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SUMMARY

A 24-year-old Ukrainian man with post-natal devel-
opmental disability was treated for presumptive fa-
cial cutaneous TB in 2018 in his home country. After
moving to Italy, his nostril lesion recurred in 2021, ex-
panding to the upper lip, but he was lost to follow-up
before a diagnosis was made. In 2023, when symptoms
worsened, a biopsy was performed showing chronic
inflammation and negative microbiological molecu-
lar tests and culture. By 2024, the lesion spread to the
eyelids with worsening ulcerations. After surgical re-
section, histology revealed a vegetative, haemorrhagic
mucosa with necrotic granulomatous inflammation
and rifampin-susceptible Mycobacterium tuberculosis
(Mtb) was detected at molecular testing. Diagnosis of
recurrent primary cutaneous TB without pulmonary
involvement was made and treatment for drug suscep-
tible TB was initiated, leading to complete remission of
the facial lesions.

Primary cutaneous TB without pulmonary involve-

ment is rare, presenting as nodules, plaques, papules,
or ulcers. Diagnosis requires systemic evaluation, im-
aging, infection screening and expert consultation.
Cutaneous TB (CTB) is uncommon in Ukraine and
accounts for less than 2% of extrapulmonary TB cas-
es with frequent association with immunosuppression
and delayed presentation. Although infrequent, CTB
mirrors the wider TB scenario, that is also character-
ized by MDR-TB in 27% of new and 45% of retreatment
cases, and XDR-TB in 13% of MDR-TB cases. In indi-
viduals coming from TB endemic areas with strong
clinical suspicion, empirical TB diagnosis should al-
ways be considered despite negative microbiology to
enable timely treatment and prevent progression. A
multidisciplinary approach is essential for accurate di-
agnosis and optimal management.
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B INTRODUCTION

utaneous TB (CTB) is a rare extrapulmonary
form of Mycobacterium tuberculosis (Mtb) in-
fection and accounts for less than 2% of all cases
of tuberculosis (TB) worldwide [1]. Its presenta-
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CTB can occur through direct inoculation, contig-
uous extension, or via hematogenous spread and
is more common in immunocompromised pa-
tients and in those from areas with high-endemic
rates [3]. In countries with high TB burdens such
as East Europe (e.g. Ukraine), empirical anti-tu-
bercular management is common even without
any confirmatory microbiological evidence upon
presentation [4].

Reactivation of CTB years after the establishment
of clinical remission is uncommon and represents
further diagnostic dilemmas. When the lesions of
CTB are extended (e.g. facial, mucosal, and perio-
cular areas) should be fully evaluated and man-
aged with a multidisciplinary team to reduce
functional and cosmetic consequences [5].

B CASE REPORT

In 2018, a 24-years old man, born in Ukraine, de-
veloped a cutaneous lesion of the left nostril. The
patient was affected by severe motor and cogni-
tive impairment as result of anoxic damage at
birth. The illness was treated in the country of or-
igin as presumptive Tuberculosis (TB), in absence
of definitive microbiological confirmation, with
subsequent clinical remission. The patient moved
to Italy in 2020. He was in apparent good health
until 2021, when recurrence of the cutaneous le-
sion at the same site occurred. The patient was
referred to the dermatology Unit of our Hospital
for comprehensive diagnostic assessment.

Unlike the first episode, the lesion showed a pro-
gressive expansion towards the upper lip. Derma-
tological examination was inconclusive and the
patient was advised to undergo periodic outpa-
tient follow-up. However, the patient was lost to
follow up until march 2023, when he presented
once again at the Dermatology Unit for worsening
of the lesion. Blood tests, such as C-reactive pro-
tein (CRP), procalcitonin, full blood count, liver
and renal function tests, electrolytes, were within
the normal value. Subsequently, Chest and spinal
X-ray were performed and returned negative. A
CT scan of facial bones was performed, without
evidence of bone necrosis. Then, an incisional bi-
opsy of the lesion showed both active and chronic
inflammation with giant cell reaction. Molecular
and cultural analysis of the surgical specimens
were negative for Mycobacterium tuberculosis (Mtb)
bacteria and parasites. HIV serology resulted neg-

ative. Dermatological suspicion was balancing
between cutaneous TB and leishmaniasis; howev-
er, in absence of a confirmed diagnosis, specific
antimicrobial therapy was withheld, and close fol-
low-up was carried on.

In March 2024, the patient was referred to our
Hospital for further worsening of the clinical pres-
entation. At clinical examination, compared to 12
months earlier, the formation on the upper lip pro-
gressively grew in size, and the areas of ulceration
and exudation worsened significantly. Moreover,
similar lesions appeared on the homolateral upper
and lower eyelids (Figure 1, panel A). However,
ophthalmological, dermatological and ENT visits
were inconclusive. Intraoral examination was fur-
ther complicated by the prior extensive dental pa-
thology affecting both arches. A suspected discon-
tinuity of the hard palate was noted, apparently
not visible at the CT scan of March 2023. Conse-
quently, the patient was hospitalized to perform
surgical resections of the lesions. At histology,
pharyngeal mucosa presented a vegetative and
haemorrhagic appearance, with necrotic granu-
lomatous inflammation. Serological and histolog-
ical analysis were negative for leishmaniosis. Mtb
was detected through polymerase chain reaction
(PCR) in the biotic sample (GeneXpert) without
rpoB resistance, while culture grew drug-suscep-

Figure 1 - Panel A: nasal tip was deformed from
atrophic and retracting scars, as result of recurrent ul-
cerative-exudative phenomena. Moreover, the upper
lip was disrupted, being enlarged, and thinner, with
intact skin, except for the labiogenial margins, show-
ing ulcerative-exudative lesions with serous-crusted
material. Similar structural alteration was observed in
the homolateral upper and lower eyelids, appearing
replaced by inflammatory tissue, with a mamillated
and exudative appearance.

Panel B: clinical presentation after 9 months of antitu-
bercolar treatment ( 2 months HRZE, 7 months HR).
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tible Mtb. A four drug induction regimen with
isoniazid, rifampin, pyrazinamide and ethambu-
tol was started for two months, followed by main-
tenance treatment with isoniazid and rifampin for
the following seven months. Skin lesions positive-
ly responded to therapy with complete remission
(Figure 1, panel B).

B DISCUSSION

Primary cutaneous TB, without pulmonary in-
volvement, is uncommon and it may present as
nodules, plaques, papules and chronic ulcers [6].
It is classically divided into true cutaneous TB and
tuberculids. The former is characterized by the
presence of mycobacteria at skin site, while the
latter are sterile lesions resulting from hypersensi-
tivity reaction to mycobacterial antigens [7]. A
careful evaluation for systemic involvement, chest
X-ray, thorough medical history and screening for
other cutaneous infectious diseases and HIV
should always be performed [8]. Among the pos-
sible aetiologies of exudative and ulcerating cuta-
neous skin lesions, malignant, inflammatory and
infectious diseases should be all included [9]. Ma-
lignancies include squamous cell carcinoma and
malignant melanoma; the latter may present as an
ulcerative lesion, mainly associated with the nod-
ular type, the most aggressive form of melanoma.
On the other hand, inflammatory disorders of the
skin list discoid lupus erythematosus (LE), cutane-
ous sarcoidosis and discoid eczema [10]. Among
infectious skin diseases in migrants from TB en-
demic areas, Lupus vulgaris, a rare chronic form
of cutaneous TB, ecthyma gangrenosum (EG) and,
less commonly, tinea faciei should be considered
[11]. CTB shares also clinical features with leish-
maniasis, tertiary syphilis, and deep mycoses, of-
ten presenting as ulcerative or granulomatous le-
sions, complicating diagnosis. In endemic or
re-emerging areas, such as northern Italy for leish-
maniasis [12], and in atypical syphilis presenta-
tions [13], thorough differential diagnosis is criti-
cal. Histopathology, supported by specific molec-
ular or serological tests, remains essential for dis-
tinguishing CTB from deep fungal infections [14].
Literature reports few cases of primary nasopharyn-
geal and cutaneous TB, usually with favourable
outcome, regardless of disease extension [15-20].

In Italy, TB is increasingly rare, with CTB being
even more uncommon. As a result, limited clinical

experience may contribute to delayed diagnoses.
CTB is uncommon also in Ukraine, occurring in
fewer than 2% of extrapulmonary cases; while TB
prevalence remains high with drug-resistant (DR)
TB diagnosed in 27% of new and 45% of re-treat-
ment cases and extensively drug resistant (XDR)-
TB in 13% of DR-TB cases [21, 22]. Health system
disruptions and the ongoing conflict have further
made TB control more difficult [23, 24].

In the case at hand, despite the patient’s origin
from a high-burden area and a personal history of
cutaneous TB, the diagnosis was postponed for
nearly three years due to repeatedly negative mi-
crobiological tests. This delay can be partially at-
tributed to the paucibacillary nature of many ex-
trapulmonary TB manifestations, which often
makes microbiological confirmation challenging.
In individuals coming from high burden TB coun-
tries and with a strong clinical suspicion, an em-
pirical diagnosis should always be considered,
even in the absence of microbiological confirma-
tion. This approach enables the prompt initiation
of anti-tubercular therapy, which is crucial for im-
proving clinical outcomes and preventing disease
progression. Given the potential for diagnostic
uncertainty, a comprehensive differential diagno-
sis should be systematically pursued. In such cas-
es, a multidisciplinary approach involving spe-
cialists in infectious diseases, pulmonology, and
dermatology is essential to ensure diagnostic ac-
curacy and optimize patient management.

B CONCLUSIONS

To prevent disease progression and complication,
even in the presence of negative microbiology,
case history and clinical suspicion should require
multidisciplinary approach in order to prompt
empirical TB diagnosis and treatment of skin le-
sions in subjects originating from TB endemic re-
gions.
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