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Lichen scrofulosorum and phlyctenular conjunctivitis

Phlyctens of the conjunctiva are mostly asymptomatic.! Tuberculosis
(TB) is the underlying aetiology in 77% of phlyctenular kerato-
conjunctivitis (PKC) cases in India.? Phlyctenular conjunctivitis (PC)
duetounderlying tubercular origin usually responds well to antitubercular
treatment (ATT).? Lichen scrofulosorum (LS) represents the most
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common tuberculid in children, yet it remains under-reported and under-
diagnosed. It results due to a delayed-type hypersensitivity reaction to
Mycobacterium tuberculosis. A 12-year-old boy was referred with
redness in the left eye (LE) for 5 days (Figs la-c). He presented with
a4-5months history of progressively increasing multiple bilateral well-
defined, light brown-coloured pinhead-sized papules over the upper and
lower limbs (bilaterally), neck, groin and trunk. Some of these were
grouped to form ill-defined plaques with xerosis (Figs 1d-e). Most
lesions had white semi-adherent scaling at their periphery.

The child had developed intermittent high-grade fever with
characteristic evening rise 2 years ago without any accompanying
localizing symptoms. Two months following the onset of fever, his
mother noticed these skin lesions. The child also had non-productive
cough accompanied with fever of similar nature for 2 months before
he presented at the clinic. He had been treated for pulmonary TB with
ATT for 11 months when he was 5 years old. The family history had
no points relevant to his present condition. At presentation, he had
bilateral, multiple, non-matted submandibular lymph nodes (LN), and
a 1 cmx1 cm supraclavicular LN on the left side. These lymph nodes
were neither clinically significant nor was fine-needle aspiration
cytology feasible from them. A biopsy from the skin lesion showed
keratotic plugging of the stratified squamous epithelial lining (Figs 2a
andb) and epithelioid cell granuloma containing giant cells in the dermis
(Figs2bandc). There were lymphocytes seen in the superficial dermis
and around eccrine glands, which was suggestive of LS. A few fungal
hyphae were also seen on a potassium hydroxide mount from skin
lesions over the arms and legs, which was suggestive of tinea corporis.
Mantoux test was strongly positive with induration of 26 mmx28 mm.
Hishaemoglobin was 12.5 g/dl and the erythrocyte sedimentation rate
was 33 mm. He tested negative for human immunodeficiency virus.
Chest X-ray suggested left paratracheal lymphadenopathy, but there
was no evidence of miliary TB. On computed tomography, none of
the left paratracheal LN were over 10 mm. Gastric aspirate for acid-
fastbacilli (AFB) along with gene expert was negative. Ultrasound of
the abdomen revealed multiple enlarged mesenteric LN with
conglomeration, some showing necrosis and the largest LN measured
15 mm. The thickness of the ileo-caecal junction was 6 mm. Category
2 ATT was started after consulting a paediatrician. Topical antifungal

Fic 1 (a—f). Sequential patient photographs. The child presented
with redness and congestion in the left eye (a and b) with a
pinkish nodule over the temporal limbus suggestive of phlycten
(c). Pinhead-sized raised papular lesions over bilateral arms (thin
white arrow, (d) along with nodular elevated annular lesions with
exudation suggestive of tinea corporis over the arm at places.
[1l-defined plaque was observed over the ear (e). Phlycten
regressed with treatment (f)
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CORRESPONDENCE

F1G6 2 (a—c). Histopathology pictures suggestive of lichen scro-
fulosorum. A biopsy from skin lesions demonstrated keratotic
plugging of the stratified squamous epithelial lining of the skin
(a [bold arrow; H and E, x10], b) along with granuloma in the
dermis with giant cells (a—c [thin arrow]; (b: H and E, x40) and
lymphocytes in the superficial dermis (c: H and E, x100)

(terbinafine) ointment was prescribed. The redness in his left eye just
next to the temporal limbus was diagnosed as PC (Figs la and c).
Topical fluorometholone and tobramycin eye drops were instilled
three times a day. After 2 weeks of treatment, the skin lesions had
started to heal, and the phlycten had regressed (Fig. 1f).

The annual incidence of TB in children is 0.26 million resulting in
8.9% of cumulative incidence.* Cutaneous TB accounts for 0.9% of
patients presenting to dermatology clinics.® Children contribute to
31.7%-53.9% of skin TB, and clinical presentation resembles that
seen in adults.” Manifestations of TB are due to direct infection with
the bacteria or as a result of immunological response to its antigens,
which can present as PKC, interstitial keratitis and retinal vasculitis,
and may involve any ocular structure and surrounding adnexae.®’
Children present commonly with PKC; however, it is sparsely
reported in the literature.® About 1.5% of the 10% cases of
extrapulmonary TB cases have dermatological involvement.!
Although histopathological features are characteristic of LS, polymerase
chain reaction and culture for the bacilli are usually negative.
Extrapulmonary TB does notshow the characteristic clinical symptoms
and imaging features, and may commonly be misdiagnosed, and hence,
the initiation of treatment may be delayed. Epithelioid cell granulomas
with caseous necrosis are the hallmark features of disseminated and
extrapulmonary TB; however, AFB is rarely observed in these. This
patient possibly had disseminated extrapulmonary TB and his response
to ATT was obvious. In all children presenting with cutaneous TB,
a comprehensive evaluation should be performed for underlying
involvement of the eyes, LN, lungs, gastrointestinal, nervous and
musculoskeletal system.!' Relaunch of the revised national TB control
program has provided better control and management of pulmonary
and extrapulmonary TB in India, more importantly the escalation of
the cost-effective, directly observed treatment, short course.”
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