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Case Report

CASE REPORT
A 45-year-old woman presented to the outpatient department of a 
district clinic in Central India with complaints of multiple multinodular 
lesions on her trunk, upper limbs, and lower limbs for the past two 
months. She had a prior history of infiltrating ductal carcinoma of the 
right breast, for which she underwent lumpectomy followed by seven 
cycles of chemotherapy with cyclophosphamide, methotrexate, and 
5-fluorouracil six years earlier.

After a disease-free interval of five years, she developed a solitary 
nodule in the same breast, which was biopsied and diagnosed as 
a fibroma.

The current multinodular lesions initially on her left breast and 
gradually progressed to the lower limbs—first the left and then the 
right limb. The patient reported no systemic symptoms and no 
history of sensory changes or disability. There were no clinical signs 
suggestive of cancer recurrence.

On physical examination, the nodules were normochromic with 
mild erythema, well-defined, firm, and had a smooth, shiny surface, 
measuring approximately 1-2 cm in diameter [Table/Fig-1,2]. The 

surrounding skin was infiltrated but there was no evidence of leonine 
facies or madarosis. Liver and renal function tests were normal limits, 
and other laboratory profile has been mentioned in [Table/Fig-3].
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ABSTRACT
Leprosy, caused by Mycobacterium leprae, persists in many developing nations. Histoid leprosy, an uncommon variant of 
lepromatous leprosy, may occur even in untreated individuals, thereby challenging its earlier association with drug resistance. 
This is a case of a 45-year-old female with a previous history of infiltrating ductal carcinoma, who made a full recovery with 
lumpectomy and chemotherapy six years ago, and presented with multiple multinodular lesions over her trunk and limbs. The 
clinical presentation and initial histopathological findings suggested a soft-tissue tumour, raising concern about the recurrence 
of malignancy. However, further investigation revealed fusiform histiocytes and Acid-Fast Bacilli (AFB), confirming a diagnosis of 
histoid leprosy. Through this case, we aim to highlight the challenges in diagnosing histoid leprosy due to its clinical resemblance to 
soft-tissue tumours, particularly in patients with a history of malignancy. The case illustrates the potential for diagnostic confusion 
in endemic regions where both infectious and neoplastic conditions may coexist.

[Table/Fig-1]:	 Shiny, skin coloured papulo-nodular lesions on the lower limbs.

[Table/Fig-2]:	 Well-demarcated nodular lesions over the forearms.

Investigation Results Reference Range

Haemoglobin (g/dL) 10.7 10-14

Leucocytes (cells/cumm) 6000 4000-11000

Lymphocytic count 29.1% 10-30%

Haematocrit 32.8% 35-54%

Serum blood urea (mg/dL) 9.7 12.8-42.8

Blood urea nitrogen (mg/dL) 4.35 4-20

Serum creatinine (mg/dL) 0.66 0.6-1.1

Serum uric acid (mg/dL) 1.78 1.5-6.0

Serum bilirubin (total) (mg/dL) 0.28 0.2-1.2

Serum bilirubin (indirect) (mg/dL) 0.17 0.2-0.5

Serum bilirubin (direct) (mg/dL) 0.11 0-0.3

Serum SGOT (U/L) 20.21 0-31

Serum SGPT (U/L) 9.84 0-34

[Table/Fig-3]:	 Laboratory profile of liver function test and kidney function test.

Histopathological report from the initial lesion on the right breast 
showed an infiltrative lesion composed of round to oval cells with 
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DISCUSSION
Leprosy, or Hansen’s disease, is a chronic granulomatous condition 
caused by Mycobacterium leprae that primarily affects the skin and 
peripheral nerves [1]. The global target for eliminating leprosy was 
achieved in 2000, with worldwide prevalence of less than 600,000 
cases [2].

A rarer form of lepromatous leprosy, first described by Wade [3]. 
Histoid leprosy was initially thought to be linked to drug resistance 
in multibacillary patients treated with dapsone monotherapy [3,4]. 
However, this form can also occur in individuals without prior 
treatment, indicating that it is not limited to a resistance pattern.

The clinical manifestation ranges from small papules to subcutaneous 
nodules to cutaneous plaques, commonly involving the body 
prominences, the buttocks, back, extremities, and face [5,6].

Murthy SV et al., reported that histoid leprosy constituted 8.7% of 
cases among patients with lepromatous leprosy and 1.2% of all 
leprosy cases [7]. The palms and soles remain unaffected, while 
histoid lesions have frequently been observed along peripheral 
nerve  trunks, particularly the ulnar nerve [2]. In the present case, 
lesions were also noted on the palms, which is an uncommon 
finding.

In contrast to its usual presentation, the unusual presentations 
of histoid leprosy have been considered differentials of systemic 
lupus erythematosus, mycosis fungoides, neurofibromatosis, and 
cutaneous leishmaniasis [8-11].

Histopathological examination remains the gold standard for 
diagnosing leprosy, typically identifying an infiltrate composed 
primarily of fusiform histiocytes, which bear a resemblance to 
fibroblasts and may sometimes mimic a fibro histiocytic neoplasm. 
This infiltrate is usually accompanied by a few foamy macrophages 
and a significant presence of AFB [7]. The presence of nodules, 
a hallmark of both soft-tissue tumours and leprosy, can create a 
significant diagnostic challenge, especially in patients with a history 
of malignancy. In endemic regions, this overlap can lead to leprosy 
lesions being misdiagnosed, delaying appropriate treatment and 
affecting patient outcomes. While there have been reports of 
histoid leprosy presenting as a large tumour or being confused with 
neurofibromatosis, to the best of the authors knowledge, this is the 
first documented case where histoid leprosy initially presented as a 
soft-tissue tumour based on histopathological assessment.

CONCLUSION(S)
While histopathological examination is the gold standard method 
for diagnosing histoid leprosy, in endemic zones, leprosy should be 
included in the differential diagnosis for patients with relevant clinical 
signs and symptoms, regardless of the initial histopathological 
outcomes.
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[Table/Fig-4]:	 Histopathology slide of the initial lesion on the right breast showed 
an infiltrative lesion composed of round to oval cells with moderate pleomorphic 
vesicular nuclei; a) 40x magnification; b) 100x magnification.

[Table/Fig-5]:	Microscopic image showcasing Acid-Fast Bacilli (AFB) at 40x 
magnification.

[Table/Fig-6]:	 Resolution of nodules confirming remission during post-treatment 
follow-up after one month in lower limbs.

[Table/Fig-7]:	 Resolution of nodules confirming remission during post-treatment 
follow-up after one month in arms.

moderate pleomorphic vesicular nuclei, prominent nucleoli, and a 
moderate amount of pale cytoplasm [Table/Fig-4]. The cells were 
arranged in nests, and numerous lipoblasts were observed, indicating 
a diagnosis of a soft-tissue tumour with moderate atypia.

Multiple lesions on the right arm warranted excision, and subsequent 
biopsy of the skin lesion revealed fusiform histiocytes arranged 
in short bundles within the dermis. Numerous Acid-Fast Bacilli 
(AFB) were demonstrated on Fite–Faraco staining, confirming the 
diagnosis of histoid leprosy [Table/Fig-5].

The patient was started on a multi-drug therapy of 100 mg Dapsone, 
600 mg Rifampicin, and Clofazimine 50 mg daily for 24 months. The 
postoperative recovery was uneventful. At one-month follow-up, 
most nodules had subsided, showcasing the importance of early 
diagnosis and appropriate treatment [Table/Fig-6,7].



www.jcdr.net	 Khushbu Vaidya et al., Histoid Leprosy

Journal of Clinical and Diagnostic Research. 2026 Apr, Vol-20(4): PD15-PD17 1717

	 Nsagha DS, Bamgboye EA, Assob JC, Njunda AL, Kamga HL, Zoung-[2]
Kanyi Bissek AC, et al. Elimination of leprosy as a public health problem by 
2000 AD:  An  epidemiological perspective. Pan Afr Med J. 2011;9:4. Doi: 
10.4314/pamj.v9i1.71176. Epub 2011 May 17. PMID: 22145052; PMCID: 
PMC3215526.

	 Laureano Oliveira A. Wade histoid leprosy revisited. Dermatol Online J. [3]
2016;22(2):8. Doi: 10.5070/D3222030092.

	 Fernandes TRM de O, Andrade VJS de, Nascimento ID, Matias AKS. Histoid [4]
leprosy presenting as a large tumour. An Bras Dermatol. 2021;96:759-61. Doi: 
10.1016/j.abd.2021.04.009.

	 Kulkarni SA, Chhabra N, Prabha N. Histoid leprosy in a 12-year-old child: A [5]
rare presentation. Indian J Paediatr Dermatol. 2016;17:212. Doi: 10.4103/2319-
7250.179483.

	 Pandit VS, Sumathi S. Histoid leprosy: Case series from non-endemic region in [6]
post-elimination era. Indian J Lepr. 2021;93:415-22.

	 Murthy SV, Rao SM, Thejaswini, Mannan K. De-novo histoid leprosy. J Lab [7]
Physicians. 2011;3:110-12.

	 Gunawan H, Utami F, Achdiat PA, Avriyanti E, Hindritiani R, Suwarsa O. A unique [8]
case of borderline lepromatous leprosy with psoriasis-like lesions all over the 
body and mycosis fungoides-like lesions on the face. J Clin Tuberc Mycobact 
Dis. 2019;17:100134. Doi: 10.1016/j.jctube.2019.100134.

	 Angoori GR, Danturty I, Rekha Singh TN. Borderline lepromatous leprosy with [9]
neurofibromatosis. Indian J Dermatol. 2010;55(3):262-64. Doi: 10.4103/0019-
5154.70678.

	 Kusumaningrum N, Purnamawati S, Winarni DRA, Soebono H. Lepromatous [10]
leprosy mimicking systemic lupus erithematosus: A case report. Med J Indones. 
2019;8:77-81. Doi: 10.13181/mji.v28i1.1793.

	 Mercadante LM, dos Santos MAS, Pegas ES, Kadunc BV. Leprosy and American [11]
cutaneous leishmaniasis co-infection. An Bras Dermatol. 2018;93:123-25. Doi: 
10.1590/abd1806-4841.20186698.

PARTICULARS OF CONTRIBUTORS:
1.	 Junior Resident, Department of Surgery, DMIHER, Sawangi, Wardha, Maharashtra, India.
2.	 Professor and District Civil Surgeon, Department of Surgery, Gadchiroli Civil Hospital, Gadchiroli, Maharashtra, India.
3.	 Professor and Head, Department of Surgery, DMIHER, Sawangi, Wardha, Maharashtra, India.
4.	 Assistant Professor, Department of Surgery, Gadchiroli Civil Hospital, Gadchiroli, Maharashtra, India.
5.	 Junior Resident, Department of Surgery, DMIHER, Sawangi, Wardha, Maharashtra, India.

Date of Submission: May 18, 2025
Date of Peer Review: Sep 02, 2025
Date of Acceptance: Oct 14, 2025

Date of Publishing: Apr 01, 2026

Author declaration:
•  Financial or Other Competing Interests:  None
•  Was informed consent obtained from the subjects involved in the study?  Yes
•  For any images presented appropriate consent has been obtained from the subjects.  Yes

PLAGIARISM CHECKING METHODS: [Jain H et al.]

•  Plagiarism X-checker: May 19, 2025
•  Manual Googling: Oct 07, 2025
•  iThenticate Software: Oct 11, 2025 (3%)

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Khushbu Vaidya,
Junior Resident, Department of Surgery, DMIHER, Sawangi, Wardha-442107,  
Maharashtra, India.
E-mail: vaidyakhushbu940@gmail.com

Etymology: Author Origin

Emendations: 5

http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

