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Buruli ulcer commonly affects poor people who live near rivers or wetlands.
(Photo: Augustin Guedenon)
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Map of Africa showing the geographical transition of Buruli ulcer before
and after 1980 (Frangoise Portaels)

Geographical distribution of Buruli ulcer cases worldwide
Serological diagnosis of Buruli ulcer: preliminary results
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Fig. A5.1a. Trends of Buruli ulcer cases in Cote d’Ivoire, 1978—-1997

Fig. AS.1b,c. Geographical distribution of Buruli ulcer cases in Cote d’Ivoire, 1978
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Fig. A5.2b,c. Geographical distribution of Buruli ulcer cases in Benin 1989 and 1997
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Ziehl-Neelsen stained smear from a Buruli ulcer showing extracellular acid-
fast bacilli (Photo: Wayne Meyers)

Ghost cells (Photo: Wayne Meyers)

Ghost cells and vasculitis (Photo: Wayne Meyers)

Biopsy specimen from the edge of an ulcer showing undermining of the
dermis and massive necrosis of the skin, dermis, subcutis and the fascia

(Photo: Wayne Meyers)

Undermined edges of Buruli ulcer. Note the characteristic yellowish-white
necrotic base (cotton wool-like appearance) (Photo: John Hayman)

Lymphadenopathy in Buruli ulcer. The parenchyma of the node is necrotic
and the capsule is heavily infiltrated by acid -fast bacilli.(Photo: Wayne
Meyers)

X-ray of the foot showing destruction of the bone. Note the patient had
Buruli ulcer on the dorsum of the foot (Photo: Wayne Meyers & Battista
Priuli)

A papule (Photo: John Hayman)
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