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T. Pérez de la Fuente • E. Sandoval •
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Sir,

With great interest we read the article by Carella et al.

[1] entitled ‘‘Skin ulcer: a long-term complication after

massive liquid silicone oil infiltration.’’ The authors con-

cluded that surgery is the most effective treatment for

complications due to liquid silicone oil infiltration. We

agree that surgical treatment is an option; nevertheless, we

believe that it is challenging and has severe complications.

For this reason, conservative therapies initially should be

considered. On the other hand, we strongly recommend

surgery in cases of infected silicone granulomas, especially

when virulent microbiota is isolated in cultures. Here, we

report our experience with a 48-year-old HIV-positive

transgender who presented with severe silicone gluteus

abscesses infected with Mycobacterium tuberculosis,

which was associated with septic left-knee arthritis

involving bone destruction in the femoral aspect.

Six years before coming to us she had been injected with

6 L of illicit oil silicone for soft-tissue augmentation in the

buttocks. Eight years before she had suffered from medi-

astinal tuberculosis, which had been treated chronically

with rifater and myambutol, and the regimen was followed

erratically by the patient. She affirmed that she regularly

followed her antiretroviral treatment for HIV and blood

tests showed[300 CD4? T cells/lL and undetectable HIV

RNA.

When she first visited our institution, chest X-ray and

sputum cultures for M. tuberculosis were negative. How-

ever, she presented with huge bilateral gluteal silicone

granulomas infected with M. tuberculosis and septic

arthritis in her left knee with severe bone destruction that

produced disabling pain making her unable to walk. The

gluteal abscesses had fistulized along the leg to the knee.

An arthroscopic knee synovectomy was performed and the

tissue obtained was also positive for M. tuberculosis.

To treat the disabling knee pain and the progression of

bone destruction, an open knee joint debridement along

with implantation of a custom-made streptomycin-

impregnated spacer implant, which would allow a future

joint arthroplasty when the infection had relieved, was

planned. Prior to that surgery, it was necessary to remove

from her buttock as much infected tissue as possible to

diminish mycobacterial charge (Figs. 1, 2). All infected

tissue from around both hips was removed and directly

suturing was done in a dermolipectomy manner. Wound

healing was slow due to a seroma that required negative

pressure therapy for 2 months. A skin graft was performed

safely after a satisfactory response.

The incidence of tuberculosis has increased worldwide

in the last few decades due to HIV infection [2]. In these

cases, the natural history of the tuberculosis may differ

from its classical presentation, leading to more frequent

extrapulmonary involvement than in the general population

[3]. Abscesses represent a rare form of extrapulmonary

tuberculosis and they may appear anywhere in the body.

The initial hypothesis is that tuberculosis may be trans-

mitted to muscles via syringes used by people with
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pulmonary tuberculosis, by contaminated needles, or by

contaminated injected material. Nevertheless, recent stud-

ies have proposed that muscle tuberculosis develops as the

result of hematogenous or lymphatic spread of M. tuber-

culosis from a pulmonary focus [4]. There is much docu-

mentation on pathogenic nontuberculous mycobacteria

infections in cosmetic surgery procedures, caused mainly

by Mycobacterium abscessus. In contrast to M. tubercu-

losis, M. abscessus is considered a ‘‘rapid grower’’ because

of its ability to grow in normal culture media within

7 days, and, therefore, it is easier to diagnose than

M. tuberculosis. Once the diagnosis of mycobacteria

infection is made, we believe that treatment should begin

with antimicrobial therapy and surgical debridement of

nonviable tissue. If prosthetic or foreign material is

involved, its removal should be strongly considered. The

medical therapy should be maintained at least for 6 months

[5–8]. Of note, medical antitubercular therapy is not able to

reach soft-tissue abscesses such as silicon collections in the

gluteus. These cases may actively spread pathogen mic-

robiota and should be considered a public health issue.

Illicit use of injectable liquid silicone for soft-tissue

augmentation is not uncommon, especially in the trans-

gender population [9], as this substance acts as an inex-

pensive injectable filler. The scientific literature reports

that industrial silicone used to augment soft tissue may

cause terrible complications, which can be unpredictable

and uncorrectable. Silicone granulomas manifest clinically

as recurrent cellulitis-like reactions with pain, induration,

nodules, and local lymphadenopathy. Systemic complica-

tions manifest clinically as respiratory embolism, infection,

scleroderma, toxic shock syndrome, granulomas, lym-

phadenopathy, neuropathy, rheumatic symptoms, severe

autoimmune and connective tissue disorders, and death

[10–14].

Silicone is a permanent filler and treatment of its side

effects can be challenging. Long-term antibiotics, oral and

intralesional steroids, immunomodulating agents, and sur-

gical excision have been used to treat its complications [11,

15]. When conservative treatments have failed or an

associated infection with virulent microbiota is present,

surgical excision of the silicone can be an option, taking

into account that it is virtually impossible to remove all

injected silicone. Therefore, we recommend surgical

excision to be limited to symptomatic infected silicone

nodules. In the case of bone tuberculosis, surgical excision

remains a challenge. Skeletal involvement constitutes less

than 3 % of tuberculosis cases, and if bone abscess drain-

age is not possible, bone excision must be the option [16].
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