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Abstract: We are presenting a rare case of pure neuritic leprosy presenting as a cold abscess involving the left Ulnar 

nerve. It was associated with a claw hand deformity.A preoperative diagnosis of a neurofibroma was made but the 

intraoperative findings were unexpected. Intra-operatively thick cheesy material was seen from the swelling which was 

adherent to the left Ulnar nerve. On histopathological examination the picture was consistent with that of tuberculoid 

leprosy. 
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INTRODUCTION 

Leprosy caused by Mycobacterium leprae 

bacilli is a chronic granulomatous disease mainly 

involving the skin and peripheral nerves. Skin 

involvement is characterized by hypoaesthetic patches 

and the involved peripheral nerves are enlarged. The 

clinical signs and symptoms vary with the host 

immunity. Pure involvement of a nerve without any 

skin lesions is rare and as such the diagnosis is often 

delayed. Hence, a high clinical suspicion is warranted 

for early diagnosis and prompt treatment. 

 

CASE REPORT 

A 28 yr old male, presented with two swellings 

on the inner aspect of the left arm. One of them was 

noticed 3years ago and it was slowly progressing in 

size. It was followed by another swelling below it 1 

year ago. They were associated with increasing 

weakness and deformity involving the left little and ring 

fingers. The swellings were painless and not associated 

with any skin changes or any discharge. 

 

However the deformity and weakness of the 

right hand increased and was associated with numbness 

and tingling along the medial border of the forearm. 

 

On clinical examination two distinct vertically 

oval swellings, one measuring 6x3cm and another 

3x2cm were seen about 2cm above the left elbow .They 

were well defined, smooth surfaced with variable 

consistency. They were non-tender and mobile in 

transverse direction.  

 

So, clinically a diagnosis of neurofibroma was 

made .But the cytology and ultrasonography were not 

concordant. 

 

The ultrasonography revealed a subcutaneous 

mass lesion with mixed echogenecity and specs of 

calcification suggestive of a lipoma or a neurofibroma. 

The cytology showed caseous necrotic material with ill 

defined granulomas. Excision biopsy was planned for 

the same. 

 

During the procedure a capsulated mass was 

seen abutting the ulnar nerve. To preserve the nerve 

deroofing was done which revealed thick yellow 

caseous material.  

 

 
Fig.1: Intra operative image showing caseous cheesy 

material 
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All the caseous material was aspirated and the 

wound closed primarily with a drain insitu. The post-

operative recovery was uneventful. However, there was 

no improvement noticed in the claw hand deformity 

post surgery. 

 

The histopathological examination revealed a 

picture of nerve abscess in tuberculoid leprosy with 

caseating granulomas, epitheloidcells, giant cells and 

degenerated nerve fibres. AFB staining was negative for 

bacilli. 

 

 
Fig. 2: Histopathology revealing giant cells 

 

 
Fig.3: Histopathology showing caseous necrosis and 

degenerated nerve fibres 

 

So, this is a rare case of neuritic leprosy 

presenting as a long standing cold abscess involving the 

ulnar nerve. 

 

DISCUSSION 

Leprosy is a chronic granulomatous infectious 

disease caused by Mycobacterium leprae. It involves 

the skin and the peripheral nerves. The spectrum of 

leprosy varies from tuberculoid to lepromatous forms. 

 

It includes tuberculoid (TT), borderline 

tuberculoid (BT), borderline (BB), borderline 

lepromatous (BL) and lepromatous leprosy (LL) 

according to the Ridley-Jopling classification. Cases 

presenting with only nerve involvement are termed as 

pure neuritic, poly neuritic or primary neuritic leprosy 

(PNL) [1]. It’s seen in patients with good immunity. In 

Indian studies, the incidence of PNL ranges from 4.3% 

to 10.7% and the frequency in South India is even 

higher; up to 18% among the newly diagnosed cases[2].
 

 

In a retrospective analysis of 686 patients of 

leprosy, nerve abscess was observed in four cases[3].
 

 

Formation of nerve abscess mainly occurs in 

tuberculoid or borderline tuberculoid leprosy, although 

reports in other forms of leprosy also exist[4,5].
 

 

Presentation as nerve abscess without 

clinically evident neurological deficit is seldom seen 

among PNL cases. 

 

 Nerve abscess or segmental necrotizing 

granulomatous neuritis is formed by coalition of areas 

of caseous necrosis within nerve granulomas[6].
 

 

 The nerve is commonly involved for two or 

more inches and adherent to surrounding structures, 

with the contents of the abscess being cheesy [7].
 

 

Nerve abscesses have been reported most 

commonly in the ulnar nerve (57·9% and 74·3%) 

followed by cutaneous nerves of upper and lower limbs, 

peroneal nerve and median nerve[4,8].
 

 

The differential diagnoses in cytological point 

of view include soft tissue tumors like schwannoma and 

neurofibroma, parasitic cyst and sporotrichosis 

[1,9,10,11].
 

 

Surgical drainage of the abscess along with 

multiple drug therapy is the most appropriate treatment 

option for these patients. Corticosteroids have also been 

used in few cases [4,12,13].
 

 

The case we are reporting is a rare case as the 

patient presented only with a swelling and a 

neurological deficit with no skin lesions or any history 

suggestive of impaired immunity. So, the presentation 

made it difficult to diagnose. The surgical 

decompression as the treatment of choice was given but 

due to the prolonged history of over 3 years with 

degeneration of the nerve fibres made it difficult to 

correct the associated neurological deficit. 

 

CONCLUSION 

Hence a nerve abscess as the presenting 

manifestation of leprosy is rare, and a high clinical 

suspicion is required especially in endemic regions. 

 

High-resolution ultrasound and a simple 

FNAC can play an important role in the management of 

patients with pure neuritic leprosy. They can aid in the 

early detection which is important to prevent permanent 

neurological deficit.
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