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INTRODUCTION�
About 10.6 million people were estimated 

to have tuberculosis (TB) infection in 2021. The 
TB incidence rate (new cases per 100 000 pop-
ulation per year) increased by 3.6% between 
2020 and 2021. The burden of drug-resistant 
TB (DR-TB) is estimated to be 450 000 new cas-
es of rifampicin-resistant TB (RR -TB) in 2021. 
Globally, the success rate for people treated for 
TB in 2020 was 86%.[1]

Extrapulmonary tuberculosis constitutes 
about 20%- 40% of all tuberculosis cases,  and 
around 1% of them are cutaneous. Despite pre-
vention programs, tuberculosis is still endemic 
in developing countries.[2] It can also arise af-
ter endogenous or exogenous inoculation or 
as a complication of Bacillus Calmette–Guérin 
(BCG) vaccination.[3]

Bacillus Calmette-Guérin (BCG) is derived 
from an attenuated strain of Mycobacterium 
bovis and is employed beneficially as a rela-
tively safe vaccination in countries where the 
prevalence of tuberculosis is high. However, 
BCG vaccination may produce complications, 
including lupus vulgaris. A similar phenomenon 

has been described after immunotherapy with 
BCG vaccination. Re-infection (secondary) in-
oculation, cutaneous tuberculosis may also oc-
cur due to BCG vaccination, producing either 
lupus vulgaris or tuberculosis varicose cutis, 
probably depending upon the patient’s degree 
of cell-mediated immunity.[4]

Cutaneous tuberculosis has various clinical 
manifestations, including lupus vulgaris, scrofu-
loderma, TB verrucosa cutis, orificial TB, tuber-
culous gumma, tuberculous chancre, and acute 
cutaneous miliary TB.[5]

 Cutaneous tuberculosis can also be classi-
fied into two broad categories depending on the 
load of the pathogens on the skin. The multibac-
illary forms, when the bacilli are easily detected 
in cutaneous tissue. These include tuberculous 
chancre, scrofuloderma, orificial tuberculosis, 
acute miliary tuberculosis, and tuberculous 
gumma. And the paucibacillary forms, when 
they are sparse in the lesions. These include TB 
verrucosa cutis, tuberculoid, and lupus vulgaris.
[6]

Diagnosis of cutaneous tuberculosis is com-
plicated and requires a full work-up, including a 
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detailed history and physical examination, care-
ful consideration of clinical presentation, skin 
biopsy with histological analysis, and special 
staining methods for identification of acid-fast 
bacilli (AFB), in addition to other diagnostic 
tests, such as chest X-ray and sputum culture 
for diagnosis of associated pulmonary TB.[7]

Lupus vulgaris (LV) is often misdiagnosed 
because of its heterogeneous clinical mani-
festations in atypical disease sites. Moreover, 
the fact that LV is a pauci bacillary form of cu-
taneous TB often prevents successful culture 
testing. The disease predominantly affects in-
dividuals who have built up a moderate-to-high 
degree of immunity against tuberculosis.[8] 

There is a diversity of morphological forms and 
unusual clinical presentation with involvement 
of the face, nose, conjunctiva, and buttocks. 
Lupus vulgaris is the most common form of cu-
taneous TB, characterized by slowly enlarging 
plaque with a slightly elevated border, central 
atrophy, and “apple jelly” crusting.[9] Lupus vul-
garis spreads through the blood or lymphatic 
system from an internal focus or, more rarely, 
infects exogenously by direct inoculation in a 
susceptible patient.[10]

CASE PRESENTATION�

A 43-year-old housewive woman was re-
ferred from the dermatology department in 
Baghdad Teaching Hospital to National Tuber-
culosis Institute in Baghdad in January 2023 as 
a case of tuberculosis vulgaris

The condition started as a slowly growing 

lesion, over weeks, below the left ear lobe. The 
lesion was not discharging, painless, with red 
discolouration. The patient reported a history 
of fever, loss of appetite and significant weight 
loss. The patient was not a cigarette smoker, 
had no significant medical illnesses, and had 
no history of trauma to the ear lobe, including 
an ear piercing. She reported no history of pul-
monary tuberculosis and exposure to a patient 
with TB in the family.

The systematic examination was not reveal-
ing, but local examination showed a soft yel-
low-to-purple papule, forming an infiltrative er-
ythematous plaque with a sharp margin below 
the patient’s right ear lobe, see figure 1A. The 
lesion was not tender for palpation, and no cer-
vical lymph node enlargement was detected.

At first, the patient consulted a general sur-
geon, who prescribed a ceftriaxone injection 
of 1 g daily for a month without a significant 
clinical response; on the contrary, the mass 
had enlarged. The patient was seen by a der-
matologist who took a biopsy for histopatho-
logical examination. The biopsy showed non-
caseating granulomatous tissue reaction with 
scattered Langhans giant cells. Ziehl-Neelsen 
staining was negative; however, the genxpert 
test for Mycobacterium tuberculosis complex 
was positive. Other baseline investigations like 
complete blood counts, renal function, and liv-
er function tests  were within normal. The test 
for HIV, chest X-ray, and sputum for AFB were 
negative. 

We started the standard TB therapy; isoni-
azid 300 mg, rifampicin 600 mg, pyrazinamide 

Tuberculosis vulgaris 

Figure 1 |  A: Soft, yellowish-to-purple papules forming an infiltrative erythematous plaque with sharp margins below the pa-
tient’s right earlobe.  B: The lesion two months after tretament. C:  Healing with some atrophic scarring after end of therapy.
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1600 mg, and ethambutol 1100 mg daily. After 
two months, the lesion responded to the treat-
ment, figure 1B. We continued isoniazid 300 
mg and rifampicin 600 mg once daily for four 
months to complete the course of the treat-
ment. After the end of the course of the anti-TB 
treatment, the lesion showed a satisfactory re-
sponse, leaving some atrophic scarring, as seen 
in figure 1C.

DISCUSSION�

TB is a curable and preventable disease. 
About 85% of people with TB can be success-
fully treated with antituberculous drugs for six 
months, while 1–6 months can be used to treat 
TB infection (latent). From the mid-twentieth 
century onwards, the disease was resurgent, 
with the main causes being the increased inci-
dence of HIV-positive patients, the emergence 
of multidrug-resistant tuberculosis and the 
growing number of patients receiving immuno-
suppressive treatments.[11]

Cutaneous tuberculosis is a rare extrapul-
monary tuberculosis primarily occurring in de-
veloping countries. The recent increase in the 
incidence of tuberculosis, especially due to hu-
man immunodeficiency virus (HIV) infections, 
has also led to a resurgence of extrapulmonary 
forms of this disease.[12] The occurrence of ul-
cerative skin TB is believed to be caused by 
the hematogenous spread of a preexisting TB 
infection in another organ or tissue. Mycobac-
teria are released into the blood and lymph cir-
culation. Infection occurs when the immunity 
of the patient is decreased (or) M. tuberculosis 
is directly implanted into the mucosa, further 
forming an ulcer when further infected with 
enteric bacteria.[13] All age groups are equally 
affected, and the male-to-female ratio for true 
Cutaneous TB was 1.86:1.[14,15]

LV is a slowly progressing disease affecting 
patients previously infected by M. tuberculosis 
with moderate or high immunity against the 
bacterium,[16] and the predilection sites for LV 
are the face, neck, lower arms, chest, trunk, and 
leg.[17] This explains the slowly progressing of 
our young patient’s symptoms throw the two 

months, which began with a slow-growing le-
sion below the left ear lobe 

lupus vulgaris has five major clinical vari-
ations, including plaque, hypertrophic or veg-
etation, tumour-like, papular or nodular, and 
ulcerative types.[18] Our patient had soft, yel-
lowish-to-purple papules with sharp margins 
on the patient’s left ear lobe. Clinical features, 
especially on the face, may lead to confusion 
as lesions may look like cutaneous leishmania-
sis, sporotrichosis, or chromoblastomycosis.[19] 
Our patient was misdiagnosed as having a sim-
ple skin infection and received antibiotics for 
one month ineffectively. 

The diagnosis of skin TB mainly depends 
on the followings: clinical manifestations, skin 
PPD test, smearing and culture of M. tubercu-
losis, histopathological biopsy, history of TB 
in other systems or organs, and PCR method. 
Histopathological biopsy remains to be the 
gold standard for diagnosing TB. However, the 
examination period was relatively long, which 
limited its clinical application.[20] The compre-
hensive application of the PCR technique helps 
diagnose skin TB with higher efficiency; higher 
diagnostic sensitivity, and specificity than other 
traditional acid-fast staining smear tests. Rapid 
and accurate diagnosis of skin TB can be made 
by PCR utilizing chip diagnostic technology.[21] 

In our patient, histopathology showed non-ca-
seating granulomas with scattered Langhans gi-
ant cells. Although the Ziehl-Neelsen stain was 
negative, the genxpert test for Mycobacterium 
tuberculosis complex was positive, confirming 
the diagnosis.    

We made a chest X-ray for our patient be-
fore the therapy to exclude active pulmonary 
involvement, [22] which was normal. 

Four anti-TB drugs regimen is the standard 
treatment for lupus vulgaris but patients still 
have scars once the treatment is completed. A 
positive outcome observed on TB treatment is 
sometimes the only argument supporting lupus 
vulgaris diagnosis.[23]

 An empirical trial of triple anti-tuberculosis 
therapy, isoniazid, rifampicin, and pyrazinamide, 
may be considered in difficult cases. A clinical 
response would be expected within 4-6 weeks.

Hiba Adnan Hammed, Mohammad Yahya Abdulrazaq, Abbas Farhood Hussein             
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[24] Standard TB therapy (isoniazid 300 mg, ri-
fampicin 600 mg, pyrazinamide 1600 mg, and 
ethambutol 1100 mg daily) was immediately 
initiated. The lesion responded nicely after two 
months of the treatment as showed in  figure 1B. 
Then she was kept on isoniazid 300mg and ri-
fampicin 600mg once daily for four months to 
complete the course of the treatment. After 6 
months of anti-TB therapy, the clinical response 
was satisfactory, but with some atrophic scar-
ring remains, figure 1C.

CONCLUSION�

TB should be suspected for non-healing ul-
cers and kept in mind and a full course of an-
ti-TB regimen is mandatory, it is important for 
clinicians to recognize the many clinical vari-
ants of cutaneous TB to prevent missed or de-
layed diagnoses.
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