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INTRODUCTION

Leprosy is an infectious disease, caused by Myco-
bacterium leprae or Hansen bacillus, that affects the 
skin and/or peripheral nerves1-3.

It is a chronic disease and presents periods of 
exacerbation, which we called leprosy reactions1. 
Its clinical presentation depends on the immune re-
sponse of the host1-4. The elimination of the bacilli 
occurs through the upper airways, and the bacillary 
patient is the main source of transmission2,4-6.

Brasil has not yet reached the goal of eliminating 
the disease, and occupies the second position in the 
worldwide rank, behind only of India2,4-6. The disease 
continues to be a public health problem, since, when 
left untreated and not diagnosed early, it may lead 
to irreversible sequelae with significant functional 
damage 1,2,4-6.

Primary neural leprosy (PNL) is considered a 
challenging diagnosis because it affects the periph-
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showed a minimal amount of lymphocytes, and the 
AFB reading was positive. In electromyography, we 
found the sensory nerve action potentials (SNAP) 
of the sural nerve were abolished. The PANS of the 
right superficial fibular nerve had slightly reduced 
amplitudes. The compound muscle action potentials 
(CMAP) of the posterior tibial nerves had a mild re-
duction of amplitudes, bilaterally, and signs of proxi-
mal temporal dispersion. In this way, the conclusion 
was of multiple mononeuropathies. So multibacillary 
polychemotherapy was started.

DISCUSSION

Primary neural leprosy is characterized by pe-
ripheral nerve involvement in the absence of skin le-
sions and with a negative bacilloscopy1,3,5,7.

The patient may present symptoms such as in-
tense burning pain, paresthesia, thermal and painful 
anesthesia, hypohidrosis, motor losses, the involve-
ment of soft parts, arthritis in small and large joints, 
thickening of the nerves, and pain upon palpation1,4,5,8.

The symptoms may be the first manifestation 
of the disease or can be triggered by leprosy reac-
tions4.9.

eral nervous system without the presence of skin le-
sions, thus often mimicking rheumatological diseas-
es, such as in the case described below 1,3,5.

CASE REPORT

A male, 31 years old, born and resident in Con-
tenda/PR, truck driver, without previous comorbidi-
ties. Approximately five years ago, he began feeling a 
strong burning pain on the left ankle, associated with 
pain and morning stiffness on the hands. Forward-
ed to a rheumatology service, he began treatment 
with hydroxychloroquine and methotrexate, without 
improvement. For years, an extensive investigation 
for rheumatic diseases was conducted but proved 
negative. Upon physical examination, the patient 
appeared to be in good general condition, without 
skin lesions, symmetric polyarthritis in the metacar-
pophalangeal joints and thickening of the left sural 
nerve. Laboratory exams showed no changes and 
bacilloscopy was negative. During an ultrasound, we 
observed the thickening of the left sural nerve with 
a hypoechoic and heterogeneous aspect, measur-
ing 2.9 mm of transverse diameter and 0.10 cm² of 
sectional area (Figure 1). A biopsy of the sural nerve 

FIGURE 1. ULTRASOUND IMAGE SHOWING THICKENING OF THE LEFT SURAL NERVE WITH 
HYPOECHOIC AND HETEROGENEOUS ASPECT. THE TIP OF THE WHITE ARROW INDICATES THE 
TRANSVERSE DIAMETER THAT CORRESPONDS TO 2.9 MM. THE GRAY ARROW INDICATES THE 
SECTIONAL AREA OF 0.10 CM2.
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Among differential diagnoses, we can mention 
rheumatoid arthritis, spondyloarthropathies, collag-
enosis, vasculitis, diabetes, hypothyroidism, tumors, 
Aids, syphilis, traumatic causes, among others2,4,7,9,10.

When there is clinical suspicion of primary neu-
ral leprosy, a nerve biopsy, in particular of a sensory 
nerve, can be performed to confirm the diagnosis6.7. 
In such cases, the sural nerve is the first choice7.

Although the nerve biopsy has greater sensitivi-
ty, a skin biopsy can be performed in areas with hy-
poesthesia or in the area of the path of the affected 
nerve5,7,10. Histopathological findings often present 
nonspecific alterations; however, this does not ex-
clude the diagnosis of leprosy5.6.

Ultrasound can be used as a complementary di-
agnostic method or for patient follow-up. The exam-
ination shows the morphology of the nerve and may 
evidence signs of active inflammation in the periph-

eral nerves through echotexture, thickening, and 
vascularization5.

Electroneuromyography (EMNG) provides infor-
mation that allows us to characterize the location 
and distribution of the neural injury7.8. EMNG can 
assist in the choice of the nerve that will be biopsied 
at the time of diagnosis or used in the monitoring of 
the patients1,6-8.

The leprous neuropathy is mixed and affects 
autonomic, sensory, and motor nerves1,3,5. In lep-
rosy, the most common type of neural involvement 
is the multiple mononeuropathy, that is, the in-
volvement of more than one nervous trunk asym-
metricaly5,7,10.

The treatment with polychemotherapy should be 
started according to the classification as paucibacil-
lary (involvement of only one nerve) or multibacillary 
(when there is more than one nerve affected)3,7,10.

In primary neural leprosy, skin involvement is 
not identified initially, but some patients develop 
skin lesions after the diagnosis is defined. During the 
treatment, the patient has a clinical follow-up and 
thorough dermatological examination in search of 
discrete skin lesions not previously displayed7. Thus, 
some initial diagnoses of primary neural leprosy can 
be reclassified as other forms of leprosy7.

CONCLUSION

Primary neural leprosy is considered a challeng-
ing diagnosis. The long incubation period, insidious 
symptoms, and absence of skin lesions can delay the 
diagnosis, increasing the potential for the develop-
ment of neurological sequelae.

Faced with a scenario of arthritis without a defi-
nite diagnosis and associated with paresthesia and/
or neural thickening, the hypothesis of primary neu-
ral leprosy should be considered.

It is important to stress that the absence of skin 
lesions and negative bacilloscopy in skin serosity do 
not rule out the possibility of multibacillary leprosy.

Leprosy remains a public health problem in Bra-
sil. Due to the high prevalence of the disease, it is 
necessary that our medical colleagues are alert and 
trained to recognize the clinical presentation of lep-
rosy. The correct referral to reference centers ac-
celerates the investigation, contributing to early di-
agnosis, classification, and correct treatment, thus 
preventing irreversible sequelae that cause severe 
functional disability.

FIGURES 2 AND 3. ELECTROMYOGRAPHY TRACING 
SHOWING THE ABOLISHED SENSORY NERVE ACTION 
POTENTIALS OF THE LEFT SURAL NERVE.
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RESUMO 

A hanseníase é uma doença infectocontagiosa causada pelo Mycobacterium leprae e acomete a pele e/ou nervos periféricos. O Brasil 
ainda não atingiu a meta de eliminação da doença, estando em segundo lugar no ranking mundial, perdendo somente para a Índia. 
A hanseníase neural primária é considerada um desafio diagnóstico, pois acomete o sistema nervoso periférico sem a presença de 
lesões cutâneas, podendo mimetizar doenças reumatológicas, como no caso descrito a seguir. Masculino, 31 anos, sem comorbidades 
prévias. Há cinco anos iniciou com dor forte em tornozelo esquerdo, associado à dor e rigidez matinal em mãos. Durante anos realizou 
investigação extensa para doenças reumatológicas, que se mostrou negativa. Ao exame físico, paciente sem lesões dermatológicas, 
poliartrite simétrica em articulações metacarpofalangeanas e espessamento do nervo sural esquerdo. Exames laboratoriais sem alter-
ações e baciloscopia negativa. Ao ultrassom, espessamento do nervo sural esquerdo. Biópsia do nervo sural com mínima quantidade 
de linfócitos perineural e pesquisa de BAAR positivo. Na eletroneuromiografia, a conclusão foi de mononeuropatia múltipla, inician-
do, então, poliquimioterapia multibacilar. A hanseníase continua sendo um problema de saúde pública no Brasil. Devido à elevada 
prevalência da doença, é necessário que nossos colegas médicos estejam alertas e capacitados para o reconhecimento desta forma 
clínica da hanseníase. O encaminhamento correto para centros de referência acelera a investigação, contribuindo para um diagnóstico 
precoce, classificação e tratamento corretos, prevenindo sequelas irreversíveis com grave incapacidade funcional.
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