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Case presentation
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Abstract

Tuberculosis affects one-third of the world’s population. The incidence of extrapulmonary tuberculosis including cutaneous
and skeletal manifestations has increased in the last decades. The authors report a clinical case of concomitant metastatic
cutaneous abscesses and Pott disease in an immunocompetent patient, a rare presentation of tuberculosis.
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Introduction

Tuberculosis is caused by Mycobacterium tuberculosis and it generally involves the lung, but in one-third of the cases there is
extrapulmonary involvement. The prevalence of extra-pulmonary tuberculosis has increased in the recent years, owing to
immunosuppression-related HIV infection, cancer, diabetes mellitus, end-stage chronic renal disease, organ transplantion,
immunosuppressant drugs, and the emergence of multidrug-resistance strains [1, 2].

The incidence of cutaneous tuberculosis among all forms of tuberculosis is approximately 1%. Metastatic tuberculosis abscess,
also known as tuberculous gumma is a rare form of cutaneous tuberculosis [1, 3, 4, 5].

Skeletal tuberculosis represents 1-3% of all tuberculosis cases. Spinal tuberculosis, also known as Pott disease is the most
frequent form, followed by hip and knee joint involvement [1, 3]. There are few reports of simultaneous cutaneous and
skeletal tuberculosis in immunocompetent patients.

Case synopsis

We present a case of a 40-year-old man who was a resident of Cape Verde, S&o Vicente island. He was admitted with a six
month history of back pain associated with weight loss (about 10% of body weight) and night sweats, without fever, chronic
cough, or sputum. He also had a subcutaneous nodule on the dorsal surface of his left hand that had been excised and had
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become a non-healing ulcer. There was no history of diabetes, renal failure, or long term treatment with corticosteroids or
immunosuppressant drugs.

His physical examination revealed two skin lesions: a fluctuating nodule in the proximal region of the left forearm, about 3
centimeters in greatest diameter. It was painless and adherant to deep tissues. He also exhibited an ulcerated plaque on the

dorsal surface of the left hand, about 5 centimeters in greatest diameter, with a multinodular surface. Both skin lesions were
biopsied.
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p plans. B), Ulcerated plaque on the dorsal surface of the left hand.

Figure 1. A), Nodule of the left foram, painless, adhering to the dee

A blood count revealed hemoglobin 13.6 g/dL, leukocytes 5750 mm3, erythrocyte sedimentation rate 44 mm/h, and C-reactive
protein 0. 980 mg /dL. Interferon gamma release assay (IGRA) was positive. HIV and primary immunodeficiency testing were
negative. A chest X-ray was normal. A magnetic resonance image (MRI) was compatible with spondylodiscitis at the thoracic
(T10 —T12) level with destruction of the vertebral bodies that extended to the pedicle bilaterally and there were evident

paraspinal abscesses. In a computed tomography (CT) guided biopsy of one paraspinal abscess, no causative organism was
isolated.

’

Figure 2. MRI T1- Destruction of vertebral bodies (T10-T12).



The histological examination of skin lesions revealed pseudoepitheliomatous hyperplasia of the epidermis and the presence of
dermal suppurative granulomas, with foci of necrosis and multinucleated Langhans cells. Various stains were performed to
find an infectious agent: Gram for bacteria, periodic acid-schiff and Grocott for fungi, Ziehl-Neelsen staining for
mycobacteria. All were negative.
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Figure 3. Hisologic picture of the skin biopsy. A), Granulom with Langhans-type multinucleate giant cells (hematoxylin and eosin, x
10). B), Granuloma with additional foci of necrosis (hematoxylin and eosin, x 40).

Owing to the high clinical suspicion, it was decided to start empirical antimycobacterial therapy (rifampicin, isoniazid,
ethambutol and pyrazinamide). This produced a good clinical response and healing of the skin lesion on the left hand within 3
weeks.

Fiure 4. Healed ulcer after 3 weeks treatment.

Finally, one month later, Mycobacterium tuberculosis was isolated from the cultures of skin lesions. However, the patient had
worsening back pain and onset of neurological deficits (lower limb hypertonicity with hypoesthesia) and it was necessary to
perform a surgical debridement and an arthrodesis of the spine. Ziehl-Neelsen staining of the pus collected in the surgery was
positive for acid-fast bacilli and M. tuberculosis was isolated at the cultures. After this surgical procedure, the patient had a



good clinical response with complete recovery of neurological deficits. He completed 12 months of the antimycobacterial
therapy (2 months with rifampicin, isoniazid, ethambutol and pyrazinamide and 10 months with rifampicin and isoniazid).

Discussion

M. tuberculosis can cause several forms of cutaneous tuberculosis. Primary inoculation tuberculosis and tuberculosis
verrucosa cutis are exogenous infections. Lupus vulgaris, scrofuloderma, metastatic tuberculous abscess, acute miliary
tuberculosis, and orificial tuberculosis are endogenously spread cutaneous forms [3-10]. Kumar et al, reported that lupus
vulgaris was the most common clinical presentation, followed by scrofuloderma, tuberculosis verrucosa cutis, and cutaneous
metastatic tuberculous abscess in their series [2].

The skin lesions of this patient were compatible with metastatic tuberculous abscesses, which are characterized by fluctuating
subcutaneous nodules, more frequent in the trunk and extremities. They can ulcerate and persist for years without treatment.
Regional adenopathy is usually not present. The abcesses result from hematogenous spread of bacilli from a visceral
localization and there are rare reports in immunocompetent patients. Hence, an evaluation for underlying immunosuppression
should be performed [4].

The differential diagnosis includes forms of panniculitis, staphylococcal abscess, deep fungal infections, leishmaniasis,
atypical mycobacterial infections, and other bacterial causes, such as syphilis, and leprosy [3, 5].

Tuberculous spondylodiscitis (TS), known as Pott disease, has been reported to account for about 50% of skeletal tuberculous
infections. The thoracic segment is the most frequent location, followed by lumbar and cervical segments. Lesions usually
affect more than two vertebrae and the posterior elements of the vertebrae could be involved. It is frequently complicated by
formation of large paravertebral abscesses [11].

MRI has become the method of choice for diagnosis of spondylodiscitis owing to its high sensitivity and specificity. A CT-
guided or open biopsy should be considered in suspected cases because the definitive diagnosis of TS is established by
culturing M. tuberculosis from pathological specimens [11, 12].

Simultaneous presentation of tuberculosis of bone and skin is uncommon [1, 3]. In this particular clinical case, the
constitutional symptoms with the imaging characteristics of spondylodiscitis (impairment of the dorsal column, paraspinal
abscess, and extension to pedicles), and the histological findings of skin lesions with positive IGRA were suggestive of a
tuberculous etiology.

Our patient had a good response to empirical antimycobacterial therapy and the diagnosis was confirmed by cultures of M.
tuberculosis from exudate collected during neurosurgery.

This case is an example that extrapulmonary tuberculosis. Awareness of this unusual presentation of tuberculosis is essential
for early diagnosis and appropriate therapy.
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