Letters to the Editor

Papulonecrotic tuberculid with optic neuritis

Sir,

Papulonecrotic tuberculid is considered as a hypersensitivity
reaction to Mycobacterium tuberculosis or its antigen in
individuals with good immunity. Though bacilli are notalways
identified on special stains and culture, strongly positive
tuberculin test and rapid response to antituberculosis therapy
show no doubt of tuberculous etiology in papulonecrotic
tuberculid.! Optic neuritis can occur in infectious diseases
like tuberculosis due to direct invasion or immunemediated
reaction. We were unable to find any previous reports of
papulonecrotic tuberculid associated with optic neuritis.
Herein we report one such rare case.

Figure 1a: Multiple red papules with some lesions showing necrosis and
crusting, interspersed with atrophic varioliform scarring, on lower extremities

A 16-year-old female presented with a 7-year-history of
multiple, recurrent reddish lesions on extremities and back.
She also had an acute decline of vision in the left eye for
2 weeks. She denied any history of chronic cough, fever
and weight loss. She had no past history of tuberculosis.
On examination, multiple erythematous papules distributed
symmetrically on her extremities and back with some
lesions showing necrosis and crusting, interspersed with
atrophic varioliform scars [Figure la and b]. Corrected
visual acuity was 1.5/1.5 in the right eye and 0.6/1.5 in the
left eye. Visual field testing proved normal in the right eye
but showed a central scotoma in the left eye. Pattern visual

Figure 1b: Close-up view of lesions on lower extremities, showing necrosis
and crusting

Figure 2a: A thinning accompanied by the increased signal intensity of the
left optic nerve in the intraorbital segment (red arrow)

Figure 2b: An increased signal intensity of the left optic nerve in the canal
segment (red arrow)
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evoked potential testing revealed normal in both eyes. Flash
visual evoked potential testing turned normal in right eye
but revealed delayed latency in left eye. Head magnetic
resonance imaging showed a thinning accompanied by
increased signal intensity of the left optic nerve in the
intraorbital and canal segments, while the right optic nerve
was normal [Figure 2a and b]. Optic neuritis of the left eye
was diagnosed based on the clinical features, ophthalmic
examination and radiological findings. Tuberculosis
interferon-y release assay was positive and tuberculin test
was strongly positive. Tests for antinuclear antibodies,
antineutrophil cytoplasmic autoantibody, hepatitis B
surface antigen, anti-hepatitis C virus antibody, anti-human
immunodeficiency virus antibody and syphilis antibody were
negative. Erythrocyte sedimentation rate, cerebrospinal fluid
examination, abdominal ultrasonography and chest X-ray

Figure 3a: Wedge-shaped area of necrosis involving the epidetrmis and
dermis surrounded by moderately dense inflammatory cells (Hematoxylin
and eosin, x40)

f ot & = N\

Figure 3¢: Wedge-shaped area of necrosis surrounded by lymphohistiocytic
infiltrate (Hematoxylin and eosin, x200)

Letters to the Editor

were normal. Skin biopsy showed a wedge-shaped arca
of necrosis involving the epidermis and dermis along with
vasculitis at the base of the necrosis. The fibrinoid necrosis
was surrounded by moderately dense lymphohistiocytic
infiltrate [Figure 3a-d]. Based on the clinical features,
histopathology and laboratory examinations, a diagnosis
of papulonecrotic tuberculid was rendered. Thus with the
diagnosis of papulonecrotic tuberculid and optic neuritis she
was started on antituberculosis medications. After 6 months
of treatment, her lesions disappeared leaving some atrophic
scars, but her vision did not improve. Then, she was given
40mg methylprednisolone daily. After 4-week treatment,
the dose of methylprednisolone was reduced 8mg every two
weeks until dose was 16mg daily. Then the dose was reduced
by 4mg every 2 to 4 weeks. After 2 months of treatment,
her vision improved. The steroids was completely stopped
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Figure 3b: Vasculitis at the base of necrotic dermis (Hematoxylin and
eosin, x40)

Figure 3d: Deep perivascular lymphoid infiltrate with vascular damage
(Hematoxylin and eosin, x200)
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after 5-month therapy. In the follow-up period of 4 years
her skin lesions did not reappear, but her vision declined
intermittently and had a good response to steroids.

Tuberculous focus cannot be demonstrated in all cases
of papulonecrotic tuberculid and Mycobacterium bacilli
are usually not detected in it.> Advanced techniques like
polymerase chain reaction have improved the positive
detection rate of bacilli, but negative result does not
exclude the diagnosis of papulonecrotic tuberculid.
Papulonecrotic tuberculid is diagnosed on the basis of
clinical features, histopathology, evidence of underlying
focus of tuberculosis, strongly positive tuberculin test and
adequate response to antitubercular treatment.’ Infectious
optic neuritis can be caused by direct spread of pathogenic
organism or result from pathogen-induced immune allergic
reaction to optic nerve where anti-infection treatment or
systemic steroid therapy is recommended respectively. In
our case, the vision of the patient improved with steroids,
supporting the diagnosis of immune-mediated tuberculous
optic neuritis. The patient developed optic neuritis after
suffering from papulonecrotic tuberculid for 7 years and
this points towards the importance of an early diagnosis of
papulonecrotic tuberculid. Papulonecrotic tuberculid is rarely
associated with ophthalmic disease. The only reported ocular
association of papulonecrotic tuberculid is uveitis which
manifested as unilateral redness of eye.” The association
between papulonecrotic tuberculid and optic neuritis as
reported in our case gives us a new understanding of the
complication of papulonecrotic tuberculid. Thus, we should
pay more attention to ocular manifestations of the patients
with papulonecrotic tuberculid.
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