
2007 18 217-222

813 553

48

( Cellulitis )

( Tuberculosis verrucosa cutis )

( opportunistic infection ) 1

( tuberculosis verrucosa cutis ) 

( Mycobacterium tuberculosis ) 

R e n e

Laennec 1826 ( pros-

ector's wart ) 2

3-5

3-6



48

120 76 mm Hg 80 min 20

min

20 x

8 

( )

8 1 4 0 L

( 4000-10000 ) 147 mg

218

( )
( ) ( H&E x 40 )

Langhans ( )
( H&E x 100 )

acid-fast stain
( )



dL ( 70-110 ) X

20%KOH

8

cephazolin 1.0 gm

( hyperkerato-

sis ) ( acanthosis ) ( )

( granulomatous inflam-

m a t i o n  )

Langhans ( Langhans giant cell ) ( )

acid-fast stain

( )

isoniazid 300mg rifampin 600mg ethambu-

tol 800mg pyrazinamide 1250mg

pyrazinamide

isoniazid 300mg rifampin 600mg ethambutol

800mg

1

( predisposing factors ) 

( dermatophyte ) 

groupA

7,8

( M. tuberculosis )

( M. bovis ) BCG

4

( tuber-

culosis chancre ) ( orificial ulcers )

( lupus vulgaris ) ( scrofuloder-

ma ) ( tuberculosis gumma )

( miliary tuberculosis ) 3-5

( CDC ) 1963

1987

7% 18%

1.5%

0.27%9

( inoculation ) 

3-5

( recognize ) 

6

4

10

1983 1992 10 26

0.07% 8

30.8% ( lu-

pus vulgaris 42.3% scrofuloderma 26.9% )11

219



(  c o m m o n

wart )

4

12,13

BCG 14

Langhans

acid-fast stain
3 - 5

5

nontu-

berculous mycobacteria ( NTM ) NTM

( panniculitis )

NTM
3,4,15

M. marinum M. Kansasii

NTM

NTM

3,4,15

M. marinum M. Kansasii

M. marinum

M .  m a r i n u m

90%

sporotrichosis ( sporotrichoid

spread )

cotrimoxazole minocy-

c l i n e M .

Kansas i i

9 0 %

2.5% M. marinum
3,4,15 NTM

18 15

( chromomycosis )

sclerotic body ( verru-

cous tertiary syphilis )

( plasma cell ) 
3

acid-fast stain

3

220



isoniazid 300 mg rifampin 600mg ethambu-

tol 15mg kg pyrazinamide 25mg kg

pyrazinamide
16

17

1.Swartz MN. Clinical practice. Cellulitis. N Engl J Med 2004;

350: 904-12.

2.Marmelzat WL. Laennec and the prosector's wart. Arch

Dermatol 1962; 86: 74-6.

3.Grayson W, Calonje JE, McKee PH. Infectious diseases of the

skin. In: McKee PH, Calonje JE, Granter SR, eds. Pathology of

the skin with clinical correlations. 3rd ed. London: Mosby Ltd.

2005; 838-992. 

4.Tappeiner G, Wolff K. Tuberculosis and other mycobacterial in-

fections. In: Freeberg IM, Eisen AZ, Wolff K, Austen KF,

Goldsmith LA, Katz SI, eds. Fitzpatrick's Dermatology in

General Medicine. 6th ed. New York: McGraw-Hill. 2003;

1933-50. 

5.Barbagallo J, Tager P, Ingleton R, Hirsch RJ, Weinberg JM.

Cutaneous tuberculosis: diagnosis and treatment. Am J Clin

Dermatol 2002; 3: 319-28.

6.Macgregor RR. Cutaneous tuberculosis. Clin Dermatol  1995;

13: 245-55.

7.Cox NH. Management of lower leg cellulitis. Clin Med 2002; 2:

23-7.

8.Dupuy A, Benchikhi H, Roujeau J-C, et al. Risk factors for

erysipelas of the leg (cellulitis): case-control study. Br Med J

1999; 318: 1591-4.

9.Bloch AB, Rieder HL, Kelly GD, et al. The epidemiology of tu-

berculosis in the United States. Implications for diagnosis and

treatment. Clin Chest Med 1989; 10:297-313.

10. 1985; 3: 35-

40

11.Chong LY, Lo KK. Cutaneous tuberculosis in Hong Kong: a 10-

year retrospective study. Int J Dermatol 1995; 34: 26-9.

12.Gruber PC, Whittam LR, du Vivier A. Tuberculosis verrucosa

cutis on the sole of the foot. Clin Experi Dermatol 2002; 27:

188-91.

13.Masellis P, Gasparini G, Caputo R, Alessi E.Tuberculosis ver-

rucosa cutis which remained undiagnosed for forty-three years.

Dermatol 1995; 191: 145-8.

14.Kumar B, Muralidhar S. Cutaneous tuberculosis: a twenty-year

prospective study. Int J Tuber Lung Dis 1999; 3: 494-500.

15.Weitzul S, Eichhorn PJ, Pandya AG. Nontuberculous mycobac-

terial infections of the skin. Dermatol Clin 2000; 18: 359-77.

16.Bass JB Jr, Farer LS, Hopewell PC, et al. Treatment of tubercu-

losis and tuberculosis infection in adults and children. American

Thoracic Society and The Centers for Disease Control and

Prevention. Am J Resp Crit Care Med 1994; 149: 1359-74.

17.Cox NH, Colver GB, Paterson WD. Management and morbidi-

ty of cellulitis of the leg. J R Soc Med 1998; 91: 634-7.

221



222

Recurrent Cellulitis of Lower Limb Secondary

to Tuberculosis Verrucosa Cutis

of the Sole of Left Foot --- A Case Report

Tzu-Chiang Lin, Han-Chieh Lee, and Nai-Ren Chang1

Cellulitis of lower extremities is frequently encountered and results from a breach of the skin and inocula-

tion of opportunistic bacteria. We report a case of recurrent cellulitis of left lower limb in a 48-year-old man, com-

plicated from the left foot lesion. The plantar aspect showed a diffuse verrucous surface with numerous fissures

and serous discharge. The cellulitis subsided after administration of first line antibiotic. Histopathological exami-

nation of left sole revealed marked hyperkeratosis, irregular acanthosis of the epidermis and a granulomatous

inflammation with Langhans ginat cells over upper dermis. Scanty acid-fast bacilli were found by acid-fast stain.

After two week treatment with anti-TB drugs, warty surface improved remarkably and healed two months later.

The history, clinical presentations, histopathological characteristics, the good response to anti-TB drugs and li-

terature review were all suggest the diagnosis of tuberculosis verrucosa cutis. Neither cellulitis nor tuberculosis

verrucosa cutis relapsed during the follow-up of 3 years.  ( J Intern Med Taiwan 2007; 18: 217-222 )
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