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Metastatic tubercular abscess associated with

bone and lymph node involvement

Sir,

Tuberculosis is seldom considered an etiology of subcutaneous
abscess in our daily practice. Here, we report a rare case of metastatic
tubercular abscess in a malnourished girl, with bone involvement
and lymphadenopathy.

A 13-year-old malnourished girl presented with multiple abscesses
predominantly involving her upper and lower extremities for the last
2 years. She had multiple, variably sized, subcutaneous discharging
abscesses on the upper extremity, lower extremity and neck
[Figures 1 and 2]. The lesions were fluctuant and non-tender without
any sign of inflammation. Matted, enlarged lymph nodes were noted
in the cervical [Figure 3] and inguinal regions [Figure 4]. Scars were
observed at the sites of previous drainage. She started developing
these abscesses on her neck and extremities which progressively
increased in size. They had been drained unsuccessfully, only to
reappear again. She also received multiple courses of systemic
antibiotics and antifungals with no appreciable improvement. There
was no history of fever, cough and breathlessness at presentation.
The past history revealed an episode of pulmonary tuberculosis, five
years back, along with weight loss. Family history was unremarkable.
The patient had not been immunized with bacillus Calmette—Guérin
(BCG) vaccine. There was pallor, and malnutrition (body mass
index 15.5 kg/m?); the remainder of the general examination was
normal.

Routine blood parameters were within normal limits, except for
anemia (hemoglobin 6.8 mg/dl). The patient was non-reactive for
antibodies to human immunodeficiency virus 1 and 2. Chest skiagram
revealed upper zone opacification and pleural effusion affecting the
right lung, suggestive of a tubercular focus. Bone skiagram revealed
an erosion of the medial aspect of the navicular and the medial
cuneiform bone suggestive of tubercular osteomyelitis [Figure 5].
Examination of other systems did not reveal any abnormality.

Tuberculin skin test (Mantoux test) was positive (15 mm x 12 mm)
with 5 TU purified protein derivative (PPD). Skin biopsy from the
margin of abscess over the left foot showed a thickened epidermis
with granulation tissue in the dermis along with a chronic
inflammatory cell infiltrate and hemosiderin-laden macrophages.
However, there was no granuloma, caseation necrosis or any features
suggestive of a malignancy. Acid-fast bacilli were conspicuous in
the discharge (Ehrlich—Ziehl-Neelsen stain) [Figure 6]. The patient
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did not give consent for pus culture in Lowenstein—Jensen medium,
despite repeated requests, because of economic constraints.
Clinico-pathological correlation, positive tuberculin skin test and the
past history of pulmonary tuberculosis led us to a final diagnosis of
metastatic tubercular abscess. She was treated category 1 regimen of
anti-tubercular drug therapy, after consultation with the department
of pulmonary medicine, for 6 months. On follow-up after 5 months,
ulcers had healed and lymphadenopathy resolved considerably
[Figures 7-9], thus confirming our diagnosis retrospectively.
Treatment was continued for 1 more month as per protocol.

and lower limbs
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Figure 2: Necrotic ulcer on the right hand

Figure 4: Inguinal lymphadenopathy

Extrapulmonary tuberculosis is seen in about one-third of
all tuberculosis cases with higher preponderance in children.!
Cutaneous tuberculosis can have a myriad of clinical presentations.>
Lesions occurring due to exogenous inoculation of Mycobacterium
tuberculosis are tubercular chancre, tuberculosis verrucosa cutis
and occasionally lupus vulgaris. Endogenous cutaneous infection
may lead to scrofuloderma, acute military tuberculosis, tuberculous
gumma, orificial tuberculosis and lupus vulgaris. In addition, there
may be cutaneous immune reactions to M. tuberculosis called
tuberculids. Lupus vulgaris has been reported to be the most common
form of cutaneous tuberculosis, followed by scrofuloderma,
tuberculosis verrucosa cutis and cutaneous metastatic tuberculous
abscess (tuberculous gumma).

Metastatic tuberculous abscess occurs due to hematogenous
dissemination from a primary focus during lowered immunity,
resulting in single or multiple lesions. It is seen particularly in
malnourished children or immunosuppressed patients, following
local trauma, and in association with underlying lymphoma.*¢ The
extremities are more often affected than the trunk.?
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Figure 5: X-ray of the right foot showing erosion of the medial aspect
of the navicular and the medial cuneiform bone, suggestive of tubercular
osteomyelitis

Some notable differential diagnoses may be staphylococcal
abscess, other mixed bacterial infections, sporotrichosis,
leishmaniasis, atypical mycobacterial infections (predominantly
Mycobacterium ulcerans), deep fungal infections, syphilitic
gumma and leprosy. In our case, the past history of pulmonary
tuberculosis, presence of tubercular focus on the chest X-ray and
presence of acid-fast bacilli in Ehrlich—Ziehl-Neelsen stain helped
to rule out the differentials.

The standard treatment regimen involves 2 months of 4-drugs
therapy (isoniazid, rifampin, pyrazinamide and ethambutol)
followed by 4 months of 2-drugs therapy (isoniazid and
rifampin).” Various observations revealed the response of lupus
vulgaris and tuberculosis verrucosa cutis to be alike with all the
three regimens. The localized lesions subside completely after 4
months of therapy and the most extensive forms take 5 months to
resolve. The patients with scrofuloderma responded similarly to
both the triple drug regimens. The discharge, sinuses and ulcers
cleared in 6 months, but the lymph nodes took longer to regress;
up to 7 months in localized scrofuloderma and 9 months in more
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Figure 6: Smear of discharge showing multiple acid-fast bacilli within a
macrophage (marked by arrow) (Ehrlich—Ziehl-Neelsen, x1000)

Figure 8: Healed cervical lymphadenopathy

widespread scrofuloderma.® In our case, the lesions improved
considerably after five months.

Metastatic tuberculous abscesses are usually associated
with involvement of the bones of hands and feet and
lymphadenopathy.®!® Association has also been reported
with polymyositis at different sites such as mediastinum,
central nervous system and chest wall.'""® In our case also,
lymphadenopathy (cervical and inguinal) was present, along
with bony involvement of hands and feet.
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