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Case Report
• A 58-year-old man presented for evaluation of an enlarging and painful verrucous plaque
on the R lower extremity
• History and clinical course:
•

Underwent an unknown procedure in Mexico on this same leg during childhood

•

Onset since age six

•

Started on right medial thigh, then progressed to involve the right buttock and popliteal
fossae

• Pruritic and with worsening painful, purulent discharge
• Past treatments: topical steroids, oral terbinafine, oral antibiotics
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Case Report
• Past medical history: hypertension
• Medications: amlodipine, famotidine
• Surgical history: unknown procedure on R leg as a child in Mexico,
laparoscopic cholecystectomy 1 year ago
• Social history: grew up in Mexico
• ROS: denies fevers, night sweats, recent weight loss, shortness of
breath, cough
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Differential diagnosis
• Infection
• Atypical mycobacteria

• Tertiary syphilis
• Leprosy

• Cutaneous tuberculosis
• Chromoblastomycosis

• Inflammatory

• Coccidiomycosis

• Sarcoidosis

• Paracoccidiomycosis

• Discoid lupus

• Blastomycosis
• Histoplasmosis
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Pathology: stains
• PAS and GMS stains: negative
for fungal organisms
• AFB stain: negative for
mycobacterial organisms
• Fite stain: negative
mycobacterial organisms

Fite
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Microbiology
• Tissue cultures at 28 days
• Bacteria: negative
• Fungus: negative
• AFB: negative

• Tissue Mycobacteria PCR: positive for M. tuberculosis
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Diagnosis:
Cutaneous tuberculosis
(lupus vulgaris)
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Cutaneous tuberculosis (CTB)
• Infection of skin due to M. tuberculosis, M. bovis, BCG
• CTB accounts for 1-1.5% of extrapulmonary TB cases
• Several classifications of CTB variants based on pathogenesis, clinical
appearance, histopathology, bacillary load
• Most widely used classification based on pathogenesis:
•

Exogenous: tuberculous chancre, TB verrucosa cutis, lupus vulgaris

•

Endogenous: scrofuloderma, miliary TB, lupus vulgaris
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Cutaneous TB presentations: exogenous

Tuberculosis chancre

Tuberculosis verrucosa cutis
Van, et al. Tuberculosis
12

12

6

Cutaneous TB presentations: endogenous

Scrofuloderma
Orificial TB

Miliary TB
Van, et al. Tuberculosis
Sharma, et al. Indian J Med Res
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Lupus vulgaris
• Chronic, progressive form of cutaneous tuberculosis that occurs in
previously sensitized individuals with mod-high immunity
• Transmission can occur by exogenous sources or from hematogenous or
lymphatic spread
• Can also develop after other forms of CTB such as scrofuloderma or

tuberculosis chancre

• Diagnosis is often delayed or missed as the condition is paucibacillary
and smears and cultures are often negative
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Lupus vulgaris clinical presentation
• Most commonly involves the head
and neck (nose, cheeks, earlobes,
oral mucosa)
• Leg and buttocks commonly involved

in tropical countries

• Typical lesion is red-brown plaque
with ”apple-jelly” color on diascopy
with central scarring
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Cutaneous presentations of lupus vulgaris

Vegetative

Ulcerative
Bolognia
Van, et al. Tuberculosis
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Management of cutaneous TB
• Evaluate for extracutaneous involvement
• Treatment similar to systemic TB
•

Initial 2 month intensive phase with isoniazid, rifampin, ethambutol,
pyrazinamide

•

Followed by 4 month course of isoniazid and rifampin

• For lupus vulgaris, malignant transformation to squamous cell carcinoma in
0.5 to 10.5% usually occurring after 25-30 years of untreated disease
• Lupus vulgaris lesions can be complicated by secondary infection and
cause disfigurement
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Patient case: additional workup and treatment
• AFB culture: later resulted positive for pansensitive M. tuberculosis
• Interferon gamma release assay: positive
• CXR negative and sputum AFB smears/PCR negative x3
• Treated with a 6 month course of antibiotics
• Two months: rifampin, isoniazid, pyrazinamide, ethambutol
• Four months: rifampin and isoniazid

18

18

9

Follow up at 3 months

19

19

References
• Van Zyl, L., du Plessis, J., & Viljoen, J. (2015). Cutaneous tuberculosis overview and current
treatment regimens. Tuberculosis, 95(6), 629–638. doi:10.1016/j.tube.2014.12.006
• Sharma SK, Mohan A, Sharma A. Challenges in the diagnosis & treatment of miliary
tuberculosis. Indian J Med Res. 2012;135(5):703-730
• Santos JB, Figueiredo AR, Ferraz CE, Oliveira MH, Silva PG, Medeiros VL. Cutaneous
tuberculosis: epidemiologic, etiopathogenic and clinical aspects - part I. An Bras Dermatol.
2014;89(2):219-228. doi:10.1590/abd1806-4841.20142334
• Bolognia, J., Jorizzo, J. L., & Schaffer, J. V. (2012). Dermatology. Philadelphia: Elsevier
Saunders.
•
20

20

10

Thank you!
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