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Summary

Tuberculosis is notorious that it affects various sites of the human body and presents in
different ways. One of the uncommon or rather rare presentation of extra pulmonary
tuberculosis is nasal tuberculosis. The nose apart from its physiological functions also
contributes to facial aesthetics and gives a defined appearance and its deformity imparts
cosmetic disfigurement and unsightly appearance. Both primary and secondary forms
of nasal tuberculosis are rare but should be considered in the differential diagnosis of
ulcerative or crusting lesions of the nose. Here we report such a case of nasal tuberculosis,
which presented as an ulcerative and crusting lesion over the tip of the nose in a female
child. The patient was given antituberculous chemotherapy after establishing the diagnosis

and responded well to treatment.
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1. Introduction

Though tuberculosis has this unwanted honor of being
a major global health problem, the involvement of
nose, nasopharynx and para nasal sinus by tuberculosis
is rare (/). Trauma and atrophic changes may facilitate
introducing bacilli into the nasal lining in the otherwise
resistant nasal mucosa (2). Giovanni Morgagni,
Professor of Anatomy of Italian origin described nasal
tuberculosis in 1761 for the first time while reporting
an autopsy of a patient with ulceration of nose, palate
and nasopharynx who had concomitant pulmonary
tuberculosis (3). Herzog described 20 cases of primary
nasal tuberculosis among 80 cases of nasal tuberculosis
in the 18" century (3) and Butt described 35 cases
of nasal tuberculosis in a review of the 20" century
medical literature (4). In this paper, we report a case of
nasal tuberculosis manifesting as an ulcerative lesion
on tip of nose and we review the relevant literature.
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2. Case report

A 10 year old female child presented to our department
with complaints of a non healing ulcerative and crusted
lesion over tip of the nose for almost three months
(Figure 1). The patient also had complaints of pus
discharge from the lesion and nasal stuffiness. There
were no significant constitutional symptoms. She was
given a Mantoux test, other routine investigations (Table
1) and was sent to department of otorhinolaryngology
for examination of nasal cavity and for obtaining a
histopathological specimen from the lesion. Her X-Ray
paranasal sinus didn't reveal any significant abnormality.
Chest X ray was grossly normal and sputum for acid
fast bacilli was negative on two occasions. Meanwhile
she was kept on antibiotics and was asked to report back
with histopathology report.

Patient's histopathology from the nasal cavity
tissue was suggestive of tuberculosis, with microscopy
showing well formed granulomas comprised of
epitheloid cells with areas of fibroblastic proliferation
entrapping fat as well as fair number of langhans giant
cells and evidence of necrosis was also observed (Figure
2). Tissue sections were negative for 10% Potassium
Hydroxide (KOH) mount for fungus and fungal culture.
The patient's Mantoux test had a induration of 15
mm. She was given anti tuberculous chemotherapy
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Figure 1. Picture of patient before treatment showing
ulcerative & crusted lesion over Tip of nose.

Figure 3. Picture of patient after treatment showing
resolution of ulceration & crusting.

Table 1. Pre treatment evaluation of the patient

Figure 2. Hematoxylin & Eosin stained slide showing a well
formed epitheloid granuloma with necrosis surrounded by
inflammatory cells.

Figure 4. Another picture of patient after treatment
showing roomy nasal cavity.

Items Results

Hemogram and Blood sugar

Kidney Function Tests (KFT) Blood Urea-23.5 mg/dl

Serum Creatinine-0.8 mg/dl

Liver Function Tests (LFT)

Hb-11.6 g/dl, TLC-9,000/cu/mm, DLC:N-63, L-33,M-02, E-02, RandomBloodSugar-84 mg%

Serum Bilirubin (Total-0.5 mg/dl, direct-0.3 mg/dl, indirect-0.2 mg/dl)

SGOT-46 IU/L, SGPT-76 IU/L, SALP-312 IU/L

Chest X ray Normal

X ray Para-nasal sinus No significant Abnormality

Sputum For Acid Fast Bacilli Negative on two occasions

comprising of Rifampicin, Isoniazid, Ethambutol and
Pyrazinamide according to her body weight and was
directed for follow up at two months. Patient responded
to the treatment and the lesion considerably improved
with resolution of the nasal blockade and pus discharge
(Figure 3 and Figure 4).

3. Discussion

Extra pulmonary tuberculosis has been on the rise
during the past few decades constituting around 15 to
20 percent of tuberculosis cases in immunocompetent
subjects and more than 50 percent of cases in human
immunodeficiency virus (HIV) positive and other
immunocompromised states. The most common sites
affected by it are lymph nodes followed by pleura
although other sites including bones, genito urinary

system, abdomen, and meninges are also involved in a
fair number of cases.

Extra pulmonary tuberculosis manifesting on
unusual sites is a diagnostic challenge for the treating
physician and nasal tuberculosis is one of them
because the signs and symptoms are nonspecific
(5). Nasal tuberculosis is usually secondary either to
pulmonary tuberculosis or to lupus vulgaris of facial
skin (6). Primary disease is rare. Ciliary movement,
the bactericidal effect of nasal secretions, filtering by
nasal vibrissae and the inherent resistance offered by
nasal mucosa can explain the lower occurrence of nasal
tuberculosis (5). Differential diagnosis can include
various infectious as well as non-infectious causes
which are shown (2) (Table 2).

Most cases of nasal tuberculosis are unilateral and
lesions can be proliferative, infiltrative or ulcerative
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Table 2. Differential diagnosis of Granulomatous lesions of nose

Items Diagnosis

Infectious

* Bacterial: Rhinoscleroma, Leprosy, Syphilis, Yaws

* Fungal: Mucormycosis, Aspergillois, Blastomycosis, Histoplasmosis
» Parasitic: Leishmaniasis, Rhinosporidiasis

Non infectious
Malignant * Midline Granuloma

Miscellaneous » Trauma, Cocaine abuse

» Wegener's Granulomatosis, Sarcoidosis

(4). Pulmonary and extra pulmonary tuberculosis at
adjacent sites have been reported in cases of nasal
tuberculosis though rarely constituting roughly 2-6% of
extrapulmonary cases (7,8).

Sometimes the role of computed tomography (CT)
and magnetic resonance imaging (MRI) come into play
in evaluating the various kinds of nasal cavity masses
as they may differentiate the contents, and they may
localize the lesion by different contrast enhancement
patterns. In fully ossified lesions like in rhinolitis,
osteomas and fibrous dysplasias diffuse hypointensity
on MRI and sclerosis on CT hints towards benign
pathology. Cysts, secretions and mucoceles appear
as smoothly bordered non enhanced lesions. Masses
with different enhancements with smooth borders hint
towards nerve tissue or minor salivary gland tumors.
Uniform contrast enhancement can be observed in
hemangioma or angiofibroma. Destruction, invasion and
necrosis may be observed with malignant neoplasms,
granulomatous reactions, metastasis and fungal
infections (9). A definitive diagnosis is established by
isolating tuberculous bacilli from tissue specimens
obtained for biopsy or from surgery. Management of
this condition in the past was more or less symptomatic
before the introduction of anti-tubercular chemotherapy
including irrigations with alkaline antiseptics, use of
hydrogen peroxide, lactic acid, trichloroacetic acid, use
of galvanocautery, use of astringents and pyrogallic
ointments efc. The treatment of nasal tuberculosis
is the same as for the other extrapulmonary sites, it
can be accompanied by surgical intervention with
cosmetic correction depending on the case and extent of
involvement.

The following three types of sinonasal tuberculosis
have been described in the literature /) mucosal
involvement leading to formation of polyps with
minimal pus discharge; ii) bony involvement and
fistula formation with abundant discharge of acid-fast
bacilli; and iii) hyperplastic changes with formation of
tuberculoma. In the case of sinus involvement the most
commonly affected is the maxillary sinus (10).

Few important differential diagnoses can be
considered while dealing with a case of nasal granuloma
like in Rhinosporidiasis histological examination of the
lesion shows characteristic appearance of sporangia, oval

or round in shape filled with spores which may be seen
bursting through its chitin walls (/7). Rhinoscleroma
is another differential diagnosis with demonstration of
characteristic Mikulicz cells in its histology (/2). In cases
of aspergillosis of nose the histological examination
of tissue demonstrates infiltrating aspergillus hyphae
(13). Histology of sarcoidosis demonstrates non
caseating granulomas. Midline granuloma is a lethal
malignant condition characterized by angiocentric and
angiodestructive growth patterns with extensive mucosal
ulceration and lymphomatous infiltrate (/4,15).

Many times the diagnosis is delayed and it may lead
to further involvement of the adjacent structures and
cosmetic disfigurement but fortunately in our patient
there was a superficial ulcerative and crusting lesion
over the tip of her nose which probably prompted
her parents to seek early consultation and so based
on clinical suspicion followed by histopathological
confirmation with demonstration of epitheloid
granulomas, necrosis and other supportive features
suggestive of tuberculosis the patient was started on
antitubercular chemotherapy. The patient responded
well to the treatment with resolution of her lesion and
improvement in general well being and didn't require
any sort of cosmetic surgery.

4. Conclusion

Extra pulmonary tuberculosis has a wide spectrum
of presentation and may manifest with constitutional
symptoms, which sometimes are the only diagnostic
clue. Sometimes it is not possible to do a bacteriological
and histopathological confirmation of the diagnosis
and treatment is given based on clinical suspicion.
Just like pulmonary tuberculosis, the patients of extra
pulmonary tuberculosis respond well to antitubercular
chemotherapy in most cases, however some cases may
proceed to complications or may be left with remnants
of the primary disease.

Our patient was a case of tuberculosis of tip of the
nose, which is a rare presentation of extra pulmonary
tuberculosis and was successfully treated with standard
antitubercular chemotherapy. Early diagnosis and
treatment are the cornerstone of management and can
prevent complications.
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