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Abstract

The incidence of extrapulmonary tuberculosis has been increasing especially
among immunocompromised patients. Mycobacterium tuberculosis skin in-
fection is rare, accounting for 1.5% of all forms of the disease. We present a
clinical case of 38 years old woman, Brazilian; with sexual risk behaviours that
develops a sudden thoracoabdominal tumefaction of 4 - 5 cm. The investiga-
tion confirmed a metastatic tuberculous abscess in a patient with acquired
immunodeficiency syndrome.
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1. Introduction

Tuberculosis (TB) is caused by bacillus Mycobacterium tuberculosis; more than
two billion people (about one-third of the world population) are estimated to be
affected [1]. The re-emergence of this infectious disease at this century has been
associated with HIV infection, the use of immunosuppressive agents and ap-
pearance of multidrug-resistance.

Most of tuberculosis cases have a pulmonary manifestation; nevertheless the
Koch’s bacillus can be disseminated haematogenously leading to multiplica-
tion in other organs and systems [2]. Cutaneous tuberculosis (CTB) is a rare
form of extrapulmonary involvement and may arise secondary to lung disease
or by direct inoculation of the bacillus on the skin. It represents 1.5% of all
forms of disease [3], accounting for 0.04% to 2% of all dermatological condi-
tions [4].

Among HIV positive patients, TB is 9 to 16 times higher [5] and the clinical
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features may be atypical [6]. Opportunistic infections, like CTB are more prone
to appear when the patients are severely immunocompromised (lymphocytes T
CD4 < 200 cells/mm’® and very high load RNA-HIV); according to Centers for
Disease Control and Prevention (CDC) they are classified to have Acquired
Immuno Deficiency Syndrome (AIDS).

The case in discussion highlights the importance of excluding CTB in imuno-

compromised patients presenting skin lesions.

2. Case Report

We present a clinical case of a 38 years old Brazilian woman, a beautician, with a
history of sexual risk behaviours in the past and currently, who was admitted in
our medicine department for investigation of a sudden onset thoracoabdominal
tumefaction. She also referred asthenia, nausea, anorexia and a weight loss of
about 4 kg during the last two months. She had been medicated with amoxicil-
lin/clavulanate for an acute tracheobronchitis 20 days before the actual disease.
On the physical examination, there was a tumefaction of 4 to 5 cm on the transi-
tion of left hemithorax and hypochondrium, tender and painful with no signs of
fluctuation; with regular and well defined contours (Figure 1).

An abdominal ultrasound was performed followed by Computed Tomogra-
phy scan (CT scan) evidencing a semi-liquid collection of 40 - 54 mm with its
origin at the intercostal space—probable abscess (Figure 2(a), Figure 2(b)), and
cylindrical bronchiectasis on the left posterior basal region of pulmonary pa-
renchyma.

The abscess was drained and mycobacteriological culture of the purulent con-
tent revealed non-resistant Mycobacterium tuberculosis complex. HIV serology
revealed positive for HIV subtype 1, with viral load of 1,720,000 copies/mL (6.24
Log) and 115 CD4 T lymphocyte cell count.

The final diagnostic was extrapulmonary tuberculosis in a patient with AIDS
criteria, according to the CDC classification. First line tuberculostatic therapy
was initiated (isoniazid 300 mg, pyrazinamide 1000 mg, rifampicin 450 mg and
etambutol 800 mg) and a few days later antiretroviral. There was a complete
resolution of the skin lesion and a good virological control of the HIV infec-

tion.

3. Discussion

Several mycobacterias (M. tuberculosis, M. bovis, M. africanum, M. microti, M.
canetti, M. caprae, among others) may be involved in cutaneous diseases, but the
most frequent is M. tuberculosis. Vaccination with intradermal injection of the
bacille Calmette-Guérin (BCG) has been also associated to skin lesions. In most
cases, tuberculosis is transmitted by air but rarely cutaneous manifestations can
occur. The risk of developing disease increases in the presence of HIV infection,
intravenous drug users, diabetes mellitus, immunosuppressive therapy, malig-

nancy, end-stage renal disease or lactation [7].
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Figure 1. Initial presentation of the thora-
coabdominal tumefaction.

(®)

Figure 2. Abdominal Ultrasound and Computed Tomography scan respectively, reveal-
ing an abscess of the thoracoabdominal wall.

Tuberculous gumma is a multibacillary form of TB that can occur even with-
out a previous source of contact. TB and particularly CTB are unusual in indus-
trialized countries, and most cases happen in developing countries. Some retro-
spective studies developed by Terranova ef a/, in north Ethiopia (2007) and As-
sane et al, in Dakar (2010) described 8.9% and 11.25% cases of tuberculous
gumma, respectively [8] [9]. In Terranova et al study, 22% of all patients were
infected by HIV [8].

Tuberculous gumma is usually single or multiple nontender, fluctuant no-
dules develop forming draining sinus abscesses unless surgically incised and
drained. No predominance concerning the location of the infection has been de-
scribed. According to an epidemiological study—Umapathy et a/—in two major
teaching Hospitals in India (Chennai), extremities were the predominant loca-
tion affected [6].
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Other causes of skin lesion should be excluded as staphylococcal abscess,
other mixed bacterial infections, sporotrichosis, nocardiosis, chromomycosis,
leishmaniosis, atypical mycobacterial infections, deep fungal infections, syphi-
litic gumma, leprosy and all forms of panniculitis [10].

In the reported case, the diagnosis tuberculous gumma was established after
isolation of Mycobacterium tuberculosis in the pus. The immunosupression due
to an advanced HIV infection probably contributed to the onset and evolution of
the disease.

The bacillary load in CTB is much lower than in pulmonary tuberculosis, with
great response to first line tuberculostatic drugs (two months of quadruple
therapy—isoniazid, rifampicin, pyrazinamide and ethambutol, followed by four
months of double therapy—isoniazid plus rifampicin) [11]. When obtaining a
TB (or CTB) diagnosis it is mandatory to investigate patient’s immunological
status, habits and epidemiologic factors. HIV patients with history of tuberculo-
sis present higher risk of resistant strains.

In the presented case, the mycobacteriological culture obtained an isolation of
Mpycobacterium tuberculosis complex, sensitive to all first line tuberculostatics.
We verified a complete resolution of the cutaneous lesion without any sequelae
or scar. Surgical excision might be necessary, adjuvant to pharmacological ther-
apy but also as a diagnostic method in order to obtain a cultural result. The fact
of our patient referring sexual risk behaviour, combined with a prolonged con-
sumptive condition alerted us to investigate the presence of HIV infection. The
serology came positive for HIV infection subtype 1, presenting an advanced
immunosupression with clinical AIDS disease (lymphocytes T CD4 < 200 cells
and extrapulmonary tuberculosis). CTB should be part of the differential diag-
nosis of skin lesions in patients with HIV infection and must be excluded, and

even more if there is a history of pulmonary tuberculosis.
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