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Clinical picture

An 89-year-old woman visited the dermatology clinic, having
been “forced” by her granddaughter, due to a lesion on her left
thigh which had been present for years (the patient reported that
she had had the lesion her entire life, since during the war “the Ital-
ians treated it”). An examination revealed an extensive plaque on
the dorsal and inner lateral aspects of the left thigh with areas fea-
turing a scarred appearance combined with areas with infiltrated
and erythematous nodular lesions (Fig. 1). She reported no other
symptoms such as fever, chills, cough or shortness of breath. A
punch biopsy of the lesion was done and sent to pathology and
microbiology for culture.

Clinical course

The pathology report indicated that the biopsied tissue exhib-
ited pseudoepitheliomatous squamous hyperplasia. The superficial
and medial dermis showed a dense lymphocytic inflammatory
infiltrate with the formation of frequent granulomas consist-
ing of histiocytes and Langhans multinucleated and foreign-body
giant cells surrounded by a crown of lymphocytes. No central
necrosis thereof was seen (Fig. 2). The primary diagnosis was non-
necrotising granulomatous dermatitis consistent, in its appropriate
clinical context, with lupus vulgaris cutaneous tuberculosis (TB).

In the microbiological culture, a mycobacterium grew that
was identified as Mycobacterium tuberculosis complex sensitive to
rifampin, isoniazid, streptomycin, pyrazinamide and ethambutol.
In addition, at the same time, a sample of whole blood was sent for
Q_u.amtiFERON® determination; the result was positive.

The patient was referred to the infectious diseases clinic to com-
plete the study. A chest X-ray was taken in which lesions consistent
with recent TB were ruled out. The patient declined to start treat-
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Figure 1. Lesions on the dorsal and inner lateral aspects of the left thigh.

ment for tuberculosis given how old she was and how long she had
had the lesion. Her family was informed and accepted her decision.

Final comments/discussion

Mycobacteria, the agents causing TB, are intracellular pathogens
which have developed this strategy to escape damage by serum
antibodies and which granulocytes cannot eliminate.! TB is a dis-
ease that has been known since ancient times. It has been one of
the primary infectious problems for human beings, has had devas-
tating morbidity and mortality rates, and remains a global health
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Figure 2. Punch biopsy with pseudoepitheliomatous squamous hyperplasia. A
dense lymphocytic inflammatory infiltrate is observed in the superficial and medial
dermis with the formation of frequent granulomas (arrow) consisting of histiocytes
and Langhans multinucleated and foreign-body giant cells which are surrounded by
a crown of lymphocytes (tip of arrow). No central necrosis thereof was seen.

problem.? At present, it has gained significance due to the HIV
pandemic, the growing number of people on immunosuppressive
treatment for various reasons, immigration and the emergence of
multi-drug-resistant strains.>

Cutaneous TB is a disease with a low incidence, representing
just 1-4% of extra-pulmonary forms of TB.* It accounts for a small
proportion of all cases of TB, 1-2%,” but in countries with a high
prevalence of the disease, the number of cases is gaining signifi-
cance. Its frequency is linked in 28% of cases to systemic TB and is
very strongly linked to pulmonary TB in particular.®

Cutaneous TB may be classified as one of several different
forms’:

- Primary TB, which includes the cutaneous primary complex and
TB subsequent to BCG.

- Post-primary TB types: miliary disseminated, cutis orificialis or
tuberculous ulcer, cutis colliquativa or scrofuloderma, lupus vul-
garis and verrucosa cutis.

- Tuberculids, which may be papulo-necrotic, nodular, erythema
induratum of Bazin, tuberculous erythema nodosum or lichen
scrofulosorum.

Scrofuloderma and lupus vulgaris are the 2 most common
forms.®

Lupus vulgaris is a chronic, progressive form of cutaneous TB
that presents in previously sensitised patients. It is clinically char-
acterised by brownish asymptomatic erythematous plaques most
commonly located on the face. One prominent characteristic is
the presence of tuberculoid granulomas, usually in the upper
dermis, consisting of epithelioid cells, Langhans multinucleated
giant cells, mononuclear cells and lymphocytes in the peripheral
area.t8

For treatment, the same treatment regimens as for pulmonary
TB are recommended. Therapy with multiple drugs (at least 3) is
pursued to decrease the possibility of resistance. It is also important
to take non-pharmacological measures such as patient isolation to
prevent spread and contagion.’

Notably, the patient’s condition progressed for years without
her seeking the care of a medical specialist. Other authors have
reported similar situations. This may be due to the fact that the
slow progression of lesions plus the absence of other symptoms do
not provoke alarm in patients.'?

References

—_

. Pfaller MA, Jorgensen JH. Manual of clinical microbiology, vol I, 11th ed. Wash-

ington, DC: American Society of Microbiology; 2015.

2. Lonnroth K, Raviglione M. Global epidemiology of tuberculosis: prospects for
control. Semin Respir Crit Care Med. 2008;29:481-91.

3. WHO. Global tuberculosis report. Geneva: World Health Organization; 2016.
Available at: http://www.who.int/tb/publications/global_report/en/ [accessed
01.03.17].

4, Olivares L, Leiro V, Cergneux F, Stringa M, Maronna E. Formas infre-
cuentes de tuberculosis cutaneas, a propésito de dos casos. Dermatol Argent.
2012;18:459-63.

5. James WD, Berger TG, Elston DM. Andrews’ diseases of the skin clinical derma-
tology. 11th ed. Elsevier; 2011.

6. Concha RM, Fich SF, Rabagliati BR, Pinto SC, Rubio LR, Navea DO, et al. Tuber-
culosis cutanea: reporte de dos casos y revision. Rev Chil Infect. 2011;28:
262-8.

7. Tappeiner G, Wolff K. Tuberculosis and other mycobacterial infections. In: Fitz-
patrick TB, Eisen AZ, Wolff K, editors. Dermatology in general medicine, vol. II,
4th ed. New York: McGraw-Hill, Inc.; 1993. p. 2370-87.

8. Almaguer-Chavez J, Ocampo-Candiani J, Rendén A. Panorama actual en el diag-
noéstico de la tuberculosis cutanea. Actas Dermosifiliogr. 2009;100:562-70.

9. Van Zyl L, du Plessis ], Viljoen. Cutaneous tuberculosis overview and current
treatment regimens. Tuberculosis. 2015;95:629-38.

10. Pfohler C, Klotz M, Wehler T, Vogt T, Miiller CSL. A slowly growing orange patch
on the cheek: diagnosis of lupus vulgaris 20 years after onset of first skin changes.
Dermatol Ther (Heidelb). 2017;7:181-5.


http://www.who.int/tb/publications/global_report/en/

	Very long evolution skin injuries
	Clinical picture
	Clinical course
	Final comments/discussion

	References

