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Lupus vulgaris is the most commonly encountered form of cutaneous tuberculosis. It is 

a chronic and progressive infection typically seen in individuals with moderate im-

mune function. It constitutes approximately 0.1–2% of cutaneous tuberculosis cases in 

India. In Europe, face is the most usually affected site, but in India, chest, upper back, 

lower back and buttock are more commonly involved. Lupus vulgaris over face affect-

ing nose, is rarely reported in India. We report here an unusual case of lupus vulgaris 

affecting the external nose of a young male child causing cosmetic disfigurement. 
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Introduction 

  

Lupus vulgaris is the most commonly encoun-

tered form of cutaneous tuberculosis. It is a 

chronic, progressive form of disease that typi-

cally occurs in individuals with moderate to 

high immunity. It is acquired either exogenous-

ly by direct inoculation of the bacilli or endog-

enously via haematogenous or lymphatic dis-

semination from an infected center (1). Lupus 

vulgaris accounts for nearly 59% of cutaneous 

tuberculosis cases reported from India. Alt-

hough the incidence has declined following the 

implementation of the National Tuberculosis 

Elimination Programme (formerly RNTCP), 

atypical presentations continue to occur and 

often lead to delayed diagnosis (2). In Europe, 

the face is the most usually affected site, but in 

India, chest, upper, lower back and buttock are 

more commonly involved (3). 
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Lupus vulgaris over face affecting nose, is rare-

ly reported in India. In this report, we describe 

a rare presentation of lupus vulgaris involving 

the external nose in a male child. 

 

Case report 
 

A 7-year-old male child presented to our out-

patient department with a five months history 

of crusted plaque over the dorsum of nose. Ini-

tially it began as an erythematous lesion on the 

dorsum of external nose, progressed to form an 

ulcer, eventually formed a crusted plaque over a 

5-month period. He received treatment from 

multiple local practitioners, including various 

topical applications and systemic drugs. How-

ever, there was no improvement in the lesion 

noticed by the patient. General physical exami-

nation and systemic examination was within 

normal limits. On local examination there was a 

crusted plaque over the dorsum of external nose 

measuring 5 × 4 cm. The plaque was ill-

defined, covered with skin-colored to dark-

brown adherent crust with multiple linear fis-

sures.  

The lesion over the nose extended to the upper 

lip and did not involve nasal mucosa. The right 

ala of nose was partially involved while the left 

nasal ala showed partial tissue destruction re-

sulting in deformity (Figure 1). There was no 

difficulty in breathing and sense of smell was 

intact. Surrounding skin was erythematous and 

thickened with normal sensations. Ear, throat 

and oral mucosa examination was also normal. 

There was no cervical lymphadenopathy. 

 

 
Figure 1: Ill-defined crusted plaque present over the dorsum of external nose covered with adherent brown 

crusts and multiple linear fissures 
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Anterior nasal endoscopy revealed a mild septal 

deviation to the left side and a small amount of 

crusting in both nares which were easily re-

moved.  

We considered the possibility of lupus vulgaris, 

discoid lupus erythematosus, deep fungal infec-

tion and malignancy. Routine haematological 

and bio-chemical investigations were within 

normal limits. Chest x-ray finding was normal. 

Two early-morning sputum samples examina-

tion for AFB were negative. Test for Antineu-

trophil cytoplasmic antibodies (ANCA) was 

also negative. Fungal culture of skin sample 

was also negative.  

After obtaining written informed consent from 

the patient’s parent, clinical photographs were 

taken and deep skin biopsy of the lesion was 

performed, the histopathological examination 

showed epidermal hyperkeratosis and epitheli-

oid cell granulomas with Langhans giant cells 

and lymphocytic infiltration in the dermis (Fig-

ure 2). Acid-fast stain and periodic acid-Schiff 

stain were all negative. The tuberculin skin test 

was strongly positive (20 mm). PCR could not 

be done due to poor financial condition of the 

patient. Based on the clinical examination and 

histopathological findings, a diagnosis of lupus 

vulgaris was made. The patient was started on 

anti-tubercular therapy consisting of rifampicin 

(10 mg/kg/d), isoniazid (5 mg/kg/d), pyra-

zinamide (25 mg/kg/d) and ethambutol (15 

mg/kg/d) daily for two months in intensive 

phase, followed by two drugs rifampicin (10 

mg/kg/d), isoniazid (5mg/kg/d) and ethambutol 

(15 mg/kg/d) for the next 4 months in continua-

tion phase. The patient was lost to follow up 

due to low socio-economic status, so we could 

not do the scarring assessment. 

 

 
 

Figure 2: Histopathological examination showing epithelioid cell granulomas with Langhans giant cells and 

lymphocytic infiltrate in the dermis (H&E stain, ×40) 

 

Discussion 

 

Lupus vulgaris is most commonly encountered 

form of cutaneous tuberculosis. Erasmus Wil-

son initially reported it in 1865, comparing the 

lesions to ravages of a wolf, thus the name (4). 

it is a chronic, progressive and tissue destruc-

tive form of cutaneous tuberculosis. It usually 

develops in individuals with moderate or high 
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immunity. The lesions typically begin as a soft 

brown-red papule or nodule that gradually 

grows to form a reddish-brown plaque. This 

plaque shows “apple-jelly” colour on diascopy. 

The plaque exhibits involution in one area 

while expansion in another, as well as sites of 

atrophic scarring (3). 

The infection can be acquired through either 

exogenous or endogenous means. Exogenous 

infection occurs from direct inoculation of the 

bacilli, whereas endogenous infection results 

from haematogenous or lymphatic dissemina-

tion from an underlying center (1). Lupus vul-

garis can present with a variety of morpholo-

gies including papular, nodular, plaque, ulcerat-

ing, mutilating and vegetative forms. The le-

sions are characterised by peripheral extension, 

followed by central healing, atrophy and scar-

ring (5). Our case presented with a five-month 

history of an erythematous lesion over the dor-

sum of external nose (6), which later enlarged, 

ulcerated and became an ill-defined crusted and 

fissured plaque. The clinical examination, his-

topathological findings and a positive tubercu-

lin skin test helped to reach a diagnosis. The 

patient was started on anti-tubercular therapy 

but eventually was lost to follow up.  

 

Conclusion 
 

It is crucial to identify lupus vulgaris early be-

cause lesions particularly those over the face 

are more likely to heal with scarring, leaving 

behind a lasting stigma and causing chronic dis-

figurement. A thorough history, skin biopsy, 

tuberculin skin test and polymerase chain reac-

tion are required to avoid misdiagnosis or de-

layed diagnosis. In such circumstances, prompt 

diagnosis and treatment can spare the patient 

from extended illness, late treatment, and dis-

figurement. 
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