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Case Report

Non-tuberculoid Erythema Induratum in a 90-year-old
Caucasian Female
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Introduction

Current literature does not detail and systemic manifestations
of GCA confined to the lower extremities, however, we find it
interesting that our 90-year-old patient with diagnosed EI also
has a documented history of temporal arteritis controlled with
corticosteroid treatment.

Mycobacterium tuberculosis is a highly virulent bacterial
species within the Mycobacteriaceae family. It is the
pathogen responsible for pulmonary tuberculosis and its
many extrapulmonary manifestations. Cutaneous expression
of the disease occurs in about 1-2% of cases [1-3]. Erythema
Induratum of Bazin (EIB) is an extrapulmonary, cutaneous
manifestation of the disease, presenting with tender,
violaceous nodules, predominantly on the lower extremities
in those with underlying pulmonary tuberculoid infection [4,
5]. Gilchrist et al describes the evolution of terminology for
erythema induratum (EI) and its association with tuberculoid,
Erythema induratum of Bazin (EIB), and non-tuberculoid
infections. Stating that current literature uses the terms nodular
vasculitis and erythema induratum interchangeably [6]. Some
suggest the pathophysiology of this inflammatory process to
be the result of a type III-hypersensitivity reaction of immune
complex deposition [7], or a type IV hypersensitivity reaction
against antigens of tuberculoid or non-tuberculoid origin [8].
Regardless of etiology, EI presents as tender lesions often
involving the lower extremities with nodules progressing
to focal ulcerations in a matter of days to weeks. Current
literature is in disagreement over whether or not the presence
of vasculitis must be a qualification for the diagnosis of
erythema induratum [9]. Nonetheless, histopathology often
shows a lobular panniculitis of predominate neutrophilic
infiltration with variation in the dominant vessel involved [10,
11]. Patients presenting with suspected EI are evaluated for
underlying tuberculosis infection. However, as evidenced by
current literature [12-14], cases of patients with diagnosed
EI without underlying tuberculosis infection have been
reported, thought to be the result of other infectious or noninfectious etiologies. We report a case of a 90-year-old female
presenting with suspected EI without underlying tuberculosis.
An interesting aspect of our case report is our patient’s
history of temporal arteritis. Temporal arteritis or Giant Cell
Arteritis (GCA) is the most common vasculitis in the western
world in adults over 50-years-old [15]. It is an autoimmune
inflammation of blood vessels, commonly involving the
temporal artery. Quick identification of the disease is necessary
to avoid possible vision loss and other complications [16].
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Case Report
A 90-year-old, Caucasian female presented to clinic with sores
on her right distal leg for the past 5 months with mild swelling.
The patient had taken a ten-day course of Bactrim prescribed
by her primary care physician and topical Neosporin which
resulted in minimal improvement. Upon initial exam, five
tender subcutaneous nodules, two of which had developed
central ulcerations, were found on her right lower extremity
(Figure 1 and Figure 2). Subsequent chest x-ray and laboratory

Figure 1: Right lower extremity showing tender, erythematous
subcutaneous nodules with central ulcerations.
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Figure 3: 25x magnification of biopsy taken from patients right
distal leg showing involvement of the subcutis and lymphohistocytic
infiltration.

Figure 2: Right distal medial leg demonstrating subcutaneous
nodule with central ulceration.

panels were obtained including QuantiFERON Gold testing.
Chest X-ray revealed left basilar airspace disease but no
concerns for active or latent tuberculosis infection and a
negative QuantiFERON test. Cultures of right leg ulcerations
were negative for acid-fast bacilli. Two 4-mm punch biopsies
were taken from the patient’s right distal medial leg; one at
initial presentation with repeat biopsy 3 weeks later. Biopsy
results were sent for pathological examination and results
were consistent, revealing a large zone of necrosis involving
most of the subcutis and a dense dermal lymphohistiocytic
infiltrate and foci of vasculitis (Figures 3, 4 and 5). Erythema
induraturm was the favored diagnosis given the patients
clinical appearance and five-month duration of symptomatic
nodules. The patient was started on prednisone 7.5 mg daily
at the initial clinic visit. At the second clinic visit three weeks
later, the patient received 2cc intralesional Kenalog 2.5 mg/
cc injections into each of the five lesions and started on
prednisone 40 mg to be taken daily with breakfast. At followup one week later, the patient reported less pain and physical
examination revealed less swelling of the right distal leg with
well healing biopsy sites and 2 more subcutaneous nodules
that have ulcerated to the surface. The patient was instructed
to reduce prednisone to 20 mg daily for two weeks, then 10 mg
daily for another two weeks. Routine cleaning and Vaseline
were used on ulcerated lesions.

Figure 4: 200x magnification of biopsy taken from right distal
leg displaying necrosis of adipose cells and lymphohistiocytic
infiltration.

The patient returned to clinic approximately 2 months after
initial presentation for her fourth clinic visit. Physical
examination was notable for four 0.2 – 2.5 cm clean ulcers and
one 1 cm subcutaneous nodule on the right distal leg. Patient
was instructed to reduce prednisone to 5 mg daily. At patient’s
fifth clinic visit 1 month later, patient reported improved pain
and continued cleaning of ulcers with slow healing. Physical
examination revealed three 1.4 – 2 cm clean ulcers with no
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Figure 5: 400x magnification demonstrating lymphohistiocytic
infiltration with foci of vasculitis.
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induration. At four months after initial presentation, the patient
returned for her fifth clinic visit which she reported continued
cleaning of wounds and noticeable improvement. Physical
examination revealed three 0.9 cm – 1.4 cm clean wounds on
the right distal leg. At the time of this report, the patient is
currently being seen in the clinic with noticeable improvement
in right distal leg wounds with continued wound care consisting
of dressing changes and application of Vaseline.
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Discussion
Erythema induratum is a panniculitis that can be associated
with various underlying pathologies, namely tuberculosis.
Reports have been published of this vasculitis occurring in
non-tuberculoid infected patients, however, literature does
not mandate the presence of vasculitis in order to make the
diagnosis. Our patient had no underlying bacterial infection
explaining the formation of these ulcerative nodules.
Medical history of our patient was notable for temporal
arteritis and rheumatoid arthritis for which she was taking
prednisone 5 mg and methotrexate 2.5, respectively. While
speculative, perhaps a patient with an underlying vasculitis
may be susceptible to the development of other forms of
vascular inflammation, although, at the time of this writing,
literature does not report any cases of erythema induratum
in patients with pre-existing vasculitides such as our patient
with temporal arteritis. Immunosuppressed patients are at
increased risk of acquiring tuberculosis possibly leading
to EIB, however, our patient was not found to have any
evidence of a tuberculoid infection. In our patient, pathology
reports identified large zones of necrotic subcutis with foci
of vasculitis. With the ongoing controversy surrounding
the presence or absence of vasculitis in histopathological
examination, we report this case to demonstrate the uncertain
etiology in which erythema induratum of a non-tuberculoid
infected patient may present.
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