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 ABSTRACT:  

Mycobacterium tuberculosis is an aerobic organism causing a disease commonly called tuberculosis 
(TB). Skin involvement is rare especially in association with pulmonary TB. It involves skin in a 
number of ways. Most of the time they are confused with systemic disease causing involvement of 
both pulmonary and extra pulmonary organs. Diagnosing such cases are challenging and in almost 
all cases histological confirmation is necessary. We are presenting a case with erythematous 
nodular skin lesion on nose, cheeks and on her back near scapular area along with chest 
involvement.  
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INTRODUCTION:  

Tuberculosis is an infectious disease that is 
caused by a bacterium called mycobacterium 
tuberculosis

1
. It commonly involves pulmonary 

system but extra pulmonary involvement is not 
rare. Skin involvement is rare accounting for 1-
2%,

2
 and occur in the form of lupus vulgaris, 

scrofuoderma, tuberculous chancre
3
 etc. 

simultaneous presentation of pulmonary and 
cutaneous tuberculosis is rare. Tissue 
diagnosis can be difficult as microscopy and 
culture are usually negative.  

 

 
CASE REPORT:  

This case is reported with in-written consent 
from patient. A 55 years old lady from Chitral 
presented to our clinic with exertional 
dyspnea, chest pain and skin lesion on face 

 
and trunk. Dyspnea was notable during 
exertion and chest pain was diffuse and 
centrally located. She was also complaining of 
non-productive cough usually at night. There 
was no fever but mild weight loss. She is 
hypertensive and is using amlodipine for BP 
control. Skin lesions were prominent on nose, 
cheek and trunk. They were erythematous 
nodular in appearance as shown in Figure 1. 

Figure 1: Erythematous Nodular Skin Lesion 

 

 

 
Examination of the chest was notable for 
diffuse rhonchi and crepitation. There was no 
lymphadenopathy, clubbing, and edema. Skin 
lesions were non-tender and there was no 
evidence of infection in it. She was 
maintaining saturation. Chest X-ray was 
performed that showed bilateral infiltrates 
predominantly in the upper and lower zones. 
Bilateral hila were prominent suggestive of 
lymphadenopathy. Spirometry was performed 
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that showed restrictive lung disease pattern 
(Figure 2). HRCT was performed that showed 
bilateral hilar lymphadenopathy, parenchymal 
infiltrates in the Broncho vascular pattern 
(Figure 3). Other blood investigations were 
normal except serum calcium in upper normal 
limit.  

Biopsy was taken from trunk lesion and sent 
for histopathology. Histopathology report 
(Figure 4) showed chronic granulomatous 
inflammation with no caseation. Granuloma 
consisted of epithelioid histiocytes and 
scattered multinucleated giant cells. Focally 
lymphocytes were seen in the center with 
neutrophils and peripheral rim of lymphocytes 

was present in many granulomas. ZN stain 
was negative for mycobacteria.  

 

 
Figure 2: Spirometry 

 
Figure 3: HRCT of the Patient 

Diagnosis was not yet confirmed. Patient was 
started on inhalers and Panadol as needed 
and was encouraged to collect sputum for 
sputum AFB and gene Xpert but she failed to 
produce any sputum. Skin lesion biopsy was 
planned after discussing with dermatologist. 

Figure 4: Histopathology Report of Biopsy 

We were of the opinion to treat her as case of 
sarcoidosis but patient was again 
demonstrated with dermatology department. 
They advised to give trial of anti-tuberculous 
therapy (ATT) and see the result. Contrary to 
our expectations the patient responded well 
with disappearance of skin lesions, 
improvement in shortness of breath, chest 
pain and she gained weight of 5 kg after taking 
ATT for two months. She completed the 
course of ATT and now she has no complaint 
except mild Shortness of breath that is 
attributed to her past episodes of intermittent 
asthma (that was revealed later on inquiring 
for any chest problem in the past).  

 

DISCUSSION:  

Tuberculosis is a chronic disease caused by 
aerobic bacteria known as mycobacterium 
tuberculosis

1
. It commonly involves pulmonary 

system but extra-pulmonary manifestations 
are common. Cutaneous manifestation can be 
confused with other diseases with skin 
involvement. Diagnosing skin tuberculosis is 
very difficult because of its varying 
presentation and a wide range of differentials. 
Also the diagnosis itself is rare, as it is 
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reported in less than 1-2% of tuberculosis 
infections

4
. The way the patient present the 

symptoms are important in reaching a specific 
 diagnosis. Cutaneous TB presents with a 

varie  t y     o  f   clinical manifestations like papules, 
chro n  i c     ulcers, verrucous plaques and nodules. 
It can  either be caused by hematogenous 

dissemination or from local inoculation into the 
skin

5
. Specific cutaneous manifestations (e.g. 

lupus vulgaris, scrofuloderma, Tuberculosis 
cutis orificialis etc.) of M.tuberculosis depend 
upon many factors such as age, gender and 
general health status. Tuberculoid granuloma 
with variable amount of caseation is 
characteristics finding

6
. Other tests used for 

diagnosis are smear microscopy and culture.  

In our patient the main differential was 
sarcoidosis. Sarcoidosis although 
predominantly involve pulmonary system, 
extra pulmonary manifestations are not rare 
and account for 25% of sarcoidosis

7
. 

Pulmonary manifestations include cough, 
shortness of breath and chest pain. 
Cutaneous sarcoidosis do present like lupus 
pernio, erythema nodosum, erythema 
multiform, skin pigmentation

8
 etc. Cutaneous 

sarcoidosis needs confirmation of non-
caseation granuloma by histopathology of skin 
biopsy. Our patient histopathology produces 
further confusion by demonstrating non-
caseating granuloma. One thing that favored 
TB was peripheral rim of lymphocytes around 
granuloma. In sarcoidosis sparse lymphocytic 
infiltrates surrounding granuloma has led to 
the term “Naked Granuloma”. Other 
differentials are deep fungal infection, 
nocardiosis, syphilis, and leishmaniasis

9
.  

Similar case report of cutaneous tuberculosis 
was presented by Brown et al.

10 
with similar 

lesion on wrist and biopsy was done that 
showed typical features of granuloma and the 
patient was treated with anti-tuberculous 
therapy. Similarly Sapmaz et al.

11 
presented a 

case of sternal tuberculosis diagnosed by 
histopathology of the lesion and successfully 
treated with anti-TB therapy although the 
duration of treatment was longer. 

 

The duration of treatment for cutaneous 
tuberculosis is 6 months just like pulmonary 
TB. This multi-drug regimen includes two 
months of rifampicin, isoniazid, pyrazinamide 
and ethambutol followed by four months of 

isoniazid and rifampicin
12

. Our patient 
responded well to anti-TB therapy and 

completed the course successfully. Surgical 
excision is rarely needed in the treatment of 
cutaneous TB.  

CONCLUSION:  

This was a difficult case to diagnose because 
of its presentation like many other disease 
with cutaneous manifestations especially 
sarcoidosis and misdiagnosis could have 
devastating results. Skin lesions if present 
must be biopsied to confirm the diagnosis 
irrespective of disease presentations.  
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