


Case report 

Multifocal Tuberculosis Revealed by Cutaneous Abscesses in an Immunocompetent Patient

[bookmark: _GoBack]Abstract 
Multifocal tuberculosis (MTB) is defined as the involvement of two or more non-contiguous extrapulmonary sites, with or without associated pulmonary TB. It is a rare and severe form, accounting for only 10% of extrapulmonary TB cases. Multifocal TB can affect immunocompetent individuals. Its varied presentation can mislead clinicians, emphasizing the need for a thorough assessment of TB dissemination. This study presents the case of 26-year-old male who had a year-long history of pelvic and spinal pain, without signs of enthesitis or peripheral involvement. Bone biopsy confirmed granulomatous tuberculoid inflammation without necrosis, strongly suggesting multifocal tuberculosis (bone and skin). The patient received anti-tuberculosis treatment with rifampicin, isoniazid, pyrazinamide, and ethambutol for two months, followed by rifampicin and isoniazid alone to complete a 12-month course.



· Introduction :
Tuberculosis (TB) is an infectious disease caused by the bacterium Mycobacterium tuberculosis. It’s estimated that about a quarter of the global population has been infected with the TB bacillus. However, only 5–10% of those infected eventually develop a symptomatic form of the disease, according to a 2024 WHO study (1).
In Morocco, thanks to the national strategic plan, TB incidence and mortality dropped by 19% and 6% respectively between 2000 and 2023 (2). This decline is mainly due to primary prevention via vaccination and early detection and treatment.
Multifocal tuberculosis (MTB) is defined as the involvement of two or more non-contiguous extrapulmonary sites, with or without associated pulmonary TB. It is a rare and severe form, accounting for only 10% of extrapulmonary TB cases. While it is most often seen in immunocompromised individuals, it can also occur in immunocompetent patients. Prompt initiation of anti-tuberculosis therapy is crucial to avoid long-term complications.
Here, we report a case of multifocal tuberculosis in an immunocompetent patient.

· Case presentation :
A 26-year-old male with a history of chronic smoking (3.5 pack-years) and known TB contact one year earlier, presented with a year-long history of pelvic and spinal pain without signs of enthesitis or peripheral involvement. Six months later, he developed multiple skin abscesses that did not respond to antibiotics, along with general health deterioration (marked by weight loss and absence of fever).
On admission, he was afebrile. Clinical examination revealed neck stiffness with tenderness at C5-C6, spinal deformity (scoliosis), positive monopod and tripod signs, and multiple fluctuating, inflamed subcutaneous swellings (total of 4), mainly in the supraclavicular region and on the right elbow and wrist. The largest lesion measured 5 cm; one was ulcerated with jagged edges. No neurological, pulmonary, or lymph node abnormalities were found.
Lab tests showed significant inflammation: CRP 129 mg/L, inflammatory anemia (Hb 10.4 g/dL), thrombocytosis (470,000), high fibrinogen (4.77 g/L), and polyclonal hypergammaglobulinemia (18 g/L). No leukocytosis or lymphopenia was observed. Serologies for HIV, HBV, and HCV were negative. The dihydrorhodamine (DHR) test showed normal neutrophil function. Tumor markers were negative, and no signs of immunodeficiency were detected.
PCR analysis of abscess fluid was positive for Mycobacterium tuberculosis. MRI of the sacroiliac joints revealed bilateral sacral collections with some bone destruction, bilateral sacroiliitis, L5-S1 spondylodiscitis, epidural involvement, and a paravertebral abscess. A full-body CT scan showed additional disco-vertebral lesions from C5 to C7 and bilateral sacroiliac involvement, with extensive paravertebral and epidural collections from C7 to L1. Bone biopsy confirmed granulomatous tuberculoid inflammation without necrosis, strongly suggesting multifocal tuberculosis (bone and skin). The patient began anti-tuberculosis treatment with rifampicin, isoniazid, pyrazinamide, and ethambutol for two months, followed by rifampicin and isoniazid alone to complete a 12-month course. After one month, clinical condition and inflammatory markers (CRP down to 40 mg/L) improved.

· Discussion :
Multifocal tuberculosis is diagnosed when at least two non-contiguous extrapulmonary sites are affected, with or without lung involvement. Though rare, it has been reported in 9–10% of cases in literature (3). Diagnosis can be challenging and delayed, increasing the risk of complications and death.
Mortality ranges from 16% to 25% (4,5,6,7), especially among immunocompromised patients, notably those with HIV. However, immunocompetent individuals can also be affected.
Tuberculous spondylodiscitis is the most common osteoarticular manifestation of TB, mainly involving the thoracic and lumbar spine. Cervical involvement is rare (5% of cases (8,9)). The infection typically spreads via the bloodstream.
Imaging is critical for diagnosis. X-rays may show signs due to the chronic course but are often insufficient for soft tissue and spinal canal assessment. MRI is the gold standard, providing excellent detail on abscesses, epidural spread, and potential spinal cord compression. PET-CT can also be helpful. Imaging guides abscess aspiration or bone biopsy, essential for microbiological and pathological diagnosis.
Key MRI findings (10) include:
· Spondylitis: low T1 signal, high T2 signal with fat suppression, and uniform gadolinium enhancement.
· Paravertebral abscesses: peripheral enhancement on T1 post-contrast (target-like appearance), often “cold” (i.e., no surrounding muscle inflammation), especially when located epidurally, potentially causing neurological compression.
· Anterior epiduritis: similar imaging as spondylitis, usually lifting the posterior longitudinal ligament, forming a “double hump” or sometimes distorting the dural sac into a “star-shaped” configuration.
Bone biopsy histology is vital for diagnosis (allow the diagnosis of tuberculosis to be made, between 60 and 70% positivity  (10,11,12)), showing granulomatous inflammation with epithelioid and giant cells and sometimes central caseous necrosis, highly indicative of TB. It can also rule out pyogenic infections, metastasis, or hematologic malignancy.
Cutaneous and mucosal TB ranks fifth among extrapulmonary sites (13). It may be primary (via direct inoculation) or secondary (due to hematogenous spread, nearby lymphatic or bone involvement, late reactivation, or self-inoculation). Various forms exist: gummatous TB, lupus vulgaris, miliary lupus vulgaris, verrucous TB, and orificial TB.
Our patient had gummatous TB—a form of metastatic tuberculous abscess—which appears as subcutaneous nodules on the limbs and trunk, eventually breaking through the skin to form ulcerated lesions with jagged edges and a granulomatous base (scrofuloderma) (14). These lesions often occur in the parotid, supraclavicular, and lateral neck regions.
Definitive diagnosis relies on identifying Mycobacterium tuberculosis in abscess fluid and histopathological confirmation via skin biopsy.
Treatment involves a 12-month anti-TB regimen. Surgery is rarely needed upfront but may be considered if medical therapy fails after 6–8 weeks.

· Conclusion :
Multifocal TB can affect immunocompetent individuals. Its varied presentation can mislead clinicians, emphasizing the need for a thorough assessment of TB dissemination. Prognosis is generally good, depending on the type of involvement and how early treatment is initiated.
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