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Case Report

Sweet syndrome associated with

mycobacterium tuberculosis
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Abstract: Mycobacterium tuberculosis can induce cutaneous reactions such as erythema nodosum and erythe-
ma induratum. However, tuberculosis associated with Sweet’s syndrome is extremely rare. Here we presented a
58-year-old tuberculosis meningitis patient with Sweet’s syndrome.
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Introduction

Sweet’s syndrome (SS) was named after Dr.
Robert Douglas Sweet from Plymouth, England,
who first described this condition in 1964 [1]. It
is characterized by fever, cutaneous erythema-
tous plaques, diffuse mature neutrophil infiltra-
tion in the upper dermis. Sweet’s syndrome is
identified as a reactive phenomenon to various
factors and it should be considered a skin man-
ifestation of systemic disease. Drugs, infec-
tions, malignancy and autoimmune disease are
the often mentioned reasons for it. Sweet’s
syndrome has been reported following infec-
tions of the upper respiratory tract infection
(e.g. viral, streptococcal) [2, 3] and the gastro-
intestinal tract infection (e.g. Yersinosis) [4].
But mycobacterium tuberculosis associated
cases is extremely rare. We presented a
58-year-old tuberculosis meningitis patient
with Sweet’s syndrome. To our knowledge, this
is the first report about tuberculosis meningitis
associated Sweet’s syndrome.

Case report

A 58-year-old male patient was admitted to our
hospital with complains of a high-grade contin-
uous fever (up to 38.8°C) for 15 days. His fever
accompanied with the development of multiple
reddish elevated skin lesions (Figure 1A-C).
Half a month ago, the patient developed red
papules on his twists. The lesions enlarged

quickly to form non-pruritic, painful plaques
with blisters, blood blisters on the surface. The
lesions developed to the back of his hands
quickly. They progressed and presented with
rupture, exudate and crusting.

Two months ago, the patient was diagnosed as
tuberculous meningitis. He had received a regi-
men of four anti-tubercular drugs (isoniazid,
rifampicin, pyrazinamide and ethambutol). His
previous medical history included nephrotic
syndrome, recurrent laryngeal nerve and chron-
ic atrophic gastritis. He had been given methyl-
prednisolone 20 mg/d for his optic neuritis.

Laboratory investigations revealed hemoglobin
9.9 g/dI, total leukocyte count 16.1x10°%/L (nor-
mal 4.0~11.0x10°/L), with 71.5% polymorpho-
nuclear leucocytes, platelet count 434x10°/L,
erythrocyte sedimentation rate 102 mm in the
first hour and C-reactive protein 63.3 mg/L.
Biochemical examinations including blood
sugar, renal profile and liver function test were
within normal limits. Tumor marker, ultrasonic
test and chest computed tomography scan
were within normal limits. Secretion cultivation
was negative. We took a biopsy from a lesion of
the right hand showed dermal papillae and sub-
epidermal fissure, dense upper dermal infiltra-
tion with neutrophils. The histopathological fig-
ures suggest a diagnosis of Sweet’s syndrome
(Figure 2A-C).
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The patient continued his anti-tuberculosis
therapy strategy. We added the dose of methyl-
prednisolone to 28 mg daily for her skin lesions
and optic neuritis. After five days of treatment,
the patient’s fever returned to normal and skin
lesions improved rapidly. The methylpredniso-
lone was tapered to 20 mg. The patient was fol-
lowed up after 3 months, the lesions resolved
completely (Figure 3).

Discussion

Sweet’s syndrome is identified as a reactive
phenomenon. Sweet’s syndrome can be classi-
fied based upon the clinical setting: infection
associated Sweet’'s syndrome, malignancy
associated Sweet’s syndrome, drug-induced
Sweet’s syndrome, autoimmune disease asso-
ciated Sweet’'s syndrome and others [5]. The
often mentioned reason for infection associat-
ed Sweet’s syndrome is the upper respiratory
tract infection (e.g. viral streptococcal) and the
gastrointestinal tract infection (e.g. yersinosis).
Recently, mycobacterium tuberculosis associ-
ated Sweet’s syndrome have been reported.
Such as mycobacterium cervical lymphadenitis
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Figure 1. A-C. There are red plaques with blis-
ters, blood blisters, rupture, exudate and crust-
ing on the surface.

associated Sweet’s syndrome [6, 7] and pulmo-
nary tuberculosis associated Sweet’s syndrome
[8]. So mycobacterium tuberculosis infection
cannot be ignored as the reason of infection
associated Sweet’s syndrome. In our case, we
did not find any evidence of malignancy and
autoimmune disease. Before and after the
onset of Sweet’s syndrome, common medica-
tions reported to cause Sweet’s syndrome were
not taken. But it is notable that the patient was
diagnosed as tuberculous meningitis two
months ago. And clinic features and laboratory
results did not prompt other infection. So myco-
bacterium tuberculosis infection is the most
suspect reason for this case. Our patient’s
lesions were controlled with methylprednison-
lone without interruption of anti-tubercular
drugs. Sweet’s syndrome is cure in some anec-
dotal case reports with conventional anti-
inflammatory and/or immunosuppressive ther-
apy without interruption of anti-tubercular
drugs strongly goes against this hypothesis of
anti-tubercular drugs induced Sweet's syn-
drome [8, 9]. So the anti-tubercular drugs were
not the routine reason of Sweet’s syndrome.
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Figure 2. A. Dermal papillae fissure, subepidermal
fissure and dense upper dermal infiltration with
neutrophils (HEx40). B. HEx200. C. HEx400

sum, and erythema induratum. But the associ-
ation of Sweet’s syndrome with tuberculosis is
extremely rare, only few cases have been
described in literature [6-8, 10]. We presented
an a tuberculosis meningitis patient with
Sweet’s syndrome. In clinic work, we should be
on high alert for the Mycobacterium tuberculo-
sis infection is the reason of Sweet's syn-
drome.
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