi myay6a ma 06ox
pyKax, i cynposooxysanucs OHiMiHHAM, NOKOOBAHHAM | NOPYWEHHAMU Yymaugocmi Ha 060X pyKax i mysy6i.
Meped yumM y Hb020 6y710 0ia2HOCMOBAHO HE2ePMIHO2EHHY NYXAUHY Ni8020 AEYKA. [Ip08edeHO 8UCOKY NAXBUHHY
opxiekmomito 3 HacmynHotro ad’to8aHmMHoro ximomepaniero y 2016 poyi. [pu 3a6apeneHHI 839Mo20 KAiHiYHO20
mamepiany 3a Memodom Llins-HinsceHa 045 kKuciomo-cmilikux 6akmepili ma 30 MoougikoeaHUM MemMoooM
®alim 6y/710 8CMAHOB/NEHO HOABHICL YUCIEHHUX KUCA0MO-Cmilikux 6akmepil. [Ipu nposedeHHi 2icmo102iYH020
00C1i0HCeHHA 8CMAHOB/1eHO 0ia2HO3 X80pP0ObU [aH3eHa, 2icmoidHoI popmu. MayieHmMos8i NPU3HAYEHO MyAbMU
npenapamsy nompiliHy mepanito. 3HaYHe NOKPAWEHHS CMaHy WKipu 8idMiYeHO Yepe3 Micayb 8i0 NOYAmMKy
NiKyBAHHS.

BUCHOBKMW. [icmoidHa nenpa - pidkicHe $popma Myn6bayUAAPHOI NeNPU 3 XAPAKMEPHUMU KAIHIYHUMU,
b6akmepionoziyHUMU ma 2icmomMop@oa02iYHUMU 03HAKaMU. [icmonoziyHe 0ocnidxeHHA ma Gapby8aHHA 3a
mModupikosaHum Memodom @alim - ece wje 0CHOBHi Memoodu 0ia2HOCMUKU 3GX80PHOBAHHS.

K/TFOYOBI C/TOBA: ricToigHa nenpa; KMCNOTO-CTiliKi 6aKTepii; MynbTUNpenapaTHa Tepanis.
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