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Abstract
Introduction: Cutaneous tuberculosis (CTB) is a rare presentation of extrapulmonary tuberculosis (TB) with
various clinical manifestations. Tuberculids, a type of CTB, are probably the result of hyperergic immune reaction
induced by Mycobacterium tuberculosis. Lichen scrofulosorum (LS) is a rare tuberculid mostly seen in children and
young adults with or without other manifestations of tuberculosis.
Case report: We present a 30 year old patient presented with a papular eruption on his trunk and upper
extremities. The patient had recently started on a 4 drug-regimen treatment for a diagnosed tuberculous cervical
lymphadenitis and he was under investigation for pulmonary TB. Histopathology of the papular lesions showed
epithelioid granulomas strongly indicating lichen scrofulosorum. The eruption responded to antitubercular therapy
with complete clearance of the lesions.
Discussion: The tuberculids are a form of CTB caused by hypersensitivity reactions to Mycobacterium
tuberculosis. The diagnosis of LS is problematic and frequently delayed because of its rarity and clinical similarity to
many other more common skin conditions.
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Introduction
Cutaneous tuberculosis (CTB) is a relatively uncommon form of
extrapulmonary tuberculosis (TB). Even in countries such as India and
China where TB still commonly occurs, cutaneous outbreaks are rare.
However the rates of TB are expected to rise due to immigration from
TB endemic countries, emergence of human immunodeficiency virus
infection (HIV) and the increase in use of immunosuppressive
treatments. This can be seen in a study by Varshney et al., which
reports that the overall incidence of cutaneous manifestations of TB
was found to be 0.7% (131 of 18,720 patients), slightly higher than the
incidence demonstrated in other studies from India [1]. The incidence
of lichen scrofulosorum (LS), a tuberculid and therefore a form of
CTB, varies between 2% and 11.4% in different studies among the
cases of CTB but it has been reported as high as 23.5% to 33% in
children [1,2].
Tuberculids are exanthems possibly induced by a hyperergic
response to mycobacteria and/or their fragments released from a
different focus of concomitant or past infection [3,4]. LS is presenting
as a lichenoid eruption of small papules most commonly seen in
children and adolescents with TB. The lesions are usually
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asymptomatic, closely grouped, skin-colored to reddish-brown
papules, often perifollicular and are mainly found on the abdomen,
chest, back, and proximal parts of the limbs. The eruption is usually
associated with a strongly positive tuberculin reaction.

Case Report
A 30-year-old Pakistani man was referred to our clinic because of an
eruption consisting of multiple small erythematous to skin-colored,
mostly perifollicular papules over his trunk and humeral areas of his
upper limps since 8 days (Figure 1 and 2).

Figure 1: Patient presented with a popular eruption.
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Figure 2: Close up of the lessions. Perifollicular papules.
The eruption was described as asymptomatic. Examination of hair,
nails and mucosal surfaces was normal.
The patient was under the care of the TB unit of a hospital for chest
diseases in Athens and he was receiving a 4-drug regimen including
isoniazid, rifampin, pyrazinamide and ethambutol for less than a
month.
The patient resorted to the TB unit due to a febrile syndrome cough
and right sided painless cervical lymphadenopathy. Workup in the TB
unit disclosed a raised erythrocyte sedimentation rate (~60 mm), while
full blood count (FBC), chest X-ray (CXR), blood biochemistry and
urinalysis were normal or insignificant. Serologic tests for HIV,
hepatitis B and C viruses and for syphilis were negative.
The Mantoux skin test was strongly positive with an induration of
25 mm. The patient also underwent a fine needle aspiration (FNA)
biopsy on one cervical lymph node, which demonstrated granular
eosinophilic material (caseation), multinucleated giant cells,
epithelioid cells, neutrophils and lymphocytes.
Staining for acid-fast bacilli was positive. The patient was also under
further investigation for possible occult pulmonary TB because the
initial workup had not established the definite involvement of the
lungs.
Our initial impression of the rash was that it could be a possible
lichenoid drug eruption but the combination of medical history and
clinical presentation was highly suggestive of a possible tuberculid and
therefore a skin biopsy from a lesion was carried out.
In the meantime his physicians in the TB unit have been informed
for the possible diagnoses and they had switched his regiment to
moxifloxacin 400 mg/day in order to exclude the lichenoid drug
reaction while they were waiting for the histology report of the skin
lesion and the complete dermatological review.
The histology revealed inflammatory lymphoid and epithelioid
histiocytic infiltration of upper dermis and fibroblastic activity
attributed to epithelioid granulomas (Figure 3). The correlation of
histology with the clinical image led to the diagnosis of LS. The patient
was already receiving an anti-TB regimen, which in this case is the
treatment for LS as well. With the consolidation of the LS diagnosis
and in liaison with his TB unit physicians, the patient continued his
initial treatment regimen. Complete clearance of LS lesions was
achieved gradually over a period of 60 days from the histopathological
diagnosis.
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Figure 3: A cluster of histiocytes and epitheloid cells forming an
obsolete epitheloid granuloma H&E X40 (Courtesy of Andreas
Sygros Pathology depart).

Discussion
Tuberculids consist one type of CTB and they include conditions
such as papulonecrotic tuberculid, LS, erythema induratum of Bazin,
and erythema nodosum [5]. Tuberculids are thought to be due to
hematogenous spread of bacilli in a person with a moderate or high
degree of immunity against Mycobacterium tuberculosis [7,8].
Although the pathogenesis of LS is yet to be elucidated, most authors
believe that the condition occurs in patients with medium to strong
tuberculin sensitivity, who have undergone hematogenous spread of
mycobacteria from an active internal tuberculous locus. This is
followed by a type III hypersensitivity response from the host. The
continuous formation of antigen-antibody complexes may lead a type
IV hypersensitivity reaction, resulting in granuloma formation [6-9].
LS, also known as TB cutis lichenoides, most commonly affects
children and adolescents with TB. LS appears to be the second most
common form of CTB, according to recent reports, possibly because of
increased incidence of all types of TB in general. Seven per cent of CTB
patients were found to have LS in a prospective study in India [4].
Furthermore 11.4% of concurrent TB and HIV infection presented
with LS in another Indian study [1]. LS could be a cutaneous sign for
an underlying TB anywhere in the body. The most frequent
extracutaneous involvement of TB in association with LS is
lymphadenophathy (cervical, hilar, axillary, or mediastinal) but
pulmonary TB is also reported. LS can also be associated with other
types of CTB such as scrofuloderma, lupus vulgaris, and erythema
induratum [4,6].
The lesions in LS usually present over the abdomen, chest, back and
proximal parts of the limbs, as asymptomatic clusters of firm, typically
perifollicular, skin-colored, erythematous or brown papules of 0.5-3
mm topped by a scale. Lesions may coalesce to form rough and discoid
plaques [10,12].
Histopathology is diagnostic and demonstrates superficial
granulomas around hair follicles and sweat ducts, with little or no
caseation necrosis. Normally giant cells are absent and acid-fast bacilli
are not found [3,4,6]. Tubercle bacilli are almost never seen in the
biopsy specimen and they cannot be cultured [4,6,11]. A possible
explanation is that they are present in a fragmented form or have been
destroyed by immunological mechanisms [13]. The eruption is
frequently associated with a strongly positive tuberculin reaction.
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Diagnosis of LS is frequently delayed because of its rarity and
resemblance to many other dermatological conditions [5]. The
differential diagnosis may include lichen spinulosus, lichen nitidus,
keratosis pilaris, pityriasis rubra pilaris, and lichenoid sarcoidosis [14].
Dermatologists should maintain heightened awareness of the clinical
spectrum of CTB to halt this destructive and contagious disease early
in its course [10].
The treatment of LS should follow the established guidelines for TB
treatment as those of any other part of the body affected with TB.
Following anti-TB treatment, the lesions usually clear within 4 to 12
weeks without scarring [6,10,11,15,16].
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A cutaneous eruption as the first presentation of TB or as an
accompanying condition of TB focus at other site of the body could be
challenging for the primary care physician or the dermatologist. High
index of suspicion is required in order to diagnose and treat quickly
this condition, avoid complications and to stop disease spread. This
case aims to raise awareness for the consideration of LS in the
differential diagnosis of a widespread exanthem consisting of
persistent, papular lesions, especially when the history of the patient
suggests an evident or a possible TB infection. Patients with a
suspected cutaneous eruption possibly associated with TB should be
referred to a dermatologist for further diagnostic evaluation.
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