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Introduction
Tuberculosis is an infectious disease caused by
Mycobacterium tuberculosis. It is transmitted pri-
marily through the respiratory tract. Tuberculosis is
a global health problem, with eight million people
newly infected annually and three million people
dying from diseases related to complications aris-
ing from the disease. Its incidence in underdevel-
oped countries is increasing, and this is thought to
be because of associated poor hygiene conditions
[1,2].

Tuberculosis mainly affects the pulmonary
system but it can also involve extra-pulmonary
sites, including the head and neck region. A review
of the English-language literature suggests that oral
tuberculosis generally has been regarded as a rare
entity (affecting approximately 0.05% to 5.00% of
patients with the disease). Thus, the disease rarely
features in the differential diagnoses of head and
neck lesions [3-7].

A case report of a tuberculosis lesion in the
oral cavity is presented here, with an unusual clini-
cal presentation of a painless erythematous growth
in the anterior region of a maxillary edentulous
ridge that caused the patient to seek professional

care and led to diagnosis of oral tuberculosis. In
contrast to the published reports of oral tuberculo-
sis, in which it presented as oral ulceration or was
located in the vestibular area near the corner of the
mouth or lower lip [5,8], this lesion was present in
the maxillary buccal vestibule and did not involve
the alveolar bone.

Case Report
A 49-year-old Indian female patient of lower socio-
economic status reported with a complaint of an ill-
fitting upper denture as a result of a growth, which
had been present for six months. The patient also
complained of multiple pea-shaped swellings in her
neck, which had been present for nine months. A
through medical history did not reveal any evi-
dence of weight loss, chills, night sweats, or cough.
On extra-oral examination, multiple upper cervical
lymph node enlargements were observed with max-
imum of 2 cm in size and palpation revealed mat-
ted, non-tender and non-fixed lymph nodes of the
submandibular and anterior cervical chain on both
sides (Figure 1). An intra-oral examination
revealed a solitary, erythematous, ill-defined papil-
lary growth that was granular in appearance, with
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dimensions of 1 cm x 3 cm. It was located in the
maxillary facial vestibule and extended along the
edentulous ridge from 14 to 24. It obliterated the
vestibule and did not involve the maxillary ridge
superio-inferiorly (Figure 2a and b). The surface of
the growth was shiny; no bleeding, ulceration, or
pus drainage were observed. It was not tender and
was soft in consistency when palpated.

Figure 1. Cervical lymphadenitis.

Figure 2 a, b. Erythemous growth in maxillary
facial vestibule.

The patient gave a past dental history of
extraction of upper front teeth one year previously.

She had not taken any medication for the lesion.
Her family history was non-relevant. Routine
haematological and biochemical investigations and
a chest radiograph were undertaken on the day that
the patient reported to the department; they did not
reveal any abnormality. No radiographic evidence
of involvement of underlying bone was seen on an
occlusal radiograph. Ultrasound examination of the
enlarged lymph nodes was performed three days
after the first visit of the patient. It revealed hyper-
echoic, matted lymph nodes, suggestive of tubercu-
losis (Figure 3).

Figure 3. Ultrasound picture of left cervical
lymph nodes.

Three weeks after the first visit, serological
tests were performed for syphilis and human
immunodeficiency virus (HIV), together with a
sputum examination, including Zielh–Neelsen
staining. They gave negative results. Biopsy of the
intra-oral lesion was then undertaken. The subse-
quent histopathological examination showed strati-
fied squamous epithelium and connective tissue,
revealing crushing artifacts, with the presence of
multiple necrotising epithelioid cell tuberculous
granuloma and Langhans type of giant cell (Figure
4). Acid-fast bacteria (AFB) staining was also
found to be negative in the biopsy specimen.

The patient was referred to Department of
General Medicine at the General Hospital in
Bangalore and a multidrug anti-tubercular regimen
was started. This anti-tubercular therapeutic regi-
men was administered for six months and follow-
up showed complete resolution of the oral lesion
with no recurrence after two years, suggesting a
successful outcome.
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Figure 4. Langhans giant cell containing nuclei
arranged in a horseshoe-shaped pattern at cell

periphery.

The anti-tuberculous regimen for the patient
was as follows. In the initial phase, the following
drugs were given for two months: ethambutol
hydrochloride (E): 500 mg, twice daily; isoniazid
(INH): 150 mg, twice daily; pyrazinamide (Z): 750
mg, twice daily; rifampicin (RIF): 300 mg, twice
daily. The initial phase was followed by continua-
tion phase which during which the following drugs
were given for a further four months: INH: 150 mg,
twice daily; RIF: 300 mg, twice daily.

During follow-up, the size of enlarged lymph
nodes reduced from 2 cm to 1 cm after the first three
months of treatment and were of normal size after
one year. The size of intra-oral lesion reduced and
then completely healed. Six months after the comple-
tion of anti-tuberculous therapy, the patient was
referred to Department of Prosthodontics for the con-
struction of a new denture. No recurrence of the
lesion was observed in the follow-up period of two
years after completion of drug regimen (Figure 5).

Figure 5. Resolved oral mucosal lesion after anti-
tubercular therapy.

The patient gave written consent for her photo-
graphs and those of the lesion and its histopatho-
logical images to be used in this case report.

Discussion
Tuberculous involvement of the oral cavity is
extremely rare, with incidence ranging from
0.05%-5.00% [4,9]. Tuberculous lymphadenitis
constitutes a component of head and neck disease
in up to 90% of patients and presents as single or
multiple enlarged lymph nodes that may be firm,
fluctuant, or matted with fistula formation [5,9-11].

The World Health Organization (WHO) esti-
mates approximately 20 million active cases of
tuberculosis, 80% of which occur in the developing
countries. The regions with the highest incidence of
tuberculosis are the Indian subcontinent, South-
East Asia, and Africa. The epidemiology of tuber-
culosis differs considerably with ethnicity. Age has
also been implicated as an important risk factor, as
well as differing ethnic and socio-economic group-
ing [12]. Poorer populations are twice as likely to
have tuberculosis and three times less likely to
access care for this disease [13].

Oral tuberculosis most commonly results from
contact of the oral tissues with infected sputum or
haematogenous dissemination in an older individ-
ual with pulmonary disease. In contrast, cases of
primary infection arising through direct mucosal
invasion by mycobacteria are uncommon and typi-
cally are seen in young patients, who often present
with cervical lymphadenopathy with or without
cutaneous sinus formation [6]. An intact and
healthy oral mucosa seems to provide a sufficient
barrier to mycobacteria, with saliva also helping to
control the organisms [8].

The sites demonstrating the most frequent
involvement with primary tuberculosis are the gin-
givae, vestibular mucosa, and extraction sockets.
Mucosal lacerations and dental extractions have
been implicated as predisposing an individual to
the development of oral tuberculosis [7].

Traditionally, the diagnosis of tuberculosis has
been made on the basis of clinical and radiograph-
ic findings. The diagnosis of orofacial tuberculosis
can be quite challenging, mainly because of a lack
of definite signs and symptoms. According to
Pandit et al. (1995), when considering the overall
prevalence of tuberculosis in the Indian population,
the presence of epithelioid cell granuloma is indica-
tive of the disease unless proven otherwise, which
is similar to our findings. It is also reported that the
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percentage of cases showing AFB positivity
declines when more epithelioid cell granulomas are
observed [14].

Dimitrakopoulos et al. (1991) reported two
cases of primary tuberculosis of the oral cavity
where smears and culture for AFB, from the oral
lesion and the sputum, were negative [15]. They
confirmed the diagnosis solely on the basis of his-
tory and histopathologic examination, which only
revealed giant cells and epithelioid cells. In their
manuscript, they have quoted various reasons cited
by different authors for the difficulty in microbio-
logic detection of the tubercle bacilli. This may be
due to (a) high immunity of the patient resulting in
destruction of the bacilli, (b) their enclosure by
local tissue reaction and the very small numbers of
tubercle bacilli in oral lesions, which is why direct
examination of scrapings stained with the
Ziehl–Neelsen stain are usually negative, and (c)
previous long-term treatment with antibiotics
[11,15].

In our patient, the histopathology revealed the
presence of an epithelioid cell granuloma, which is
very typical of tuberculosis. It was noted that the
patient was responding to treatment. Also in the
present case, the patient was managed solely with
anti-tubercular chemotherapy.

Oral cavity tuberculosis is difficult to differen-
tiate from other conditions on the basis of clinical
signs and symptoms alone. When evaluating such
cases, clinicians should consider both infectious
processes, such as primary syphilis and deep fungal
diseases, and non-infectious processes such as
chronic traumatic ulcer and squamous cell carcino-
ma. If there is no systemic involvement, an exci-
sional biopsy is indicated to establish a definitive
diagnosis [6,16].

Multinucleated giant cells of Langhans type
are frequently seen in various granulomatous
lesions such as bacterial, fungal and autoimmune
diseases, including tuberculosis, leprosy, syphilis,
sarcoidosis, Crohn’s disease, eosinophilic granulo-
ma, cheilitis granulomatosis and certain fungal dis-
eases [17].

In case of any discordance in histopathologic
diagnosis, a Ziehl–Neelsen stain, a complete med-
ical and dental history, a clinical correlation and an
immune-based assay can be used to rule out other
lesions with Langhans type of giant cells. For
example, unlike tuberculosis, sarcoidosis lacks
caseous necrosis and acid-fast organisms.

If syphilis is suspected histopathologically,

vascular changes such as proliferative endarteritis
and a proliferation of endothelial cells resulting in
constriction of the vascular lumen are seen.
Warthin–Starry stain can be used to identify the
causative organism.

Leprosy lesions are associated with the
involvement of superficial nerves leading to anaes-
thesia and paraesthesia, which may cause unre-
alised trauma leading to ulcers and secondary
infection [17,18].

Cheilitis granulomatosis involves only lips,
most often the lower lip, but skin and mucous
membrane remain intact. Histopathologically, sar-
coid-like non-caseating granulomas are present.

Crohn’s disease manifests itself as granuloma-
tous nodules and ulcers in the oral cavity along
with associated gastrointestinal symptoms.
Histopathology reveals the presence of non-caseat-
ing epitheloid granulomas with Langhans giant
cells. Schaumann and asteroid bodies may also be
present [17,18].

Fungal lesions such as histoplasmosis, blasto-
myosis and coccidiomycosis should also be consid-
ered during diagnosis of an oral tuberculosis lesion.
Microscopically, organisms can be identified with
stains such as haematoxylin and eosin (H&E), para-
aminosalicylic acid (PAS), or methenamine silver.
Sporangia may be found free within necrotic tissue
or within the epitheloid cells and giant cells of the
granuloma. Fungal cultures can be an aid in identi-
fication of specific fungal species [17,18].

The same basic principles for the treatment of
pulmonary tuberculosis apply to extra-pulmonary
tuberculosis. For tuberculosis at any site, a course
of treatment of from six to nine months with regi-
mens that include INH and RIF is recommended;
the single exception is meningitis, for which 9 to 12
months of treatment is recommended [9,16,19,20].

In the present case, the patient reported with a
painless erythematous lesion in the maxillary facial
vestibule. This is an unusual presentation for oral
tuberculosis because most cases reported in litera-
ture are related to painful ulceration, with the most
commonly involved sites being either tongue or
gingivae. As the patient gave a history of traumatic
extraction in relation to maxillary anterior teeth,
inflamed and irritated mucosa could have favoured
localisation of the organisms leading to develop-
ment of this lesion. The diagnosis of primary oral
tuberculosis in our patient was made by biopsy
because the clinical features of the oral lesions were
non-specific and chest radiographs and sputum



examination, including Zielh–Neelsen staining,
were negative for pulmonary involvement.
Histopathology of the lesion demonstrated multin-
ucleated giant cells, especially Langhans giant cells
and histiocytes. Ultrasound investigation of cervi-
cal lymph nodes demonstrated the size of the
enlarged lymph nodes and the presence of central
hypodensity. An anti-tubercular therapeutic regi-
men was administered for six months and follow-
up showed complete resolution of oral lesion with
no recurrence after two years, suggesting a success-
ful outcome.

Conclusion
Tuberculosis remains a devastating disease
throughout the world. Efforts to eradicate it have
been thwarted by poverty, lack of healthcare
access, drug resistance, immuno-suppressed popu-
lations (e.g., HIV-infected persons), and global
migration. As presented in this paper, in cases of
inflammatory or malignant lesions of the oral cavi-
ty, oral tuberculosis should be considered within a
diferential diagnosis and incisional biopsy should
be performed. In order to differentiate between the
possibilities of primary versus secondary tubercu-
losis of the oral cavity, a radiograph of the chest
should be taken. In cases of primary or secondary
oral tuberculosis, early detection, diagnosis, and
treatment are of the utmost importance. Effective
management requires prompt recognition using a

combination of clinical, radiographic, microbiolog-
ical, and histopathologic signs and the initiation of
appropriate multidrug therapy. In addition to effec-
tive treatment of patients with active tuberculosis,
public health management strategies include con-
tact investigation and testing of persons who came
into close contact with patients with active tubercu-
losis before initiation of therapy and reduction of
the population-based burden of tuberculosis
through timely treatment and follow-up.
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