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ABSTRACT: Histoid leprosy is an uncommon variant of lepromatous leprosy characterized by unique 

histopathological findings and characteristic bacterial morphology. It occurs in patients relapsing 

after dapsone monotherapy, in the presence of dapsone resistance or at times de novo. Though it is 

commonly seen in lepromatous leprosy, very rarely it may be seen in borderline and indeterminate 

leprosy. We report here a case of de novo histoid leprosy with borderline tuberculoid leprosy 

because of its rarity. 
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INTRODUCTION: Leprosy (Hansen’s disease; Hanseniasis) is a chronic disease caused by 

Mycobacterium leprae, infectious in some cases and affecting the peripheral nervous system, the skin, 

and certain other tissues.1 

 Histoid leprosy first described by Wade (1963) is an uncommon variant of lepromatous 

leprosy. It is characterized by cutaneous and/ or subcutaneous nodules and plaques on apparently 

normal skin with unique histopathological findings and a characteristic bacterial morphology. It 

occurs in patients relapsing after dapsone monotherapy, in the presence of dapsone resistance or at 

times de novo. Apart from its occurrence in lepromatous leprosy, histoid lesions may rarely be seen 

in borderline2, 3 and indeterminate leprosy.4 We report here a case of histoid leprosy in a 55 years old 

female with borderline tuberculoid leprosy. 

 

CASE: A 55years old female presented to us with complaints of asymptomatic skin colored raised 

lesions on the right upper limb of 3months duration. She also complained of slight decrease in 

sensation in the anterolateral aspect of the right arm and hypopigmented macular lesions on both the 

cheeks which first appeared 6months ago. The patient noticed the skin colored lesions first over the 

right wrist joint which later increased in number to involve rest of the limb and a few coalesced to 

form a plaque on dorsum of right hand. 

 The patient also complained of low grade fever, malaise, swelling of the right upper limb for 

last 15days. Family history was non contributory. No history of any drug intake. 

 On examination, multiple shiny, non itchy, regular, dome shaped, skin colored nodules and a 

plaque over the right arm, elbow, radial side of right forearm and anterior aspect of the wrist were 

noted. On palpation, the nodules were non tender, firm in consistency measuring 1 to 2cms. The 

nodules were present on apparently normal skin. The patient had well circumscribed hypoaesthetic, 

slightly hypopigmented plaque over the anterolateral aspect of the right arm measuring 5x7cms, and 

hypopigmented macular lesions over both the right and left cheek measuring 2.5x3.5cms and 3x4.5 

cms respectively. Right ulnar nerve was thickened. 
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 Cutaneous examination of rest of the body revealed no abnormality. Systemic examination 

was normal. Routine laboratory investigations were all within normal limit. 

 The slit skin smear from the nodules showed plenty of bacilli, with a bacteriological index of 

4+, while the slit skin smear from the hypoaesthetic hypopigmented lesions revealed no bacilli. 

 Histopathology of the dome shaped nodules showed atrophic epidermis with subepidermal 

grenz zone. The dermis showed sheets of round-to-spindle shaped histiocytes compressing the skin 

appendages. These spindle cells were arranged in whorled pattern. The Fite Faraco stain showed 

numerous uniformly stained bacilli. Histopathology from the hypoaesthetic patches showed 

granulomas following the neurovascular bundles and not infiltrating into the epidermis. 

 A final diagnosis of histoid leprosy with borderline tuberculoid leprosy was made. 

 The patient has been put on multibacillary multi drug therapy and is on regular follow up. 

 

DISCUSSION: The term “histoid leprosy” was first described by Wade in 1963. Histoid leprosy is so 

called because the microscopic appearance of the nodule shows spindle shaped cells resembling 

those in a dermatofibroma.5 The lesions of histoid leprosy thus closely resembles dermatofibroma 

and other histiocytic and fibrotic tumours.6 It is considered by some as a variant of lepromatous 

leprosy (LL) and by others as distinct entity. An overall occurrence of 1.2% was found amongst the LL 

patients by Sehgal and Srivastava in their study.7 There is male preponderance and the average age 

affected is between 21 and 40 years.8 Histoid leprosy is associated with dapsone resistance and with 

relapse after dapsone monotherapy. However, this manifestation of leprosy has also been reported in 

patients in whom relapse occurred in presence of supervised monthly dose of multidrug therapy and 

in patients without any treatment6, 9 or in patients whose disease is relapsing because they have 

stopped treatment.10 Focal loss of immunity is thought to be the cause of the large bacillary load seen 

in histoid lesions.8, 11 

 Typical lesions are multiple, discrete, shiny, smooth, painless succulent, globular, 

protuberant, firm, skin colored, cutaneous and or subcutaneous nodules, papules, and plaques on 

apparently normal skin. They are regular in contour with shiny and stretched overlying skin, at times 

with constriction around their bases. The subcutaneous nodules vary in size but seldom greater than 

5cms.12 They do not extend deeply into the skin as an infiltration but feel like a button in superficial 

dermis.5 The nodules may involve face, back, limbs and bony prominences, as well as mucous 

membranes in severely affected patients. Histoid lesions have also been reported to present along the 

course of the peripheral nerve trunks and cutaneous nerves.13 Classical histopathological findings 

include epidermal atrophy as a result of dermal expansion of the underlying leproma and a Grenz 

zone located immediately below the epidermis.6 The leproma consists of fusiform histiocytes 

arranged in a tangled or storiform pattern containing acid fast bacilli. There are three histologic 

variants of Histoid Hansens: Pure fusocellular, fusocellular with epithelioid component and 

fusocellular with vacuolated cells. The third pattern is most commonly observed.14 

 

CONCLUSION: We present this case as occurrence of histoid leprosy with borderline tuberculoid 

leprosy which is a rare association. Early diagnosis and treatment of such cases is essential as these 

patients have a high bacillary load and are a potential source of infection. Moreover this is necessary 

for elimination of leprosy. 
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Fig. shows nodules coalesced 

to form plaque. 
Fig. shows dome shaped histoid 

lesions on right arm 



DOI: 10.14260/jemds/2014/2794 

CASE REPORT 

J of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 3/ Issue 24/June 16, 2014         Page 6636 
 

 

    
 

 

 

 

    
 

 

 

 
 

 
 

 

Fig. shows a large borderline  
tuberculoid plaque over right arm 

Fig. showing patch over left cheek 
and below the mandible 

Fig. H and E stain showing spindle shaped  
cells in a whorled pattern of a histoid 

nodulle 

Fig. shows epithelioid cell granuloma  
Not infiltrating the epidermis,  

with a narrow free 
papillary zone nodulle 

Fig. showing fite faraco staining of M.leprae 
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