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2.34% of all cancer cases in India (4). Our
patient was misdiagnosed as lepromatous
leprosy because of dense infiltrations of the
face and earlobes.
—C. Balachandran, M.D.
Assistant Professor
Department ()J. Derniatology
and S. '1'.!).
—C. R. Srinivas, M.D.
Reader
Department of Dermatology
and S. TD.
—S. D. Senoy, M.D.
Assistalit Professor
Depart ment of Dermatology
and S.T.I).
—K. Ramnarayan, M.D.
Professor
Depart mem of Pathology
Kasturba Medical College
and llospital
Manipal 576119, India
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Single Lesion Subpolar Lepromatous Leprosy and
Its Possible Mode of Origin
To THE EDITOR:

It is, indeed, intriguing to go through the
article titled above by eminent authors ('),
supplementing their observation made earlier ('2). They have undoubtedly endeavored
to put forth a provocative and innovative
hypothesis on the backdrop of intensive
current research on animal inoculation and
the armadillo as a model for human leprosy.
One would have thought it imperative,
however, to clearly define the criteria for
arriving at a diagnosis of subpolar leprornatous leprosy, which appears to be the
major thrust of the article. There are certain
glaring omissions of clinical data which, it
appears, make it convenient to come to the
above diagnosis. Although the morphological characteristics of the lesions are well
described, the details regarding evolution of
the lesions supplied to the reader can hardly
be called lucid and, if elaborated further,

may have strengthened the hypothesis advanced by the authors.
There is hardly any dispute as far as inoculation as a mode of transmission of leprosy is concerned. This has been illustrated
through several recent reports (2-8). In these
reports, the cases usually conform to either
indeterminate, borderline tuberculoid, or
tuberculoid tuberculoid leprosy. Furthermore, the location of the lesions was usually
on areas amenable to trauma (6). Lepromatous leprosy has thus far never been reported, and the authors need to be complimented for endeavoring to do so. However,
the sequence of events resulting in a single
isolated nodule of subpolar lepromatous
leprosy, in the absence of any immunological evidence for the same, remains unconvincing. The lepromin skin test, other
clinical tests to determine the status or the
cell-mediated delayed hypersensitivity, tests

Correspondence^

58, 1^

to establish the status of the immunity and
response of lymphocytes to Mycobacterium
leprae antigens would, if done, have gone
ffir to ffirther the case for the authors while
arriving at the immunological diagnosis and
ultimate classification of these cases.
The morphological and histopathological
findings of the lesions, especially in patients
2 and 3, are clearly consistent with the histold variant of multibacillary leprosy. This
clinical entity has recently been the subject
of several publications (5-"). It is characterized by translucent papules, nodules and/
or plaques appearing over an apparently
normal skin. The history of evolution of
these lesions is fairly important. Demonstration of solid-staining, discrete M. leprae
in slit-skin smears is an important supplement. Diagnosis is usually confirmed
further by the characteristic findings in hematoxylin and eosin-stained paraffin sections, wherein spindle-shaped histiocytes
displaying either crisscross, parallel or
whorled patterns ofalignment are observed.
Sometimes the differentiation between histoid leprosy and histiocytoma cutis can only
be made after histochemical studies. The
lepromin skin test in patients with such lesions is usually negative.
—Virendra N. Sehgal,
M.D., F.N.A.Sc.
Sambit N. Bhattacharya,
M.B.B.S.
Depar0lient of Dertilatology
and renereology
Maulana Azad Medical College
and associated LNJPN and
GB Pant Hospitals
New Delhi 110002, India

117

REFERENCES
I. JOB, C. K., KAIIKONEN, M. E., JACOBSON, R. R.
and HASTINGS, R. C. Single lesion subpolar lepromatous leprosy and its possible mode of origin.
Int. J. Lepr. 57 (1989) 12-19.
2. LowE, J. and CHATIIRJEE, S. N. Scarification tattooing, etc., in relation to leprous lesions in the
skin. Lepr. India 11 (1939) 14-18.
3. PORRIT, R. J. and OLSEN, R. E. Two simultaneous
cases of leprosy developing in tattoos. Am. J. Pathol. 23 (1947) 805-807.
4. SEHGAL, V. N. Inoculation leprosy appearing seven years after tattooing. Dermatologica 142 (1971)
58-61.
5. SEHGAL, V. N. Upgrading borderline tuberculoid
(subpolar tuberculoid tuberculoid) leprosy developing in tattoos. Int. J. Dermatol. 26 (1987) 332—
333.
6. SEHGAL, V. N. Inoculation leprosy; current status.
Int. J. Dermatol. 27 (1988) 6-9.
7. SEHGAL, V. N. and JOGINDER. Tuberculoid (TT)
leprosy, localisation on tattoo. Lepr. Rev. 60 (1989)
(in press).
8. SEHGAL, V. N., REGE, V. L. and VADIRAJ, S. N.
Inoculation leprosy subsequent to small-pox vaccination. Dermatologica 141 (1970) 393-396.
9. SEHGAL, V. N. and SRIVASTAVA, G. IListoid Leprosy. New Delhi: CBS, 1985.
10. SEHGAL, V. N. and SRI VASTAVA, G. Status of histoid leprosy—a clinical, bacteriological, histopathological and immunological appraisal. J. Dermatol. (Tokyo) 14 (1987) 38-42.
SEHGAL, V. N. and SRIVASTAVA, G. A prospective
diagnostic study of 38 patients. Dermatologica 177
(1988) 212-217.
12. YonEE, L. J., JACOBSON, R. R. and JOB, C. K. A
single skin lesion—an unusual presentation of lepromatous leprosy. Int. J. Lepr. 53 (1985) 554-558.

Response by Dr. Job, et al.
To THE EDITOR:
We are giving below our response to the
letter from Sehgal and Bhattacharya with
regard to our paper entitled "Single lesion
subpolar lepromatous leprosy and its possible mode of origin."
The paper is a report on a retrospective
study of three patients seen in our institu-

tion during the last 4 years. The diagnosis
of lepromatous leprosy was made after obtaining a careful history, a detailed clinical
examination, and a histopathological confirmation. Microbiological studies were done
whenever necessary and possible for the
management of the patient.
Highly positive skin smears for acid-fast
bacilli from the lesions, the presence of in-

