Acta Derm Venereol 2016; 96: 560–561

SHORT COMMUNICATION

A Case of Miliary Tuberculosis Presenting with Whitlow of the Thumb
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Tuberculosis remains a major public health concern,
accounting for millions of cases and deaths worldwide.
In 2013, an estimated 9.0 million people developed
tuberculosis and 1.5 million died from the disease (1).
Among the 5.4 million new notified cases, 2.6 million had
bacteriologically confirmed pulmonary tuberculosis, 2.0
million had clinically diagnosed pulmonary tuberculosis,
and 0.8 million had extra-pulmonary tuberculosis (1).
Extra-pulmonary tuberculosis can affect any organ of the
body, and has a broad spectrum of manifestations (2).
Cutaneous tuberculosis is an uncommon manifestation of
tuberculosis, accounting for 0.5–2% of all extra-pulmonary tuberculosis (3). Cutaneous tuberculosis is caused
mainly by infection with Mycobacterium tuberculosis
complex and occasionally by infection with M. bovis
or BCG vaccine. The clinical appearance of cutaneous
tuberculosis can vary, depending on the exogenous or
endogenous origin of the infection.
We report here an original case of disseminated
tuberculosis, revealed by a whitlow, and describe our
diagnostic approach, treatment and outcome. The patient provided written consent for publication of this
case report.
CASE REPORT
A 75-year-old woman with a medical history of autoimmune
thyroiditis treated with L-thyroxin was admitted to the emergency department with pain, oedema, erythema of the left
thumb, and fever for 3 days. Her general practitioner diagnosed
a whitlow and started pristinamycin with no improvement. The
patient reported back pain that had started 6 months previously,
associated with a vertebral fracture of T11–T12, which had
been treated with corticosteroids for 3 months.
At admission, physical examination revealed an inflammatory
swelling of the left thumb. The skin was tender from the base of
the thumb to the thenar region. Extension of the left thumb was
limited. Diagnosis of a sheath phlegmon affecting the flexor of
the left thumb was established. Surgery with drainage, and coamoxiclav treatment were performed immediately. The patient
was then transferred to the infectious diseases department. Results of intra-operative samples of pus and initial blood cultures
were negative. Despite 10 days of intravenous co-amoxiclav,
followed by 15 days of piperacillin-tazobactam, evolution of
the skin wound was unfavourable (Fig. 1a).
Because of a mild dyspnoea with normal auscultation of the
lungs and tenderness of the thoracic spine at T10–T11–T12
levels, additional investigations were performed. Arterial blood
gas showed mild hypoxia (PO 2 66 mmHg) associated with
respiratory alkalosis (pH 7.52 and bicarbonates 25 mmol/l)
and significant hypocapnia (PCO2 27 mmHg). A chest X-ray
revealed a miliary. The white blood cell count was 5,700/mm3
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Fig. 1. (a) Sheath phlegmon of the left thumb at admission to the infectious
diseases department; and (b) evolution of the left thumb after 9 months
of tuberculosis treatment.

and lymphocytes were at 720/mm3. C-reactive protein (CRP)
was 166 mg/l. Blood electrolytes and liver function tests were
normal. Radiography of the spine was suggestive of a T10–T11
spondylodiscitis. Thoracic computed tomography (CT)-scan
revealed uniformly distributed 1–3 mm pulmonary nodules,
strongly suggesting infectious miliary. Magnetic resonance
imaging confirmed the diagnosis of spondylodiscitis, showing
STIR hypersignal with irregularity and erosion of the endplate
of the T10–T11–T12 vertebral bodies, STIR hypersignal of
discs, epidural and pre-vertebral collections, and local compression of the spinal cord without T2 hypersignal.
The association of a pulmonary miliary and a spondylodiscitis
led us to consider the diagnosis of disseminated tuberculosis.
CT-scan-guided discovertebral biopsies of T12 were acid-fast
bacilli (AFB) smear-positive. Antibiotic failure on the thumb
wound led us to perform a M. tuberculosis complex PCR from
the skin biopsy, which was positive. Cultures from discovertebral biopsies, skin biopsy and gastric aspiration proved positive
for drug-sensitive M. tuberculosis. The HIV test was negative.
After 2 weeks of standard anti-tuberculosis treatment
(isoniazid, rifampicin, ethambutol and pyrazinamide), fever,
pain and dyspnoea all improved. Evolution of the left thumb
wound was also favourable. Clinical and biological tolerance
of the treatment was good. According to drug susceptibility
test results, ethambutol was stopped after 1.5 months of antituberculosis treatment. Isoniazid, rifampicin and pyrazinamide
were prescribed for a total of 3 months, while both isoniazid
and rifampicin were continued for a further 9 months. Antituberculosis therapy resulted in a favourable outcome with
complete resolution of the skin lesion (Fig. 1b).

DISCUSSION
In the present case, the diagnosis of disseminated tuberculosis was established because of the association of a
pulmonary miliary, Pott’s disease, and a phlegmon of the
flexor sheath of the thumb. Tuberculosis explains the fact
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that the sheath phlegmon evolved unfavourably despite
rapid surgery and conventional antibiotic treatment.
Cutaneous tuberculosis can have various clinical
manifestations. Infection can be acquired through exogenous routes from direct inoculation of M. tuberculosis into the skin. With this route of infection, clinical
manifestations are tuberculous chancre, tuberculosis
verrucosa cutis, and in some cases, lupus vulgaris.
These clinical manifestations are commonly observed
in healthcare workers and are difficult to diagnose because of their paucibacillary nature, leading to a high
frequency of negative cultures. Cutaneous tuberculosis
can also result from an endogenous infection, secondary
to a pre-existing primary focus. Tuberculosis cutis orificialis, scrofuloderma, and most cases of lupus vulgaris,
result from contiguous dissemination, acute miliary
tuberculosis and tuberculous abscess from lymphohematogenous dissemination (3). Tuberculous abscesses,
or gumma, has been described in individuals with acute
miliary tuberculosis and may infrequently affect immunocompetent adults (4). These are non-tender fluctuant
subcutaneous nodules. The nodules eventually penetrate
the skin, resulting in the development of ulcers and
draining sinuses (3, 5). Lesions may occur at any skin
site, but frequently develop on the extremities. Satellite
regional lymph nodes are usually not present (3, 5).
Tuberculous gumma have a poor prognostic value in
immunocompetent individuals and may persist for years
if untreated (3, 5). The confirmation of the diagnosis of
tuberculous gumma is based on identification of bacilli
by AFB stains, or culture or PCR that demonstrates the
presence of M. tuberculosis complex (6, 7), and requires
aspiration or skin biopsy (8).
In our case, PCR and culture from the skin biopsy
were positive and explained the unfavourable outcome
of the wound with standard antibiotic treatment. How
ever, the diagnosis of disseminated tuberculosis was
based initially on the positive AFB-smear of gastric
aspiration and of vertebral biopsies of T12, later confirmed by PCR and culture. In general, manifestations
of miliary pulmonary can be acute, but are more likely
to be sub-acute or chronic (9). Patients often report
dyspnoea or cough, and hypoxemia is common. In
the present case, the patient had a febrile dyspnoea
with mild hypoxemia related to a sub-acute or chronic
miliary tuberculosis. Pathogenesis is likely to be a
lympho-haematogenous dissemination of M. tuberculosis from a pulmonary focus with embolization to
vertebral bones then to the left thumb joint and the skin.
This dissemination was favoured by the corticosteroids
given to treat the back pain.
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Treatment of cutaneous tuberculosis is the same as for
systemic tuberculosis (6, 7). The therapeutic response
of cutaneous lesions can be assessed clinically. Surgical
treatment is not usual for the management of cutaneous
tuberculosis, but is sometimes required to manage
extensive or recalcitrant tuberculous skin lesions (6,
7). The treatment duration is usually 6 months. In our
case, the treatment duration was dependent on the bone
involvement. We opted for a 12-month regimen (10).
In conclusion, disseminated tuberculosis can be
revealed by an atypical cutaneous lesion mimicking
a whitlow and can be observed in non-HIV-infected
patients. This diagnosis should be considered when the
outcome is unfavourable despite surgery and antibiotic
treatment, notably in the context of immunosuppression.
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