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CLINICAL NOTES

In an effort to increase the utility of the JOURNAL in continuing medical education,
in this section we welcome contributions dealing with practical problems in leprosy
work. Submissions to this section will undergo minimal editorial changes and may
well contain controversial points. Letters to the Editor pointing out other viewpoints

are welcome.

Cutaneous Sarcoidosis Masquerading as
Relapsed Borderline Tuberculoid Leprosy?

Cutaneous sarcoidosis and leprosy main-
tain so close a relationship that they often
produce a diagnostic dilemma for the cli-
nician.! ? Thus, in a country where leprosy
is endemic it is likely that sarcoidosis of the
skin occasionally can be misdiagnosed as
leprosy. The correct diagnosis is suspected
either when the patient fails to respond to
antileprosy treatment or during clinical and/
or histopathological follow up.2?3

We describe here a patient who initially
was diagnosed as borderline tuberculoid
(BT) leprosy and accordingly received the
World Health Organization (WHO) multi-
bacillary antileprosy treatment for 2 years.
Later, during follow up, he developed le-
sions which on investigation turned out to
be those of sarcoidosis.

CASE REPORT

A 58-year-old male was seen in January
1990 with three erythematous infiltrated
plaques of 1-year duration, one each on the
dorsum of the hands and the right knee,
with 60% loss of sensation. The lesion over
the knee showed central clearing with a well-
defined inner border and an ill-defined outer
border. He also had radiating pain along the
right forearm, tenderness over the skin le-
sions, and a moderately thickened, tender,
right ulnar nerve of 20 days’ duration. He
had been receiving WHO MDT pauciba-
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cillary treatment for 7 months from another
institution.

A diagnosis of BT leprosy downgrading
to borderline lepromatous (BL) leprosy with
a type 1 reaction was made clinically. Slit-
skin smears from the lesions and earlobes
were negative for acid-fast bacilli; a skin
biopsy showed an epithelioid cell granulo-
ma suggestive of BT leprosy and a lepromin
test was 20 mm at 3 weeks. He was started
on WHO MDT multibacillary treatment
along with 30 mg prednisolone daily. The
prednisolone was tapered and stopped after
6 months. Antileprosy treatment was
stopped in January 1992, when all the le-
sions had healed.

During follow up after 7 months in Au-
gust 1992, two erythematous, asymptomat-
ic, shiny succulent noduloplaques (1.5 cm
X lecmand 1 cm X | cm) were noted over
the face (Fig. 1). In addition, skin-colored
subcutaneous nodules were observed over
the right sole and the medial aspect of the
left great toe. He was admitted with clinical
possibilities of sarcoidosis and BT leprosy
in relapse.

A chest X-ray revealed bilateral hilar
lymphadenopathy (Fig. 2). His erythrocyte
sedimentation rate was 32 mm/lst hr; se-
rum calcium, 9.4 mg%; total serum pro-
teins, 8.3% (albumin 4.3, globulin 4 A:G =
1). Mantoux, candidin and trichophytin skin
tests were negative. Pulmonary function tests
showed mild obstructive features.

A histopathological examination of the
biopsies obtained from one of the lesions
over the face and one from the right sole
showed closely packed clusters of nonca-
seating epithelioid cell granulomas situated
deeper in the dermis. There was sparse lym-
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Fig. 1. A single, erythematous, shiny, succulent,
noduloplaque lesion over the right nasolabial fold and
area below right nostril.

phocytic infiltrate around the granuloma
(Fig. 3A). Typical asteroid inclusions were
noticed also (Fig. 3B). Staining for reticulin
revealed a fine reticulin network encircling
the granulomas and penetrating them at
places (Fig. 3C).

A transbronchial lung biopsy showed in-
terstitial fibrosis. Serum transaminase, al-
kaline phosphatase, blood urea, creatinine,
and electrocardiograph and echocardio-
graph, and X-rays of the hands and feet were
within normal limits. Serum angiotensin
converting enzyme and Kveim tests were
not done because of nonavailability.

He was administered interlesional tri-
amcinolone acetonide with moderate im-
provement, and is presently on follow up
with us.

DISCUSSION

Apart from lupus pernio, all other types
of skin lesions of sarcoidosis can be mim-
icked closely by leprosy. However, a sub-
cutaneous nodule in a relapsed BT leprosy
patient is practically unknown.*> More-
over, relapses occur 1 year after stopping
treatment and lesions reappear at the same
site.?

According to Scadding and Mitchell. cu-
taneous anergy manifesting as negative
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Fig. 2. Chest X-ray showing bilateral hilar lymph-
adenopathy.

Mantoux, candidin, and trichophytin skin
tests and the lack of sensitization to DNCB
is quite suggestive of sarcoidosis.® In our
patient the Mantoux, trichophytin and can-
didin skin tests were negative. Also, asymp-
tomatic bilateral hilar lymphadenopathy
(classically known as clinico-radiological
dissociation) is highly suggestive of sarcoid-
osis.”

Histopathologically, at times it may be
difficult to differentiate between BT leprosy
and sarcoidosis.! However, granulomatous
infiltration of dermal nerves is probably the
most consistent differentiating feature be-
tween these two.? But the deeper situation
of a compact, naked, epithelioid cell gran-
uloma permeated by a fine reticulin network
and containing plentiful asteroid bodies cer-
tainly points toward a diagnosis of sarcoid-
osis,? as in our case.

The incidence of subcutaneous nodules
in sarcoidosis is 2%—6%.'° ! In view of their
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Fig. 3. A = Multiple circumscribed, compact, non-
caseating granulomas with Langhans’ type of giant cells
(H&E x240); B = A large multinucleated giant cell
with asteroid bodies (H&E x 1375); C = Reticulin fi-
bers surround and permeate epithelioid cell granulo-
mas (reticulin stain, x 240).

asymptomatic nature, they are frequently
overlooked by both patients and physi-
cians.!? In the present case, the coexistence
of both of these rare happenings was ob-
served. None of the 40 patients with sar-
coidosis reported from our institute had such
a type of skin lesion.'*
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The patient was treated with intralesional
corticosteroid since there was no indication
for systemic therapy.'?

We postulate that leprosy as a mycobac-
terial disease may have played some trig-
gering role in the development of sarcoid-
osis. Careful and meticulous follow up of
all leprosy patients is recommended.

SUMMARY

A patient with cutaneous sarcoidosis is
presented. The patient was diagnosed ini-
tially as borderline tuberculoid leprosy
downgrading to borderline lepromatous
leprosy and received a full 2 years of World
Health Organization multibacillary drug
treatment (MDT). Bilateral hilar lymph-
adenopathy on chest X-ray and cutaneous
anergy manifested by negative Mantoux,
candidin and trichophytin skin tests sug-
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gested the diagnosis of sarcoidosis. Histo-
pathology confirmed this diagnosis. The
subcutaneous nodule seen in this patient is
a rare type of cutaneous sarcoidosis.
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