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“Lepromatous leprosy 
as a presenting feature 

of HIV:” Diagnostic and 
management dilemmas

Sir,
We read with interest the article entitled “Lepromatous 
leprosy as a presenting feature of HIV” by Belgaumkar 
et al.[1] The authors have discussed the presentation of 
lepromatous leprosy (LL) as an opportunistic infection in 
an ART naïve patient with advanced disease and also the 
challenges in diagnosis and management.
The authors have diagnosed this case as LL with 
erythema nodosum leprosum (ENL) without considering 
carefully the clinical presentation and symptomatology. 
We feel that the clinical morphology of the lesions 
looks more like histoid leprosy (HL). The patient has 
papulonodular lesions with central depression, over 
the face with normal looking intervening skin, and 
the absence of madarosis also supports the diagnosis 
of HL.[2] Most of the lesions on legs are infiltrated 
papulonodules with few showing crusting suggestive 
again of HL. The presence of more than the usual 
number of lesions in this patient most likely indicates 
its possible transformation to LL, which is known 
to occur though not often. [3] Further, the absence of 
systemic features such as fever, arthralgias, and neuritis 
is unusual for ENL, which has acute presentation with 
associated systemic features. The authors also mention 
that Mycobacterium leprae and HIV act synergistically 
which could worsen the nerve damage, but surprisingly 
this patient had all the sensations intact. Enlarged nerves 
with no nerve function impairment (NFI) or tenderness 
are also more consistent with the diagnosis of HL rather 
than LL with ENL. HL may present with thickened 
nerves and the NFI may appear much later. Although the 
association of HL with HIV is quite rare, two cases (one 
presenting as immune reconstitution inflammatory 
syndrome) have been reported by Bumb et al.[4] and 
Sivasankari et al. [5] in HIV‑infected patients taking 
highly active retroviral therapy for 9 and 11 months, 
respectively.
It is also stated that sensitivity and specificity of serological 
tests for HIV are affected in leprosy giving rise to false 
positive results, but the authors do not refer to performing 
an alternate confirmatory test. Very low CD4 count of 
11 in a HIV patient represents advanced stage presenting 
with plethora of clinical manifestations and susceptible to 
various opportunistic infections, but surprisingly this patient 
had only history of weight loss (significant or not?) and 
anorexia and no laboratory evidence of any opportunistic 
infection.
The authors did not mention about lymphadenopathy in 
general physical examination, but detected abdominal 
lymphadenopathy on ultrasonography which was ascribed 
to be due to tuberculosis (TB). As lymphadenopathy can 
also be present in LL, severe ENL, and HIV per se, 
investigations done to confirm its tubercular etiology have 
not been mentioned.

Thalidomide administered for the control of ENL has 
dual role in HIV, i.e. helping the treatment naïve patient 
by reversing latency due to its immunomodulatory 
action[6] and also associated with T‑cell activation 
which in turn leads to replication of HIV.[7] As leprosy 
and HIV are independently associated with peripheral 
neuropathy, further addition of thalidomide may increase 
the risk. Mention is also made about immunosuppression 
affecting the symptoms of ENL; however, it is well 
known that patients do continue to experience pain and 
fever in all stages of HIV disease. Observation about no 
further episode of ENL in 3 months of follow‑up is not 
substantiated. If the initial episode was asymptomatic and 
diagnosed on histopathology, how will the next episode 
be recognized?
To summarize, the authors in our view faulted on 
many points: (i) a case which is clinically HL has been 
labeled as LL; (ii) no confirmatory test was done for 
the diagnosis of HIV infection and also abdominal TB, 
being fully aware that serology and ultrasonography 
alone are not confirmatory; (iii) in the absence of 
classical cutaneous lesions or systemic features, only 
histopathology suggestive of ENL cannot be the guiding 
principle for institution of antireaction therapy; (iv) in 
the scenario of HIV and leprosy coinfection, thalidomide 
is not a judicious choice for the control of ENL. 
Moreover, what parameters to monitor to decide about 
the end point of therapy because the diagnosis of ENL 
has been based on histopathology; (v) leprosy has been 
considered as an opportunistic infection – meaning 
that the degree of HIV related immunosuppression had 
reached a critical level making the patient susceptible for 
all types of infections. It is highly improbable that such 
a severely immunocompromised patient would survive 
the incubation period of leprosy, which typically lasts an 
average of 5 years, without receiving ART.
In view of all stated above, the described patient is a 
case of HL which got coinfected with HIV during the 
course of the disease and immunosuppression due to HIV, 
to some extent altered the clinical picture and course of 
leprosy.
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An intriguing 
case of cutaneous 

noduloulcerative lesion in 
the vicinity of genitalia

Sir,
A 41‑year‑old married man presented with an 
asymptomatic ulcerated mass over the right inner aspect 
of the thigh for 3 weeks. It started as papular lesions that 
rapidly enlarged to form coalescing nodules with surface 
ulceration within 2 weeks. It was associated with swelling 
of the right leg. He was diagnosed with donovanosis at 
another center and received oral doxycycline for a week 
without any improvement. He developed a painless scrotal 
swelling for the past 2 days. He had neither systemic 
complaints nor, a history suggestive of high‑risk sexual 
behavior.
Cutaneous examination revealed well‑circumscribed, 
ulcerated plaque with few satellites such as erythematous 
and infiltrated nodules [Figure 1]. There was stony hard 

induration of the underlying and surrounding skin with a 
local rise of temperature. Bilateral inguinal, left cervical 
and submandibular lymph nodes were enlarged and 
nontender.
His hematological and biochemical parameters were 
within normal range. Routine blood analysis revealed 
anemia and leukocytosis. Histopathological examination 
revealed a dermal diffuse infiltrate with sheets of 
small‑to‑intermediate abnormal lymphoid cells with focal 
epidermotropism [Figures 2 and 3]. Immunohistochemistry 
of tumor cells was positive for CD30 (strong and 
equal intensity staining at the cell membrane and Golgi 
region), LCA, and MUM‑1 and negative for CK, CD3, 
CD5, CD20, CD138, PAX‑5, ALK, and EMA. Ki67 
index was >80%. No abnormal cells were seen on 
bone marrow aspiration. Fluorodeoxyglucose positron 
emission tomography scan revealed multiple liver, 
lung spleen, and bone metastases. A diagnosis of Stage 
IV metastatic Non‑Hodgkin’s lymphoma; anaplastic 
large cell lymphoma (ALCL)‑anaplastic lymphoma 
kinase (ALK)‑negative subtype was made.

Figure 1: Infiltrated plaque (6 cm × 6 cm size) with confluent ulcers 
with yellow slough and areas of hyperpigmentation; surrounding satellite 

erythematous, infiltrated nodules (0.5–2.5 cm in diameter)
Figure 2: Focal epidermotropism, dermis shows an infiltrating neoplasm 

composed of diffuse sheets of abnormal lymphoid cells
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