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A 35-year-old male complained of recurrent crops of
asymptomatic papules on his glans penis for the past
few weeks. They ruptured, ulcerated and healed with
tiny depressed scars.

tuberculoid granulomatous dermatitis (Figures 2 and 3).
WHAT IS YOUR DIAGNOSIS?

On examination, he had multiple tiny ulcers, papules
and pitted scars arranged in a more or less linear
fashion on the glans penis near the coronal sulcus
(Figure 1). There was no regional lymphadenopathy.
He denied any pre-marital or extra-marital sexual
contact.
All relevant biochemical and hematological parameters
and X-ray chest were within normal limits. Smears from
the ulcers and serum VDRL and HIV (ELISA) tests were
negative. A biopsy from one of the lesions revealed

Figure 1: Multiple tiny ulcers and pitted scars on the glans penis

Figure 2: Skin biopsy showing diffuse granulomatous infiltrate
in the dermis (H and E, x 200)

Figure 3: Tuberculoid granuloma with giant cells (H and E, x 400)
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Diagnosis: Papulonecrotic tuberculide
Histopathology: Skin biopsy shows ulceration and
granulomas composed of epithelioid cells and Langhans
giant cells.
The term tuberculide was first used by Darier in 1896
to denote recurrent, papular and nodular skin eruptions
usually disseminated and symmetric, showing a
tendency to spontaneous involution.[1] Pautrier in 1936
first described PNT and established its tuberculous
etiology.[3] Though M. tuberculosis is the most common
etiological agent, a case of PNT as a reaction to M.
kansasii was recently reported.[3] PNT is most commonly
seen in adults, with a female preponderance (M: F =
1:3).[4] It is characterized by an eruption of necrotizing
papules occurring in symmetrical crops, particularly
affecting the elbows, knees, buttocks and face and
responding to antituberculous treatment. Associated
clinical features described are tuberculous arthritis with
gangrene, lymphadenopathy, phlyctenular conjunctivitis
and leukocytoclastic vasculitis.[5] There are reports of
the simultaneous occurrence of two tuberculides,
erythem induratum and papulonecrotic tuberculides.[6,7]
Lupus vulgaris is also reported to develop from PNT.[7]
Biopsy, a general physical examination and tuberculin
testing are necessary to establish the diagnosis. The
histopathological characteristics depend on the age of
lesions, and range from subacute lymphocytic vasculitis
to granulomatous vasculitis with focal infarction and
coagulative necrosis, which is characteristically “flask
shaped” when viewed under low power.[7] Tuberculin
sensitivity is intense.
It is suggested that PNT begins as an Arthus reaction,
followed by a delayed hypersensitivity response, which
will prevent the local proliferation of M. tuberculosis.[7]
The patients’ active immune system destroys all
evidence of the bacilli in the skin, making stains and
cultures negative.[8] However PCR examination may
reveal evidence of M. tuberculosis.[9] In a large series of
91 cases of PNT, only 38% had a focus of tuberculosis.[10]
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Though strongly Mantoux positive, our patient did not
have any clinical or radiological evidence of a
tuberculous focus. In 1977, Kumar and Kaur described
a case of PNT on the penis, which is probably the first
such report from India.[1] There are also reports of
involvement of the glans penis from other countries.[4,8]
Our patient was treated with standard anti-tuberculous
treatment and there was no recurrence.
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