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A MISDIAGNOSED CASE OF HANSEN'’S DISEASE
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PRESENTATION OF CASE

A 24 years male patient hailing from Bhagalpur, Bihar,
presently residing at Kopar Khairane, Navi Mumbai came
with chief complaints of multiple, round, elevated skin lesions
on face and multiple light coloured skin lesions on neck and
back since 1 year.

Patient was apparently alright one year back when he
developed multiple, light coloured skin lesions on face, neck
and back. The lesions were initially of pea size, then gradually
increased in size over a period of 1 year. Six months later he
developed multiple, round, brownish red, elevated lesions on
the face. Patient took medical advice at his native place in
Bihar. Screening test for Post Kala-Azar Dermal
Leishmaniasis (PKDL)- K39 was done, which was negative.
He was investigated further and on clinico-pathological
correlation started on MBMDT one and a half months back
with no improvement.

There was no history of bleeding from nose, loss of hair,
decreased sweating or decreased sensations over affected
areas. There was no history of muscle weakness or any
deformity. He did not have any history of fever, weight loss,
tingling or numbness. There was no history of similar
complaints in the past. Family history and personal history
were not significant. Patient gave history of tobacco chewing
since 10 years.

On examination, his vitals were stable. There was no
pallor, icterus, cyanosis, clubbing, lymphadenopathy or
oedema.

On cutaneous examination there were multiple, brownish
red, infiltrating papules and nodules distributed over the face,
smallest being 0.5 cm and largest being 2 cm. There were
nodules over forehead just above the eyebrows coalescing to
form plaques. But there was no ciliary or superciliary hair
loss. There were multiple, reddish-yellow xanthomatous
papules over chin. Two papules of approximately 0.5 cm were
seen over right ear, but left ear had no lesions. There was no
infiltration of ear lobe. There were multiple, well defined,
irregular hypopigmented macules and patches seen
distributed all over the back, smallest being 0.5 cm and
largest being 3 cm. The sensations were intact. Peripheral
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nerve examination was normal with no thickened or tender
nerve appreciated. There was no sensory loss over hands and
feet. Hands and feet did not show any wasting of muscles or
deformities, callosities, fissures or ulcers. Mucosae were
normal. Hair, nail and eye examinations were normal.

CLINICAL DIAGNOSIS

Patient was already a diagnosed case of Hansen’s disease and
was started on the treatment. But based on clinical features,
we wanted to rule out post kala-azar dermal leishmaniasis
(PKDL).

INVESTIGATIONS

CBC, LFT, RFT, chest x-ray, USG abdomen were all normal. His
HIV1 and 2, VDRL tested negative. Slit skin smear for acid-fast
bacilli was negative. Histopathology of punch biopsy from
nodular lesion showed thin epidermis with follicular plugging
at places, dense infiltrate all throughout the dermis composed
of lymphocytes, histiocytes, plasma cells, neutrophils and
macrophages with thin grenz zone seen. The macrophages
showed basophilic oval dots suggestive of Leishman-Donovan
bodies.

FINAL DIAGNOSIS

Considering the clinical features and confirmative
histopathological features, patient was diagnosed as Post
Kala-Azar Dermal Leishmaniasis.

MANAGEMENT
He was started on Miltefosine 50 mg twice daily.

DISCUSSION
First described by Brahmachari in 1922, Post Kala-Azar
Dermal Leishmaniasis (PKDL) is a dermal complication
caused as a sequel to Visceral Leishmaniasis (VL).! It has also
been reported in individuals without prior history of VL as
well as those undergoing treatment for VL.2

In India, it manifests in 5 - 15 percent of VL cases after
months or several years of remission from infection.3 It is
important to diagnose PKDL, as these patients are the
reservoirs to transmit infection. There is increasing evidence
that the pathogenesis is largely immunologically mediated;
high concentrations of interleukin 10 in the peripheral blood
of VL patients predict the development of PKDL.* VL is
characterised by an absent immune response
to Leishmania with a predominantly Th2 type of response
with high levels of IL-10; after successful treatment, the
patient will be immune with in vitro features of a Th1 type of
response and in vivo a positive leishmanin skin test. PKDL
takes an intermediate position with a dissociation of the
immune response between the skin and the viscera with a
Th2 and Th1 type of response, respectively.5
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Clinically, the morphology and distribution of the lesions
closely simulate that of leprosy, creating confusion in
differentiating it from the Ilatter.® Papules, nodules,
hypopigmented patches are the most common presentations
of PKDL, which are often confused with Hansen’s. Some
patients with PKDL also develop neuritis of peripheral
cutaneous nerves.” Due to the close resemblance with
Hansen’s lesions, our patient was also initially diagnosed as
Hansen’s and started on multibacillary multidrug therapy.
Although, rapid dipstick diagnostic test RK39 based on
recombinant K39 protein shows a robust sensitivity of 96%
to 100% and specificity of 97% to 100% in the studies
conducted,8 it was negative in our patient. Demonstration of
the parasites in slit skin smear, histopathology, tissue
aspirates is the gold standard for diagnosis of PKDL.
Conventional diagnosis using histopathology in PKDL tissue
sections using haematoxylin and eosin (H and E) staining
shows a variable degree of positivity for LD bodies ranging
from 67 - 100 percent in nodular lesions, 36 - 69 percent in
papular lesions and 7 - 33 percent in macular lesions.%10

Thus, it is important to differentiate PKDL from Hansen’s
disease and thoroughly investigate a suspected case of PKDL
in spite of negative RK39 test.
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