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An unusual presentation of leprosy: 
Lepromatous lymphadenitis

Leprosy is a nonfatal, chronic inflammatory disease caused by Mycobacterium leprae, 
whose clinical manifestations are largely confined to the skin, peripheral nervous 
system, upper respiratory tract, eyes, and testes.

However, here we are reporting a case of leprosy in a 45-year-old male, who 
presented with bilateral inguinal lymphadenopathy.

Left inguinal lymph node was excised surgically and was transported in 10% formalin. 
Sections were stained with Hematoxylin and Eosin and with modified Ziehl–Neelsen 
(ZN) technique and were examined under light microscope.

Microscopic examination revealed aggregates of foamy histiocytes surrounded 
by plasma cell infiltrate. Modified ZN stain was performed which showed foamy 
histiocytes packed with acid-fast lepra bacilli.

This report highlights the importance of systemic involvement in leprosy, especially 
the unusual presentation with lymphadenopathy. Hence, clinicians practicing in 
endemic areas should bear this fact in mind.
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INTRODUCTION

Leprosy is a nonfatal, chronic inflammatory disease caused by Mycobacterium leprae and presents as a 
spectrum of  clinical manifestations from polar tuberculoid to borderline tuberculoid to mid-borderline 
to borderline lepromatous to polar lepromatous disease, which is associated with an evolution from 
asymmetric localized macules and plaques to nodular and indurated symmetric generalized skin 
manifestations, an increasing bacterial load, and loss of  leprae-specific cellular immunity. However, in 
any part of  the spectrum the clinical manifestations are largely confined to the skin, peripheral nervous 
system, upper respiratory tract, eyes, and testes.[1] The prevalence of  leprosy in India is reported to 
be 0.7/10,000 populations.[2] The disease should be suspected when a patient from an endemic area 
has suggestive skin lesions or peripheral neuropathy. However, this disease can even present with 
lymphadenopathy only, as can be seen in this particular case.

CASE REPORT

A 45-year-old male patient was referred to our institute with the complaints of  gradually increasing 
swelling in the inguinal areas of  both sides for 6 months duration. The swellings were painless. On 
clinical examination, the patient was found to have enlargement of  inguinal lymph nodes on both sides, 
the left-sided swelling was 2.0 cm and the right sided one was 1.5 cm in greatest dimension. Excision 
of  the left inguinal lymph node was done surgically and sent to our department for histopathological 
examination. Fine needle aspiration cytology (FNAC) was not done as it would destroy the lymph 
nodal architecture.

Left inguinal lymph node was excised surgically and was transported in 10% formalin. Grossly, the 
tissue was globular capsulated mass measuring 2.0 cm × 1.8 cm × 1.5 cm. Cut section was homogenous 
and grayish white in color. Formalin fixed and paraffin embedded sections were made. Sections were 
stained with Hematoxylin and Eosin stain and also with modified Ziehl–Neelsen (ZN) stain by Fite-
Faraco’s technique,[3] and were examined under light microscope.
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Microscopic examination of  the sections showed presence 
of  aggregates of  foamy histiocytes surrounded by plasma cell 
infiltrate replacing normal nodal secondary germinal follicles 
[Figures 1 and 2]. These foamy histiocytes resembled the lepra cells 
seen in skin biopsies of  patients with lepromatous leprosy. Therefore, 
a modified ZN stain (with 5% sulfuric acid decolorization) was 
performed, which revealed foamy histiocytes packed with acid-fast 
bacilli (AFB) [Figure 3].

After the diagnosis of  lepromatous, leprosy was confirmed in 
histopathology report, the patient was referred to the dermatology 
department for further evaluation. On detailed physical 
examination of  the patient, multiple hyperpigmented macules 
were found on the back and gluteal region, which were dry and 
ichthyotic with loss of  hair. There was a sensory loss to touch 
and painful stimuli over both the lower extremities. Left common 
peroneal and posterior tibial nerves were thickened. A skin biopsy 
was taken which revealed lepromatous leprosy with lepra bacilli in 
the lepra cells. The patient did not have any documentary evidence 
of  his past medical history. Treatment was started with dapsone, 
rifampicin, and clofazimine as per multi-drug regime, and he is 
now on close follow-up.

DISCUSSION

Leprosy is a chronic granulomatous disease, is one of  the major 
health problems faced by India. It is also endemic in many other 
countries. Leprosy mainly manifests with cutaneous and neurological 
involvement, but it also has the propensity to involve lymph node, 
spleen, bone marrow, eyes, and testes.[4] Incidence of  lymph node 
involvement accompanied by skin lesions with the presence of  
AFB is 92.2%.[5]

Lymph node involvement in lepromatous leprosy has a very 
characteristic microscopic appearance. The main change is the 
progressive accumulation of  large, pale, rounded histiocytes 
(“lepra” or “Virchow” cells), without granuloma formation and 
with minimal or no necrosis. Wade-Fite and Fite-Faraco stains 
(modified ZN reactions) demonstrate packing of  the cytoplasm by 
acid-fast organisms.[6] Although lymph nodes have been reported to 
be moderately enlarged in leprosy, in the experience of  Jopling and 
McDougall, enlargement is confined to phases of  lepra reaction and 
then there is marked swelling and tenderness, especially of  femoral 
and inguinal groups.[7] As in this case, the morphology is clearly that 
of  lepromatous leprosy.

Kar et al. in their study of  105 leprosy patients found clinical 
enlargement of  lymph nodes in all cases of  lepromatous, borderline 
lepromatous, and borderline types of  leprosy. In order of  frequency 
the sites were inguinal (76.2%), cervical (69.5%), and axillary (69.2%) 
group of  lymph nodes. Nevertheless, it is very unusual to diagnose 
leprosy primarily by lymph node biopsy.[8]

In 2009 Nery et al. showed in their study that multibacillary leprosy, 
especially close to the lepromatous end of  the spectrum, may mimic 

other diseases, and the patient cannot be diagnosed without a biopsy 
or a slit skin smear examination. Clinicians working in an endemic 

Figure 1: Aggregates of foamy histiocytes surrounded by plasma cell 
infiltrate replacing normal nodal germinal follicles. H and E stain, low 
power view

Figure 2: Aggregates of foamy histiocytes surrounded by plasma cell 
infiltrate replacing normal nodal germinal follicles. H and E stain, high 
power view

Figure 3: Foamy histiocytes are packed with acid-fast lepra bacilli. 
Modified Ziehl–Neelsen stain
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area do not always include leprosy in their differential diagnosis, 
especially when the clinical presentation is unusual. However, leprosy 
should be considered even in those unusual situations.[9]

Though leprosy is a rare cause of  lymphadenopathy, but lymph 
node biopsy can surely reveal the diagnosis. In one study done in 
Pakistan in 2000 by Abdullah et al., lymph node biopsy done in 
872 cases of  lymphadenopathy. Major causes were tuberculosis, 
reactive hyperplasia, and lymphoma. However, 0.3% cases was 
diagnosed as leprosy.[10]

Fine needle aspiration cytology is also a useful aid to diagnose leprosy 
involvement of  lymph nodes, but problems with this are getting 
inadequate specimen or necrotic material only or getting material 
from noncontributory areas. It also damages the tissue architecture 
and causes problem during histopathology. In one study done by 
Ahamad et al. which was published on 2009, they examined FNAC 
of  42 cases of  lymph node involvement in leprosy. And 14 of  the 
cases showed nonspecific features, which were later confirmed as 
leprosy by histopathology.[11]

As in this case, if  a clinician encounters lymphadenopathy in an 
elderly patient with no overt skin lesions or deformities, he is 
unlikely to suspect leprosy and also unlikely to perform a detailed 
neurological examination. Only a detailed history and examination 
can avoid misdiagnosis in such patients. Leprosy is a nonfatal and 
treatable condition; therefore, prompt initiation of  appropriate 
medicines can prevent further complications.

This report highlights the importance of  systemic involvement 
in leprosy, especially when the initial presentation is with 

lymphadenopathy. So clinicians practicing in endemic areas should 
bear this fact in mind.
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