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Case Report
Histoid lepromatous leprosy presenting as keloid-like
nodules

, WYM Tang

GJ Chan

, WY Lam

A 26-year-old Phillipino lady presented with a one year history of multiple hypo- and hyperpigmented
patches over the trunk and limbs with coppery-red nodules over her ear and limbs. A diagnosis of
histoid lepromatous leprosy was made based on clinicopathological findings. The patient is currently
treated with multidrug therapy.
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Introduction
Histoid leprosy is a rare form of multibacillary
leprosy with distinct clinical and histopathological
features. We report a Philippino lady with histoid
lepromatous leprosy presenting as asymptomatic
keloid-like nodules with multiple patches of hyperSocial Hygiene Service, Department of Health,
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and hypopigmentation. The diagnosis was made
on the clinicopathological findings.

Case report
A 26-year-old Philippino lady presented with
several non-tender and non-itchy keloid-like
nodules over her right ear, right thigh and trunk.
She was also noted to have an asymptomatic
patch of hyperpigmentation over her right knee
for 1 year. Later in the course of the disease she
developed faint hypopigmented lesions over her
trunk. There was no preceding trauma. Her past
health was unremarkable. She was born in the
Philippines and has been living in Hong Kong for
the past five years. None of her other family
members were affected.
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Physical examination revealed a hyperpigmented
erythematous-tan patch over her right knee
extending to the lateral aspect of her knee (Figure
1). The lesion had an irregular border and was in
some areas indistinct with varying lighter and
darker shades of tan-brown. There were also three
well-circumscribed firm nodules over the right ear,
right thigh and right knee measuring 0.7 to
1.5 cm in diameter (Figures 2 & 3). The thigh and
knee lesions were erythematous and coppery
coloured spherical nodules while the lesion over
the right ear was ellipsoid in appearance with a
flesh-coppery colour. The later lesions consisted
of faint hypopigmented patches over her trunk
and limbs. Pain and light touch sensation were

reduced. Palpation of her peripheral nerves
revealed thickening of her left ulnar nerve.
Examination of her other systems was
unremarkable. The constellation of clinical
features suggested histoid Lepromatous leprosy
as the most likely diagnosis. Other differential
diagnoses of the nodular lesions include
dermatofibroma, keloid scars, mycobacterial
spindle cell pseudotumour, nodular xanthoma.
An incisional biopsy from the right knee lesion
showed a nodular infiltrate of spindle and oval
cells underneath a subepidermal Grenz zone
(Figure 4). Among the spindle cell proliferation
are the diagnostic round vacuolated cells stuffed

Figure 3. A well demarcated erythematous dermal
nodule over the right thigh.
Figure 1. Hyperpigmented tan-brown patch
over the left knee.

Figure 2. A flesh-tan coloured ellipsoid dermal
nodule over the right ear.

Figure 4. A nodular infiltrate of spindle and oval cells
lies beneath the subepidermal Grenz zone. (H&E,
Original magnification x 20).
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with bacillary aggregates (so-called globi) (Figure 5).
Myriads of acid fast lepra bacilli are evident with
the Fite stain (Figure 6). A slit skin smear was
positive with a Bacteriological Index (BI) of 0.16
and a Morphological Index (MI) of 0. The clinical
and histological features were consistent with
histoid lepromatous leprosy.
Other investigations showed iron deficiency
anaemia whilst G6PD activity was normal. Liver
and renal functions were normal. Both antinuclear antibody and syphilis enzyme
immunoassay (EIA) were negative. The patient was
treated with a multi-drug regimen consisting of
rifampicin, clofazamine and minocycline.

Discussion
Histoid leprosy is a rare type of multibacillary
leprosy with distinct clinical and histological
features. It was first described by Wade in 1963.
It has a reported incidence of 8.7% amongst
lepromatous leprosy (LL) patients, and 1-2%
amongst total leprosy patients.1
Reports of histoid leprosy have occurred after
inadequate and irregular treatment with dapsone

Figure 5. Diagnostic round vacuolated cells stuffed
with bacillary globi. (H&E, Original magnification
x 650)
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monotherapy or multidrug therapy (MDT), but may
also occur de novo in as many as 68%.2
The aetiopathogenesis of this entity is not clear
but an increased cell-mediated and humoral
immunity against M. leprae3 and augmented local
CMI demonstrated by necrosis and ulceration4
have been observed. These findings have been
suggested to represent a hyperactive expression
of multibacillary leprosy in an effort to restrict/
localise or focalise the disease.5
Clinically, histoid leprosy occurs as sharply
delineated cutaneous or subcutaneous papules,
nodules, or plaques. These are usually firm, may
be translucent and shiny, with an erythematous
or coppery colour. The nodules in our patient felt
soft during the excision suggesting a recently
erupted lesions, whilst the chronic lesions were
firmer and fibrotic. They are typically distributed
over the backs, buttocks, face, extremities and over
the bony prominences, especially the elbows and
knees.6 Facies with relics of LL such as infiltration,
loss of eyebrows and depressed nose may be
present. These features were not present in our
patient. The peripheral nerves may be thickened
in the majority and usually affect multiple nerves.
The ulnar nerve has been reported as the

Figure 6. Myriads of acid fast lepra bacilli are present.
(Fite, Original magnification x 650)
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commonest nerve involved. 2 An erythema
nodosum leprosum (ENL) reaction may occur
during treatment and present as an acute
exacerbation of existing lesions, softening,
ulceration or discharge; these may occur in the
absence of other features of the type 2 reaction.7
The differential diagnoses of the nodular lesions
of histoid leprosy include dermatofibroma,
neurofibroma, keloid scar, nodular xanthoma.
A mycobacterial spindle cell pseudotumour may
also have a similar appearance. 8 A rare
papulonodular variant of secondary syphilis
sparing the palms and soles can also present with
nodules mimicking those of histoid leprosy. 9
Neurofibromatosis may also give features of
multiple nodules, hyperpigmented (and less
commonly hypopigmented) macules together with
peripheral nerve enlargement. 10 Clues to the
diagnosis of histoid leprosy include the typical
nodules together with the constellation of lesions
present in multibacillary leprosy. The finding of
altered or loss of sensation and peripheral nerve
enlargement are particularly relevant.
Histologically, histoid leprosy is characterised by
a granuloma formed by spindle-shaped histiocytes
and/or polygonal cells arranged in a whorled,
criss-cross or interlacing pattern. There is complete
circumscription of the dermal granuloma in the
majority of cases and may be pseudocapsule
formation. A free subepidermal zone may occur.
The epidermis may be normal or atrophic. Some
cases may resemble a fibrohistocytic tumour. A
Ziehl Neilsen stain shows a striking abundance of
uniformly stained long bacilli both intra- and
extracellularly.2,5
The slit skin smear performed in patients with
histoid leprosy always reveal numerous solidstaining bacilli which often lie singly but
occasionally in clusters or in globii. Most
organisms are usually well preserved and long
with tapering ends.5 Interestingly the BI was low
and the MI was negative in our patient.

Treatment of leprosy in Hong Kong is based on
the WHO recommended multi-drug therapy
regimens. For multibacillary disease such as our
patient the first line treatment includes monthly
supervised treatment with rifampicin 600 mg and
clofazamine 300 mg supplemented with daily selfadministered clofazamine 50 mg and dapsone
100 mg. Minocycline 100 mg daily is a secondline drug and was substituted for dapsone in our
patient because of anaemia.
Apart from pharmacological treatment, it is
important to perform contact tracing,
rehabilitation and educate patients to prevent
long-term disability.
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