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Abstract Although cutaneous tuberculosis (TB) is a rare
form of extra-pulmonary TB, lupus vulgaris is the com-
monest variant of cutaneous TB. We present a 14 year
female with non-healing ulcer over the upper lip extending
and destroying the collumela and part of anterior nasal
septum. Histopathological examination revealed TB as a
possible cause of the lesion. Identification of acid-fast
bacilli on direct stained smears confirms the diagnosis of
TB. Complete healing of the ulcer was achieved with anti-
tuberculous regime leaving a residual fibrosis over the site
of the ulcer.
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Introduction

Tuberculosis is the second most common infection,
affecting the humans in the world [1]. Tuberculosis is more
common in the developing countries, but an increment has
also been reported even in developed nations due to AIDS
(damages the cellular immunity) which consider as an
essential risk factor for the reemergence of tuberculosis [1].
Involvement of the nose is rare. Nasal tuberculosis (NTB)
is usually due to extension from primary pulmonary TB or
from facial TB [2]. The first case was reported by the
Italian anatomist in 1761 during the autopsy results of a
young man with nasal ulcerative lesion [3]. The nose is
also rarely involved by Primary TB. In 1852, the first case
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of primary NTB was reported [3]. In a recent study from
Tunisia, 29 cases of lupus vulgaris were reported over
34 years [4]. Previous studies were presented few cases of
NTB [2, 5-15]. In the present article, we present a case of
nasal tuberculosis.

Case Report

A 14 year old female presented to our outpatient ENT
department in AL-Hussein Teaching Hospital 1 year ago
with non-healing ulcer covered by dry crustation on the
central part of upper lip which extends and destroys the
columella and part of anterior nasal septum. She also
complains from pus coming out from the lesion and
stuffiness of the nose. She received treatment in form of
antibiotics and nasal douche from dermatologist and oto-
laryngologist but without benefit. Incisional biopsy was
performed which revealed chronic non-specific inflamma-
tion. She denied any history of productive cough, fever,
night sweating, loss of appetite and weight loss. Physical
examination revealed dry crustation covering the ulcerative
area (Fig. 1), No cervical lymphadenopathy, chest clear
and no intraabdominal mass or organomegaly.

We put the differential diagnosis for this lesion lupus
vulgaris as one on the top of the list followed by malig-
nancy and Wegner’s granulomatosis.

The patient was sent for complete haematological and
bio-chemical investigations which reveals normal findings.
No abnormalities on chest X-ray were detected. Early
morning sputum sample examinations on three consecutive
days for AFB were negative. VDRL test for syphilis and
ANCA test were negative too.

After disappearance of the crustation by nasal douche
and antibiotics for the secondary bacterial infection, a
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Fig. 1 Photograph of patient before anti-tuberculous treatment
showing ulcerative and crusted lesion over upper lip and columella

second incisional biopsy under local anaesthesia was done
and the specimen sent for histopathological examination.
The pathological report revealed the possibility of tuber-
culosis or atypical mycobacterial infections (Fig. 2). The
diagnosis of NTB was confirmed by the identification of
the acid-fast bacilli on direct stained smears.

The patient was sent for TB center in Sammawah city
and received full treatment with anti-tuberculous regime.
The ulcer was completely healed with residual fibrosis at
the site of the ulcer (Fig. 3). The case report study was
approved by scientific team of AL-Hussein Teaching
Hospital in Sammawah city/Iraq.

Fig. 2 Showed irregular acanthosis with heavy sub-epithelial
mononuclear inflammatory cell infiltrate and non-caseating confluent
granulomatous reaction with foreign body and langhan’s giant cells.
No definite LD bodies were noted. No malignancy was seen
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Fig. 3 Photograph of patient after treatment with anti-tuberculous
drugs showing complete resolution of ulceration and crusting with
residual fibrosis

Discussion

There is an increase in cases of extra-pulmonary TB in the
past few decades reaching to about 15-20% of patients
with TB in immunocompetent patients and more than 50%
of subjects with positive human immunodeficiency virus
(HIV) and other immunocompromised conditions. Lymph
nodes is the most common site of extra pulmonary TB,
followed by pleura but other organs also affected like
bones, genito-urinary tract, abdomen, and meninges in a
fair number of patients [14].

Extra-pulmonary tuberculosis presenting on rare loca-
tions is a challenge for the diagnosis by physicians and
tuberculosis of the nose is one of them due to nonspecific
signs and symptoms [16]. Tuberculosis of the nose is
usually due to pulmonary tuberculosis or to lupus vulgaris
of facial skin [17]. While Primary NTB is rare because of
many factors: presence of the cilia, effect of bactericidal
nasal secretions, filtering by nasal vibrissae and the
inherent resistance offered by the mucosa of the nose [16].

Lupus vulgaris is a TB of the skin seen in peoples who
have a previous infection by TB bacilli, and those with
moderate, and higher tuberculin sensitivity. The infection
can reach the skin via endogenous route (hematogenous,
lymphogenous) or by direct exogenous route from an
infected site by tuberculosis infection like verrucous TB,
scrofuloderma scar, and BCG vaccination site. Lupus
vulgaris is characterized by red-brown plaques like lesions
which spread to the periphery leaving a scar in the middle
through the process of healing. On discopic evaluation of
these plaques appear like apple jelly. There may be another
lesions develop on atrophic sites. As a result of ulcerations,
scars, and complications occurring due to the effect of the
disease, lupus vulgaris can describe in 5 clinical entities;
plaque or planar form, ulcerative or mutilant form, vegetant
form, tumor-like form and papulonodular form [18, 19].

It is difficult to diagnose NTB owing to nonspecific
signs and symptoms of the disease [16]. The diagnosis is
established by isolating acid-fast bacilli from tissue excised
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during biopsy. Examination of nasal secretions and swab
specimens carry a very low result and should not be used to
diagnose this disease. On pathological evaluation, granu-
lomas of both caseation and non-caseation have been
identified. Non-caseation granuloma is confusing histo-
logically, and may be misdiagnosed as Wegener’s granu-
loma [1, 3]. Identification of Acid-fast bacilli on Ziehl-
Neelsen staining culture of excised biopsies are more often
positive than are smears. It is essential to send a piece of
excised tissue for culture, together with an identification of
the suspected organisms [20]. The anti-tuberculous drugs
and their duration was standardized by WHO which
involves a combination of 4 drugs: daily INH (5-10 mg/
kg), ethambutol (25 mg/kg), rifamycin (like rifampin)
(10-12 mg/kg) and pyrazinamide (35 mg/kg) for 2 months
and daily rifamycin (like rifampin) and INH only for
another 4 months except in TB of the bones and meninges
which requires prolongation of the duration of therapy to
1 year. Streptomycin (30 mg/kg) is used only in relapsing
cases. The ulcerative nasal lesion in this patient was
diagnosed as NTB according to the demonstration of acid-
fast bacilli on smear together with complete healing of the
ulcer on 6 months anti-tuberculous therapy. During the
18 months follow-up, there is no relapse of the lesion.

Conclusion

NTB is a rare entity of extra-pulmonary TB and most com-
monly encountered in endemic countries like India. The
diagnosis of NTB is challenging owing to non-specific pre-
sentations, which is required a high suspicion from the dealing
otolaryngologist and a thorough history with proper physical
examination and panoramic investigations including haema-
tological and biochemical tests, chest X-ray, biopsy for
pathological evaluation, direct smear for acid-fast bacilli,
culture and PCR test in order to confirm the diagnosis. In this
case the pathological examination doesn’t confirm the diag-
nosis but on direct smear acid-fast bacilli was found and
complete cure of the lesion was successfully achieved by a
6 months regime of anti-tuberculous drugs.
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