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we would have done so. 0111' study, how­
ever, was based on hundreds of cases and 
the total picture differed from granuloma 
annulare so much that we had to choose 
beh,veen a major revision of the well -es tab­
lished concept of a long and well -known 
disease or calling the condition a new dis­
ease. We preferred the latter. The fact 
that many cases seen in the past decadcs 
hy many compctent doctors, were not d iag­
nosed as granuloma annulare a t leas t shows 
tha t the 'Cond ition does not correspond with 
the textbook descriptions of this disease. 

We fully agree with Dr. Jonquieres' re­
mark tha t cases of granuloma annulare in 
adults with the same loca tion as our cases 
have been frequently published, but that 
is not the point. The peculiarity of granu ­
loma multiforma is tha t all patients are 
adults, mostly older adults and particularl y 
old people. Not a sin gle case was seen in 
children. 

Also, it is not significant that in most 
pa tients the les ions are at the upper parts 
of the body; it is peculiar that no lesions 
were found on hands. 

As a ru le itching is absent or slight in 
granuloma annulare. In our patients it was 
always present and, as our patients nor­
mally are not much worried about a slight 
itch, it must have been ra ther marked, be­
cause most patients complained abo' lt the 
itching. 

Granuloma annulare usually disappears 
a fter some weeks or some months, oCCa~ i O!l­
a lly after more than a year. Granuloma 
multiforme is on the average much more 
chronic and histories of many years' dura­
tion are common. 

Granuloma annulare, as the name indi ­
cates, usually presents annular lesions. Ad­
m ittedly, other types of lesions do occur 
more often than most textbooks suggest, 
b ut they are, nevertheless, not as frequent 
as in granuloma multiforme. 

As we intended to describe the histolo;.!y 
in greater detail in a nonleprosy periodical, 

the present description is not comprehen­
sive. Unfortunately the micrographs wcre 
not printed . Here aga in , we have seen sec­
tions that were very diffi cult or even im­
possibl e to clifferentia te from granuloma 
annulare, but the overall picture of hun­
drecls of sections differs substantially. The 
coll agenous degeneration in granuloma 
multiforme is predominantly found in the 
center of in tense granul omatous infiltra tion, 
whereas in granuloma annulare the exten­
sion and intensity of the degeneration are 
on the average much grea tcr and the granu ­
lomatous in filtration is less. In granuloma 
multifonne parti cularly the upper part of 
the dermis is affected , whereas in most 
cases of granuloma annulare the affected 
parts are found deeper in the dermis. 

\ Vith regard to the radial arrangement 
of nbroblas ts and histiocytes, we ourseh 'es 
have fa iled to nnd this in a large propor­
tion of sections of granuloma annulare, but 
this s i ~n was virtually absent in sections of 
granuloma multiforme. Giant cells may be 
found in granulorna annulare; they are 
usually scanty and seldom abundant. In 
granuloma multiforme usually large num­
bers are seen. 

In our opinion the differences are suffi­
cientl y grea t to speak of a new disease, at 
least until more similarities between the 
two diseases are established and the etiol­
ogy is known. W e think that it is quite pos­
sible that the two conditions are c1osel\' 
rela ted and that even if the causati ve agel{t 
is different, the pathologic mechanism may 
be ba~ i ca JJ y the sa me. W e do not entirely 
exclude the possibility that the two condi­
tions have the same etiology. If that is tru e 
granuloma multiforme would b ecome a 
more appropriate name for granuloma an­
nulare. 
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Low-resistant Tu berculoid Leprosy 
To T H E E Drron: 

Dissemin ated tuberculoid is a descriptive 
des ignation meaning tuberculoid leprosy 

with multiple les ions. Low-resistant tuber­
culoid leprosy is a significant designation 
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meaning that, although the patient is tuber­
culoid, his resistance is lower ( not low! ) 
as compared with other high resistant tu­
berculoid patients. Lower resistance means 
that the chances of dissemin ation are great­
er or that dissemination already has oc­
curred , and that special caution in treat­
ment and prognosis is needed in view of 
nerve damage. Most important is the fact 
that the degree of resistance often can be 
deduced from the clinica l signs of the le­
sions. 

I agree with Dr. Cochrane that pati ents 
with disseminated tuberculoid les ions may 
show a strongly positive lepromin reaction 
and that they have a high resistance. There­
fore not all disseminated tuberculoid pa­
tients are low-resistant tuberculoid patients. 
Also, not all low-resistant tuberculoid pa­
tients present disseminated lesions. There­
fore I object to the designation dissemin­
ated tuberculoid . 

It certainly happens in patients with a 
high resistance that bacilli escape from a 
lesion and that they produce more lesions 
elsewhere. Such a patient has become dis­
seminated tuberculoid. But the new lesions 
will show the typical features of a high 
res istance and therefore the patient is not 
a low-resistant tuberculoid case. Such pa­
tients show a strongly posi tive lepromin 
reaction. 

In my experience, however, a large pro­
portion of the tuberculoid patients with 
large, widely disseminated lesions, par­
ticu larly when the ' lesions have appeared 
in more than one crop, do not present a 
strongly positive lepromin reaction. The re­
action is definitely positive, but not strongly 
so. The patients present lesions that show 
the lower resistance. 

The matter becomes intelligible when 
one considers that patients with high re­
sistance are capable of destroying the ba­
cilli more rapidly. The bacilli have ·Iess 
time to multiply and the chances of escape 
from the lesions are smaller than in pa­
ticnts with a lower resistance. 

In patients with a single lesion one can­
not speak of disseminated tuberculoid, but 
one may be able to diagnose low-resistant 
tuberculoid leprosy. This is possible when 
the lesions ( 1 ) show incomplete and de­
layed central healing, resulting in a broad 
papular edge, ( 2 ) when the papules are 
very minute, indicatin g only slight tissue 
response to the presence of bacilli , and (3) 
when sa tellite lesions are seen indicating 
that the greater number of bacilli and the 
longer duration of their presence have in­
creased the chance of escape. In addition, 
there may be other signs, such as little 
hypesthesia, little loss of hair, and little 
loss of perspiration indicating that there is 
no gross infiltration around the appendages 
of the skin , due to comparatively little 
tissue reactivity. "Flaring edges" may com­
plete the picture. These features are dan­
ger signs. 

With regard to Dr. Cochrane's principal 
objection, low-res istant tuberculoid does 
not mean low-resistant leprosy, but the 
designation "low-resistant" is used in con­
junction with tuberculoid. It separates a 
group of tuberculoid patients with a high­
er resistance from a group of tuberculoid 
patients with a lower (not a low ) res ist­
ance. When this principle is recognized, I 
shall welcome a more appl:opriate designa­
tion. 

I am aware of the fact that the term 
dimorphous has received official recogni­
tion as an alternative for borderline, but is 
the agreement really general? Personally 
I have little objection to the use. I would 
prefer intermediate, if this term were not 
easily mixed up with indeterminate. 

Dr. Cochrane's concept of dimorphous 
is much wider than borderline as described 
by Wade. If I have to choose between a 
limited b 0 r d e rli n e group and a wider 
dimorphous concept I prefer the latter. 
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