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Clinical signs of skin tubberculosis

Skin tuberculosis is a form of extrapulmonary tuberculosis, which is rare and differs from other well-known forms of
tuberculosis in skin manifestations. Family doctors, even phthisiatricians and sometimes pulmonologists (to whom persons
with pulmonary pathology of tuberculous genesis will turn) in their practice will see them perhaps several times a year
since pulmonary forms are often accompanied by the presence of extra-pulmonary forms. Today, this is an important issue,
especially given the increase in the detection rate of extrapulmonary forms, which is also caused by the growing rate of
co-infection with TB and HIV/AIDS or HIV/AIDS alone, the frequency of which is constantly increasing.

The above-mentioned specialists should be able to identify and confirm such a diagnosis in a patient. Still, there are
difficulties in diagnosing skin tuberculosis, since often the manifestations of the disease are atypical, and it is mostly
impossible to detect mycobacteria of tuberculosis using available methods. In addition, there are no clear histological and
morphological signs of skin tuberculosis, and a certain role is also played by the lack of awareness of general practitioners
regarding the manifestations of this pathology. Therefore, to help general practitioners, the review we offer covers the most
common forms.

The authors hope that the presented review of clinical manifestations of skin tuberculosis forms will help general practitioners
(and specialists) to study this rather rare pathology better, detect it in patients in a timely manner and, consequently, start

treatment earlier, which will contribute to achieving a faster and more effective result.
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he incidence of active tuberculosis in combina-
tion with the disease caused by the human
immunodeficiency virus in 2023 year increased by
5.1 % compared to 2022 and is 8.2 per 100,000 popu-
lation (3.350 cases of TB/HIV in 2023 year. versus
3,191 in 2022 year) and in general, the incidence of
extrapulmonary forms also increased: in 2022, extra-
pulmonary tuberculosis amounted to 1.562 cases
(8.4 %), and in 2023 — 1.756 cases (8.8 %) [4].
Skin tuberculosis is one of the manifestations of
tuberculosis disease of the body and is caused by
mycobacteria tuberculosis of both human (Myco-
bacterium tuberculosis) and bovine species (Myco-
bacterium bovis). Tuberculous skin lesions are a
rather rare phenomenon, its share in the structure
of tuberculosis incidence is less than 0.1 % [1, 2, 6].
Skin tuberculosis occurs against the background
of reduced immunological state of the body; spreads
mainly endogenously (hematogenous or lymphohe-
matogenous) from other foci of tuberculosis infec-
tion in the body (lungs, lymph nodes, etc.) may be
combined with other localizations of the tuberculous
process [2, 5].

Forms of skin tuberculosis include various
pathological processes with different clinical pre-
sentations, the diagnosis of which is based on clini-
cal manifestations, results of radiological examina-
tion, histology of the biopsy specimen, determina-
tion of tuberculin allergy, as well as the effectiveness
of test therapy [3, 6].

Skin tuberculosis manifests itself in various
clinical manifestations, among which there are: lim-
ited (primary tuberculosis complex, tuberculous
lupus, colliquative skin tuberculosis, warty skin
tuberculosis, ulcerative skin tuberculosis) and wide-
spread (papulonecrotic skin tuberculosis, compacted
skin tuberculosis, miliary skin tuberculosis, lichenoid
skin tuberculosis) forms of skin tuberculosis.

Colliquative skin tuberculosis (scrofuloderma):
the lateral surfaces of the neck are most often
affected. The rash initially appears as dense painless
nodules, which quickly increase in size, turning into
anode tightly fused with the underlying tissues. The
skin over it acquires a bluish tint. Over time, the
node softens and opens, releasing purulent contents
with necrotic inclusions. An ulcer with soft edges,
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a yellowish coating and sluggish granulations at the
bottom is formed at the site of the node. After its
healing, characteristic torn scars of irregular shape
remain, covered with papillary skin outgrowths and
bridges, the disease occurs mainly in women.

Papulonecrotic tuberculosis of the skin is more
common in women aged 16 to 40, although the
disease also occurs in older people, the elderly and
children. People whose work involves prolonged
standing are at increased risk. This form of skin
tuberculosis is characterized by hemispherical pap-
ules the size of a hemp seed, reddish in color with a
bluish tint, and of a dense consistency. Necrosis
occurs in the central part of the papule. Necrotic
masses dry out into a dense crust that is tightly held
on the skin. After its removal, a round ulcer with
sharp edges is formed. After the ulcer heals, a char-
acteristic depressed, or «stamped», scar remains.
The scar itself and the surrounding skin are hyper-
pigmented, but depigmentation occurs over time.
The evolution of an individual papule lasts about a
month. Papulonecrotic tuberculosis of the skin can
affect any area of the skin, but the most common
locations are the shins, buttocks, thighs, forearms,
and shoulders. Rashes are usually grouped around
the joints on the extensor surfaces of the limbs.
The course of the disease is chronic, with worsening
in winter and improvement in the warm season,
although exacerbations are possible in summer due
to excessive insolation. Tuberculin tests give a
positive result, but mycobacteria of tuberculosis are
detected only in rare cases. During the exacerbation
period, signs of intoxication may appear: increased
body temperature, weakness, pain in the joints. The
prognosis is favorable, the primary focus (in the
lungs, lymph nodes, bones or joints) is usually inac-
tive. Between exacerbations, the general condition
of patients usually does not change.

Compacted erythema (Bazen’s erythema,
indurative skin tuberculosis). This is one of the
most common forms of skin tuberculosis. The basis
of the disease is dermohypodermal allergic vasculi-
tis, caused by increased sensitivity to mycobacteria,
which mainly enter the skin by hematogenous route.
The disease mainly develops in girls and young
women suffering from peripheral circulatory disor-
ders, hormonal dysfunctions, especially hypofunc-
tion of the gonads. A provoking factor is prolonged
standing. Indurative erythema of Bazen is mani-
fested by nodes located in the subcutaneous fat of
the lower legs. The skin over them is reddened.
Women with low-active tuberculosis of the lymph
nodes are most often affected. The nodes can resolve
on their own in the summer and recur in the spring
and autumn. The size of the nodes usually reaches
the size of a cherry or a small plum, less often —

a chicken egg. In some patients, a flat infiltrate is
palpated, at the beginning, a granulomatous, non-
specific, lymphocytic-plasmacytic inflammatory
reaction is observed, significant vascular changes
with edema and proliferation of the endothelium,
thrombosis and obliteration of vascular lumens.
Over time (after 1.5—2 months), a specific granu-
lomatous reaction is formed. Caseosis is not always
found. Deep biopsy is important for diagnosis, since
the main process develops in the subcutaneous tis-
sue. The prognosis is favorable, but even with ade-
quate treatment, the disease regresses slowly. Late
relapses are possible, sometimes several years after
clinical recovery. The course of the disease is long.
Ulceration of the seals is rarely observed, which is
resistant to therapy.

Goldenseal lichen (lichenoid tuberculosis of the
skin) — very rare form of skin tuberculosis, which
usually develops in the primary period of the disease,
mainly in weakened children and adolescents suffer-
ing from other forms of tuberculosis (skin, lymph
nodes, bones or, less often, lungs). The development
of the disease can be provoked by acute infections
(measles, whooping cough, influenza, etc.), tubercu-
lin test or BCG vaccination. The rash is represented
by lichenoid, follicular or perifollicular elements of
a conical or flat shape, rounded, less often polygonal
shape. Their surface is often covered with horny
scales or penetrated by vellus hair. They are located
symmetrically, mainly on the lateral surfaces of the
body. The color of the elements varies from yellowish-
brown to reddish or pale pink. Due to the grouping
and dense arrangement of the rash, oval or ring-
shaped lesions can form. Less commonly, erythema-
tous rashes, infiltrative foci or elements that progress
to papulonecrotic tuberculosis, or their combinations
are observed. After the regression of the rashes,
superficial scars may remain. The course of the dis-
ease is chronic. The prognosis is favorable due to the
tendency to self-regression within a few weeks or a
rapid effect of treatment, although relapses are pos-
sible, most often in autumn and spring.

Rosacea-like tuberculid of Lewandowski. It is
characterized by the appearance on the face of iso-
lated miliary painless papules of yellowish-red color
of soft consistency, similar to acne. During diascopy,
a symptom of <apple jelly» is detected. The elements
are at different stages of development, and after regres-
sion, scars remain. Tuberculin tests are weakly positive
or negative. Some authors consider this form of tuber-
culosis to be a type of papulonecrotic tuberculosis.

Tuberculous lupus (Lupus vulgaris) is the most
common form of skin tuberculosis. The pathogen
enters the skin mainly by lymphogenous or hematog-
enous route from other foci of tuberculosis infection
(lungs, lymph nodes, etc.) It is often accompanied by

YKPQIHCBKMI XXYPHOA AEPMOTOAOTT, BEHEPOAOT, KOCMETOA T o N24 (95) « 2024 75



NEKUIT / LECTURES

tuberculosis of the peripheral lymph nodes (97 %)
and bone and joint tuberculosis (30 %). The main
morphological element is a tubercle (lupoma), which
is an infectious granuloma. Their diameter is
2—7 mm, the consistency is dense-elastic, palpation
is painless. The tubercles are prone to peripheral
growth, merging into continuous foci and the forma-
tion of ulcers. Their feature is the formation of a thin,
smooth scar or cicatricial atrophy of the skin after
resorption. During diascopy, the brown-pink color of
the tubercles disappears, and due to anemia of the
pathological area, yellowish-brown infiltrates («apple
jelly») are visible. When pressed with a probe, it eas-
ily penetrates the lupoma tissue (probe phenomenon).

Forms of tuberculous lupus: plane, ulcerative,
psoriatic, tumor-like, serpiginous, warty, dissemi-
nated. A combination of several forms (most often
flat and ulcerative) in one patient is possible. Rashes
are localized mainly on the face, but can affect the
trunk and limbs. The mucous membranes of the nasal
and oral cavities are often affected. The disease is
more often registered in women. Sometimes it devel-
ops after BCG vaccination or after some time at the
site of the post-vaccination scar. The course of the
disease is long, sluggish, but benign. Tuberculous
lupus usually occurs against the background of a
normergic reaction to the Mantoux test with 2 TU.

Plane form — the most common form, in which
individual tubercles merge, forming a lesion. It
gradually increases due to the appearance of new
tubercles on the periphery.

Ulcerative form — develops as a result of ulcer-
ation of tubercles. Ulcers are usually superficial,
bleed easily, sometimes covered with a small amount
of purulent discharge.

Psoriatic form — resembles a psoriatic plaque. It
is characterized by the presence of silver-white
scales on the surface of the affected areas.

Tumor-like form — occurs as a result of the
merger of large tubercles into a dense infiltrative
conglomerate, resembling a dark brown tumor. At
the same time, all the typical signs of tuberculous
tubercles are preserved: doughy consistency, the
symptom of <apple jelly» and «probe sinking».
Features of damage to the mucous membranes in
tuberculous lupus. Tuberculous lupus affects the
mucous membranes in 70 % of cases. The mucous
membranes of the nasal cavity and mouth (gums,
hard and soft palate, pharynx, lips, etc.) are most
often affected. Small grayish-reddish tubercles
appear on the mucosa, which merge, forming plaques
with an uneven surface. Later, they disintegrate with
the formation of ulcers. Characteristics of ulcers:
Uneven, finely scalloped edges without undermin-
ing. Surrounded by an inflammatory rim, on which
young tubercles are visible. The bottom of the ulcer

has a granular appearance, often covered with a
yellowish-gray coating and bleeds easily. With deep
spread of the process, cartilage and bones can be
affected, which leads to facial deformation (nose,
lips, jaw, eyelids, ears). Gum disease with the
involvement of the alveolar process can cause expo-
sure or loss of teeth.

Serpiginous form. Characterized by the spread
of the lesion to neighboring healthy areas. Scars form
at the site of regressed lesions, around which new
lupomas appear.

Warty (verrucous) form. Characterized by warty
growths on the surface of the lesions. Most often
localized on the hands and feet. Complications and
features of the course. Ordinary tuberculous lupus
always ends with the formation of a scar. With
relapses, new lupomas may appear on the scars. The
most severe complication is lupus carcinoma —
malignant transformation into squamous cell carci-
noma, which has a more severe course compared to
ordinary forms of this cancer. This complication
usually occurs due to irrational treatment, in par-
ticular radiation therapy.

Exfoliative form of tuberculous lupus. This form
is characterized by the appearance of confluent,
small, superficial lesions covered with whitish scales
that fit tightly together. Because of this, the rash
resembles discoid lupus erythematosus. It is most
often located on the face in the form of a «butterfly».

Miliary-ulcerative tuberculosis of the skin. A rare
form of cutaneous tuberculosis. It is characterized by
the appearance of soft, small pink-brown nodules,
most often on the face. The nodules may ulcerate, heal
with scarring, or resolve without ulceration [2, 3, 6].

Forms of skin tuberculosis caused by non-
pathogenic MBT, which can also occur in our coun-
try, for example in professional (or non-) swimmers
and travelers.

Granuloma of swimmers. A rare form that has
a long but self-limiting course. Usually caused by
Mycobacterium marinum, which enters the body
while swimming in infected bodies of water or
through manipulations with pools. Less common
lesions are caused by M. ulcerans and M. kansasii.
Clinical manifestations: Reddish bumps that gradu-
ally increase in size and become purplish. Most often
located on the upper limbs or knees. Granulomas
usually heal spontaneously.

Buruli ulcer. Caused by Mycobacterium ulcerans
and common in more than 30 tropical and sub-
tropical countries, especially in West and Central
Africa. It begins as a painless subcutaneous nodule,
a large painless area of induration, or diffuse painless
swelling of the legs, arms, or face. The infection
progresses, causing significant destruction of the
skin and soft tissues; large ulcers may form on the
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legs or arms. Healing may result in severe contrac-
tures, scarring, and deformity [5, 6].

Conclusions

The team of authors hopes that the provided over-
view of the clinical manifestations of types of skin
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tuberculosis will help general practitioners (also
specialists) better navigate this rather rare pathol-
ogy and will help to detect it in a patient more
timely and qualitatively and thus begin treatment
earlier, which will accordingly lead to a faster and
more successful result.
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Hayionanvnuii meduunuii ynisepcumem imeni 0.0. Bozomonvys, Kuie

[KAIHIYHI O3HAKM TYOEPKYABO3Y LLKIPpW

Ty6epKyJ1b03 MKipr — (HopMa [03aJIereHeBOro TyOepKYyJIb03Y, SIKY BUSIBJISIIOTH I0OCUTH PiKO. BoHA BiAPI3HIETHCS Bi/ IHIIIX
nobpe BuBueHNX (hOPM 3aXBOPIOBAHHSI MIKIpHUMU TIposiBamu. Kpim Toro, cimeiini sikapi Ta HaBiTh rusiaTpy, a iHKom i
MYJIBMOHOJIOTH ([0 SIKUX 31€01IbIIOr0 3BePTAITHCS. XBOPI 3 JIETEHEBOIO MATOJIOTIEI TYOEPKYJJIbO3HOIO IeHe3y) B CBOI
MPAKTUIL CTUKAIOTHCS 3 HUMU, MOYKJIMBO, BChOTO KiJIbKA Pa3iB HA PiK, OCKLIbKY HEPi/IKO JiereneBi (hOpMU CYITPOBOIIKYIOTh-
Csl HAsIBHICTIO no3asiereHeBuX. Ha cboro/Hi 11e € BaxKJIMBOIO MPpo0JIeMOI0, 0COOIUBO 3 OTJIsILY Ha IiIBUIIEHHS PiBHSI BUSIB-
JIEHHSI T103aJ1ereHeBrX (hOpM, 10 YOT0 TAKOXK NPU3BOAUTH 3POCTAHHSI PiBHSI KO-iH(ekil Tybepkynbosy ta BIJI/CHI/ly abo
timpku BIJI/CHI/ly, wacToTa sk0r0 mMOCTifTHO MiABUIITYETHCS.

Crenjanicty HeoOXiJIHO BMITU BUSIBUTH Ta HIATBEPAUTH TaKuii iarHo3 y namienrta. TpyaHoul giarnocTuku Ty6epKyIb0o3y
MIKIpKU 3YMOBJIEHI TUM, 1[0 OCUTb YaCTO IIPOSIBU 3aXBOPIOBAHHS € aTUIIOBUMH, a BUSBUTH MiKOOaKTepii TyOepKyIbo3y,
MOCJTYTOBYIOUNCH JOCTYITHUMHU METOaMHU, 3/1e6iIbIoro He BaaeThest. KpiM Toro, BigcyTHi 4iTKi ricTosoriumi Ta Mopdoro-
riuni o3Haku TyOepKyIb03y HIKIPU, y YOMY TIEBHY POJIb Biirpae HeocTaTH 06i3HAHICTh JiKapiB 3arajbHOI IPAKTUKH 11010
TPOSBIB TIi€l maTosorii. ToMy B 1omomMory JjlikapsM 3araJbHOI TPAKTUKH Y 3alIPONOHOBAHOMY HAaMU OTJISIZI ONCAHO Haii-
GistbIn normupeni GopmMu 3aXBOPIOBAHHSL.

KoJiekTHB aBTOPIB CIIOIBAETHCS, 110 HABEAECHWIT OIS KAIHIYHUX MPOABIB (hopM TyGepKyIbo3y HIKIpU cTaHe B HATOJI
JIKapsM 3arajibHOI IIPaKTUKK (2 TaKoXK clielianizoBaHoro (axy), abu Kpaiile BUBYUTH 110 JOCUTh PIAIKICHY [aTOJIOTIIO, Ta
JIOTIOMOZKe IM BYACHO BUSBJIATH 11 y TATIEHTIB 1 3aBASIKY I[bOMY PaHillle PO3TOYNMHATH JiKyBaHHI, 0 CIPUSITUME TOCST-
HEHHIO OLJIBbII IBUAKOTO Ta e(heKTUBHOTO PE3YJIBTATY.

KirouoBi cioBa: Ty0epKyIib03 WIKIpH, 03ajiereHeBUil TyOepKyJIbo3, KIiHIYHI MPostBY TyOEepPKYIb0O3Y IIKIPH.
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