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Cutaneous tuberculosis is an infection caused by M. tuberculosis complex, M. bovis and bacillus
Calmette- Guérin. Depending on individual immunity, environmental factors and the type of

inoculum, it may present varied clinical and evolutionary aspects. Here we found a similar case
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where a 63 year old female patient developed cutaneous tuberculosis either due to direct
inoculation or secondary to consumption of unpasteurized milk. The wound was not healing
even after several courses of antibiotics and started healing only after starting anti-tubercular

treatment. Hence we recommend that clinicians should keep this possibility in mind for early
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Introduction

Cutaneous tuberculosis (TB) is essentially an invasion of the
skin by Mycobacterium tuberculosis, the same bacteria
that causes pulmonary tuberculosis’. In developed
countries the incidence of cutaneous tuberculosis is very
rare and now the incidence is also declining in developing
countries”™. Availability of anti-tubercular treatment (ATT),
improved living standards, and BCG vaccination are some
of the factors contributing to this declining trend.
Inhalation of airborne droplets and rarely by direct
inoculation of the skin by M. tuberculosis, M. bovis, or the
Bacillus calmette-guerin (BCG) are some of the routes of
transmission of infection®. Tuberculosis is most often an
airborne transmissible disease, but as a result of
hematogenous spread or direct inoculation the cutaneous
tuberculosis manifests itself in susceptible individuals.
People with HIV infection, intravenous drug abusers, with
diabetes mellitus, on immunosuppressive therapy,

diagnosis and prompt treatment.

malignancies, end-stage renal disease, and infants are
more prone to acquiring cutaneous tuberculosis’. Despite
the recent advances in sophisticated techniques cutaneous
tuberculosis is frequently elusive as it mimics a wide
differential diagnosis and also evades microbiological
confirmation’. Although rare, but it is important for
clinicians to recognise the various clinical variants of
cutaneous tuberculosis to prevent missing the diagnosis or
incur adelayed diagnosis.

Case Report

A 63 year old female patient presented to the OPD at
KowdoorSrinivasaHegde memorial health centre, Bailur (a
satellite hospital of KSHEMA) with complaints of multiple
discharging ulcers on the left leg near the ankle joint since 5
months. There were multiple pus filled abscess. There was
intermittent bloody discharge from the sites of wound.
There was no history of fever or trauma. The patient was
non diabetic. Initially she had been treated conservatively
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by local practitioners and the wound used to heal for a
short period and would recur again.

The patient then presented to our health centre for further
treatment. On eliciting a detailed history we found that the
patient had cattle at home and had history of consumption
of unpasteurized milk. She also gave a history of
undergoing Knee replacement surgery 7 months back. But
there was no history suggesting prosthetic joint
infection.At our health care centre she was initially put on
antibiotic Tab Augmentin for 5 days, Neomycin ointment
and incision & drainage of the pus from the sites of wound
was done. Since the pus was still persisting and the sites of
incision and drainage had formed sinus, we referred her to
NitteGajria hospital, Karkala where she was admitted and
investigations were done. Blood investigations revealed
total leucocyte count- 9,200/ microL, P-53, L-38, E-09, M-0,
B-0. ESR- 75 mm at the end of 1" hr, Hb- 11.7 g%. Patient
was started on IV injAccuzon plus for 5 days. She was then
discharged and followed up back at Kowdoor Srinivasa
Hegde memorial health centre, Bailur and was called for

alternate day dressings for almostamonth.

leg

Fig 2 : Discharging sinus on the lateral aspect of left leg
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Since the wound was still not healing completely, we sent
the patient for excision biopsy of the ulcer. Microscopy
results revealed that the section studied showed skin
tissue with pseudo epitheliomatous hyperplasia.
Granulation tissue with extensive necrosis surrounded by
epitheloid cells, langhans giant cells, lymphocytes and
plasma cells. Granulomas were extending to subcutaneous
fat. Perineural infiltration was also seen. Special stain for
Acid fast bacillus (AFB) and fungus was negative. But the
impression from pathologist said that features are
suggestive of granulomatous lesion probably due to
tuberculosis.

Fig 3 : Histopathology report showing multinucleated giant cells,
lymphocytes and epitheloid cells

The patient was then referred to the nearby Primary Health
Centre where she was started on Category I, anti-
tubercular DOTS regimen consisting of Isoniazid (H),
Rifampicin (R), Pyrazinamide (Z) and Ethambutol (E), the
intensive phase consisting of 2(HRZE), and continuation
phase consisting of 4(HR),. The wound started healing
spontaneously within 2 weeks of treatment. The patient
was advised to take full course for 6 months.

Discussion

Cutaneous tuberculosis can be caused by Mycobacterium
tuberculosis, mycobacterium bovis and BCG vaccination.
The lesions can be acquired either exogenously or
endogenously, although the former one is most common.
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Although cutaneous tuberculosis is most common in
underdeveloped and developing countries, the incidence is
increasing even in developed countries due to infections
like HIV and multi-drug resistance’. Even though the
prevalence of cutaneous tuberculosis is less than 1 percent
of all cases of tuberculosis, practitioners must be careful
not to miss the diagnosis’.

In the present case we are suspecting thatthe patient had
developed cutaneous tuberculosis due to Mycobacterium
bovis because patient had history of close contact with
cattle and also history of consumption of unpasteurized
milk. M. bovis infects humans, causing tuberculosis
through inhalation and ingestion, and by contact with
mucous membranes and broken skin. Humans are spillover
hosts of M. bovis. The clinical presentation of TB due to M.
bovis depends on the route of infection. Oral infection
acquired by drinking unpasteurized milk from diseased
cattle usually results in cervical or mesenteric nodes and
other forms of non-pulmonary disease’. Though in our
patient, we did not find lymph node enlargement, but
extra-pulmonary manifestation in the form of cutaneous
tuberculosis points out the possibility of infection due to
M. bovis.

Cutaneous tuberculosis can also occur due to infection
following knee replacement surgery. There are several
studies showing tubercular infection of knee joint™*, but
literature pertaining to tubercular infection of a replaced

13-14

knee joint is scarce Some studies have shown

granulomatous inflammation following joint replacement
secondary to foreign body reaction®.In the present case
though the patient had history of undergoing knee
replacement surgery few months prior to the development
of cutaneous tuberculosis, but we did not find any history
which suggested infection of the prosthetic joint.
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In the present case histopathological report showed
granulation tissue with extensive necrosis surrounded by
epitheloid cells, langhans giant cells, lymphocytes and
plasma cells but staining for AFB was negative which
indicates high immunity. Many case reports have shown
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similar results™™. Since the patient responded well to anti-
tubercular treatment retrospectively we can confirm the

diagnosis of cutaneous tuberculosis.

Conclusion

Although the incidence of cutaneous tuberculosisis rare, it
should be considered in patients presenting with atypical
skin lesions suggestive of an underlying infectious etiology.
It becomes important that physicians have a high index of
suspicion in order to quickly and effectively diagnose and
treat these morbid skin conditions. The present case report
suggests the importance of a proper history and physical
examination combined with proper laboratory and
diagnostic testing in determining the etiology of a
suspicious and treatment-resistant skin lesion. Prompt
consideration leads to a swift diagnosis and proper
treatmentresulting in high patient satisfaction.

In the Indian scenario, where tuberculosis is very common,
we strongly recommend pre-surgical diagnostic tests to
rule out tuberculosis. We also recommend that M. bovis
infection should be suspected in all at risk groups,
particularlyinrural areas.

Although the diagnosis of cutaneous tuberculosis is based
on clinical features, demonstration of acid-fast bacilli on
smear, tissue culture, skin biopsy, and PCR in recent years.
However, in all the cases may not present with typical
features and diagnosis may be dependent on clinical
features, histopathological findings, and retrospective
review of response to treatment.
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