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Case presentation 

Tuberculosis (TB) is a disease caused by Mycobacterium tuberculosis 
[1]. It constitutes a significant global health concern, with approxi
mately 10 million new TB cases diagnosed annually, resulting in 1.5 
million deaths each year [1]. Common symptoms of tuberculosis in 
children include coughing, lethargy, fever, failure to thrive, and night 
sweats [2]. Diagnosis relies on a combination of clinical assessment, 
radiological imaging, and epidemiological considerations [3]. It is worth 
noting that clinical presentations of TB involving symptoms such as 
fever, arthritis, and vasculitis are relatively rare. Cutaneous tuberculosis 
(CTB) was reported in less than one percent and presented in varying 
manifestations such as inflammatory papules, verrucous plaques, sup
purative nodules, chronic ulcers, tuberculous chancre, scrofuloderma, 
orificial tuberculosis, metastatic abscess, TB verrucosa cutis, and lupus 
vulgaris [4–6]. Consequently, the presence of atypical clinical mani
festations can lead to delayed diagnosis and treatment, potentially 
resulting in complications at a later stage. 

A healthy 15-year-old girl presented with one month of joint swelling 
(Fig. 1a), fever, and leg rash, along with vasculitis lesions on her legs 
(Fig. 1b). The initial differential diagnosis included Granulomatosis with 
Polyangiitis (GPA), Systemic Lupus Erythematous (SLE), TB, Nocardia, 
and fungal infection. A chest X-ray (CXR) revealed lung infiltrations 
(Fig. 1c), skin biopsy, and sputum both tested positive 1 + for acid-fast 
stain (AFB). She was treated with anti-TB drugs consisting of isoniazid 
(H), rifampicin (R), pyrazinamide (Z), and ethambutol (E), but showed 

no improvement after three weeks. A computed tomography (CT) scan 
of her chest and abdomen revealed lung consolidations with a tree-in- 
bud pattern (Fig. 1d) and a liver lesion (Fig. 1e). Liver biopsy 
confirmed AFB and detected TB without rifampicin resistance by Xpert 
MTB/RIF testing. Following liver aspiration and continued HRZE 
treatment, the patient’s condition improved within five days. 

In this case, which presented an unusual presentation, CXR aided in 
diagnosing TB. Therefore, for patients with prolonged fever and vascu
litis residing in high-TB prevalence areas like Thailand [7], considering 
TB is essential. 
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Fig. 1. Multiple petechiae and purpura localized on the lower legs (a), marked swelling with tenderness on the left foot and ankle (b). Patchy infiltration was 
observed in x-ray mainly on the right upper lung zone (c), while CT scan of the chest revealed several consolidations with air bronchogram and reticulonodular 
opacities with tree-in-bud pattern scattering throughout both lungs (d). Hypodense lesion at the right lobe of the liver (e). 
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