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Two unusual nerve abscesses—lepromatous
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Summary We report two cases of nerve abscesses, one suffering from lepro-
matous leprosy (LL) and the other from tuberculoid neural leprosy. Neither had
any signs of reactions. Both were untreated cases. Surgical nerve decompression
and systemic prednisolone had resolved the nerve abscess in the first case,
whereas the second one responded only to surgical nerve decompression. The
unusual nature of clinical presentation of nerve abscess has been outlined.

Introduction

Nerve abscess in leprosy is commonly seen in paucibacillary leprosy especially during
reactions, but has rarely been reported in multibacillary forms.'~* Pure neural leprosy
usually presents with thickening of one or more peripheral nerve trunks in association
with sensory/motor disturbance or both.’ In this report we present two cases, one case of
lepromatous leprosy (LL) and one case of pure neural tuberculoid leprosy, both
exhibiting some unusual features.

Case reports
CASE 1

A 25-year-old man presented with a swelling near the right elbow region of 2 months and
diffuse thickening of facial skin and ears of 2 years duration. Physical examination
revealed multiple symmetrical coppery to erythematous papules, nodules and diffuse
infiltrations involving the chin, forehead, ears, shoulders and chest. A large fusiform
deep-seated nodule of 6 x 4cm was seen on the medial side of right elbow region. The
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Figure 1. Shows fusiform swelling with discharging sinuses near elbow region.

skin over the mass was stretched, oedematous and adherent to wunderlying
structures. There were multiple sinuses discharging pus (Figure 1). The nodule was
very tender, movable from side to side but not vertically and was found to be continuous
with the thickened ulnar nerve. The left ulnar nerve also was diffusely thickened.
Bilateral and symmetrical thickening of the lateral popliteal, posterior tibial and
radial cutaneous nerves was noted. Glove and stocking anaesthesia was noticed.
There was no motor deficit or deformity. All other systems were normal. The patient
was apyrexial.

A skin smear from an ear nodule and a pus smear from the sinus showed a MI of 20
percent and 0 percent, respectively. BI was 6+ (Ridley’s logarithmic scale) from both the
sites. The cytology of pus revealed necrotic material admixed with few neutrophils. The
lepromin test was negative. Skin biopsy of a cutaneous nodule confirmed the diagnosis
of LL. All other investigations were normal. The patient was put on multidrug therapy
as recommended by WHO and oral prednisolone (40 mg) after surgical nerve decom-
pression. The mass subsided and the sinuses healed in 1-5 months time. Steroids were
continued for another 1-5 months in a tapering dose and stopped.

CASE 2

A 20-year-old man sought our advice for small swellings over his right upper limb. He
denied any history of hypopigmented patches on the body or antileprosy drug therapy,
but reported frequent attacks of pain and paraesthesia of the same limb. Clinical
examination revealed 8—10 firm, mildly tender subcutaneous nodules (0-5-5cm) dis-
tributed over the medial and lateral sides of the arm, medial and dorsolateral sides of the
elbow and dorsolateral side of the forearm on the right side (Figure 2). The skin over the
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Figure 2. Shows subcutaneous nodules and beaded cutaneous nerves of forearm.

nodules was normal and free from underlying structures. Thick cord-like cutaneous
nerves of the arm and forearm could be felt above and below the nodules. Patchy
hypoaesthesia of the arm and forearm skin was noticed, but there were no hypopig-
mented patches anywhere on the body. The main peripheral nerve trunks were normal.
Surgical exploration revealed a shiny fusiform nodule with glistening cords above and
below. Manipulation of the cords elicited paraesthesia. The nodule was incised. Thick
yellow pus was drained. Cytology of the pus showed caseating material, a few epitheloid
cells and lymphocytes.

Pus and skin smears (from right forearm and ears) were negative for AFB. The
lepromin test was strongly positive (3+). Nerve biopsy confirmed the diagnosis of neural
tuberculoid leprosy (Figure 3(a) and (b)). The patient was put on MDT according to the
WHO recommendations. The nerve abscesses required surgical nerve decompression as
they failed to respond to oral prednisolone.

Discussion

In the earlier reports typical manifestations of Type 2 lepra reaction were present in most
of the LL patients who developed nerve abscesses.! = ¢ The unusual feature of LL in our
case is the occurrence of nerve abscess in the absence of other evidence of Type 2 lepra
reaction.

A cold abscess of nerve appears to be rare, and its presence in pure neural leprosy
indicates that it may be TT or BT. In such cases a lepromin test helps.’ The peculiar
features of neural tuberculoid leprosy in the present case are: 1, the involvement of
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Figure 3. Histological features of biopsied nerve specimen. (a) Shows epitheloid granuloma consisting of
epitheloid cells and lymphocytes involving the nerve (H & E 10 x 20); (b) Magnified view of the granuloma
showing epitheloid cells, lymphocytes and Langhan giant cells (H & E 10 x 40).

cutaneous nerves alone in the form of subcutaneous nodules and headed cord-like
structures, but without thickening of the peripheral nerve trunks; and 2, the appearance
of multiple nerve abscesses as mildly tender subcutaneous nodules without any clinical
evidence of Type 1 lepra reaction. In the present case these may be multiple cold
abscesses. Multiple nerve abscesses are said to be more common in LL,'™® than in
tuberculoid leprosy.*
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