Letters to the Editor

Tuberculosis with atypical
manifestations involving multiple
sites of the oral cavity: A case
study

Sir,

Oral tuberculosis is rarely observed; only 0.05-1.5% of
tuberculosis cases present with oral manifestations.!"!
Oral tuberculous lesions are characterized by atypical
or persistent ulcers and are often misdiagnosed as
malignancy, deep mycotic infection, syphilis and
traumatic or aphthous ulcers.**! Ulcers often appear
as single lesions.!”

A 52-year-old man with multiple oral ulcers visited
our clinic in November 2014. While the initial lesion
had developed 8 months earlier, there had been rapid
progression of disease with multiple new ulcers
over the previous 2 months. At presentation, he had
a 2.5 cm X 1 cm sized irregular ulcer involving the
buccal gingiva of the upper right second premolar
and first and second molars with mild tenderness of
the underlying bony surface at the ulcer base. The
root of the upper right first molar was exposed with
resorption of the underlying alveolar bone [Figure 1a].
Soft tissue defects, 2 and 5 mm in diameter, and
extending as deep as the underlying bone were noted
on the labial gingiva of the upper left lateral incisor
and the palatal mucosa adjoining the upper left first
molar, respectively [Figure 1b and 1c¢]. In addition, a
13-mm shallow erosion was noticed on the right hard
palate [Figure 1d]. Shallow ulcers were present on the
buccal gingival margin of the mandible adjacent to the
lower right first and second molars [Figure 1e].
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Eight months earlier, our patient’s initial single gingival
erosion located posteriorly in the right maxilla was
diagnosed as osteoradionecrosis at a local hospital. Oral
amoxicillin administered for 14 days was ineffective.
Later, when multiple oral lesions appeared, there
was difficulty in eating and speaking owing to pain.
The patient also experienced considerable weight
loss (approximately 10 kg), recurrent fever, as well as
a decline in overall health. Medical histories included
chemoradiotherapy for nasopharyngeal carcinoma
10 years previously and cure of chest cutaneous
tuberculosis 8 years previously with standard
treatment. In addition, he denied any family history
of tuberculosis.

One month back, the patient had undergone a routine
blood test that showed a normal complete blood
count, blood glucose levels and liver and kidney
functions. Laboratory investigations for human
immunodeficiency virus and syphilis were negative;
the tuberculosis-antibody assay was positive, purified
protein derivative tuberculin skin test was negative
and tuberculosis-interferon gamma release assay was
positive (125.47; reference range: 0-14).

Computed tomography revealed right-sided partial
maxillary alveolar resorption and swelling of the
surrounding soft tissue. Chest radiography showed
miliary nodular opacities in both the lungs. A biopsy
taken from the maxillary right first molar vestibular
groove revealed granulomatous inflammation
suggesting the possibility of tuberculosis. Several
acid-fast bacilli were identified on Ziehl-Nielsen
staining [Figure 2]. DNA fragments of Mycobacterium
tuberculosis were found on quantitative real-time
polymerase chain reaction.
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Figure 1: (a) A 2.5 cm x 1 cm sized irregular ulcer involving the
buccal gingiva of the upper right second premolar and first and
second molars. The root of the upper right first molar was exposed
with resorption of the underlying alveolar bone. (b) A 2 mm soft
tissue defect on the labial gingiva of the upper left lateral incisor
extending to the surface of the underlying bone. (c) A 5 mm soft
tissue defect on the palatal mucosa adjoining the upper left first
molar extending to the surface of the underlying bone. (d) A 13-mm
shallow erosion on the right hard palate. (e) Shallow ulcers on the
buccal gingival margin of the mandible adjacent to the lower right
first and second molars. (f-j) Healing of the lesions

A diagnosis of osteoradionecrosis was not
considered given the total lack of response to
antibiotics and failure to detect any sequestrum on
computed tomography of the jaw. As a false-negative
tuberculin skin test is found in approximately 28%
of tuberculosis patients, this could explain our
patient’s negative result.!

Although the oral lesions were diverse and atypical,
when clinical, laboratory and histopathological
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Figure 2: Oral biopsy demonstrating acid-fast bacilli (Ziehl-Nielsen
staining, x200)

findings were considered together, they were most
suggestive of oral tuberculosis.

The patient achieved clinical remission 3 months after
initiation of anti-tubercular therapy; healing of all the
ulcerative perforative lesions [Figure 1f-j] confirmed
our diagnosis.

Shallow gingival ulcers, deep necrotic gingival ulcers
with damaged alveolar bone, soft tissue defects in the
gingivaand hard palate with exposure of the bone surface,
and irregular palatal erosions occurred simultaneously;
perforation of soft tissue at two locations (the gingiva and
hard palate) has been rarely reported previously because
the involvement of the alveolar bone in tuberculosis is
rare.) The most common site of oral tuberculosis is
the tongue while the hard palate is the least common
site of infection./*s! Our patient’s unusual presentation
with multiple ulcers mainly involving the gingiva and
hard palate, sites rarely affected by tuberculosis, made
diagnosis difficult.
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