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ABSTRACT 
At present, the rate of extrapulmonary tuberculosis is gradually increasing among all tuberculosis cases. The secondary tuberculosis of oral cavity represents 0.2-1.5% 
of all cases with extrapulmonary tuberculosis. Although incidence of oral lesions secondary to pulmonary tuberculosis ranges from 0.4% to 1.5%, primary tuberculosis 
of the tongue occurs very rare, and it is published only as isolated case reports. A male patient presented to our dermatology clinic with complaints of painful ulcerated 
white plaques on the tip of his tongue lasting for three months, and an excisional biopsy showed granulomatous inflammation with caseification necrosis. Pulmonary 
and systemic examination showed no evidence of pulmonary or other extra-pulmonary tuberculosis, and he was initiated therapy for diagnosis of primary tuberculosis 
of the tongue. We found that the lesion completely resolved during the follow up visit after 1 month. Primary tuberculosis of the tongue should be for differential 
diagnosis of resistant painful oral lesions. 

 
Keywords: tuberculosis of the tongue, extrapulmonary tuberculosis, primary tuberculosis 
 
 
INTRODUCTION 

Extrapulmonary tuberculosis (EPTB) associated with several 
reasons has become increasingly a significant part of 
tuberculosis morbidity during the 20th century. EPTB is 
evaluated in two specific conditions; during examination of 
fever of unknown origin and in case of biopsy showing 
granulomatous inflammation in a organ or infected site (1). 

Involvement of the upper respiratory tract often appears as 
a complication of pulmonary tuberculosis. It occurs during first 
exposure of these structures to sputum with mycobacteria, 
which mostly results in involvement of the larynx (2). Other 
involved areas of the upper respiratory tract include middle 
ear, mastoid, nasopharynx, nasal concha, tonsils and tongue 
(3). Tuberculosis of the upper respiratory tract has been 
substantially reduced by the use of anti-tuberculosis drugs. Its 
incidence ranges from 0.4% to 1.5%. Like other EPTBs, 
tuberculosis of the upper respiratory tract still remains one of 
the major clinical problems due to its atypical symptoms and 
signs and challenges in diagnosis (4). 

In patients with pulmonary tuberculosis, the reported 
incidence of secondary oral tuberculosis lesions varies between 
0.4% and 1.5% (5). Primary tuberculosis is a very rare condition, 
which has been published as isolated case reports. 

CASE PRESENTATION 

A 46 year-old male patient presented to our outpatient 
clinic with a complaint of inflammatory painful wound on the 
tip of his tongue for 3 months. He had previously received local 
treatment at the dermatology and ear nose and throat 
outpatient clinics of external centers, however due failure to 
respond, he was treated with cauterization and excision, but 
same complaints recurred.  

The dermatological examination showed a 1x1.5 cm 
ulcerated white plaque in the mid part of the tongue, and he 
underwent excisional biospy (Figure 1) for preliminary diagnosis 
of squamous cell carcinoma, leukokeratosis, leukoplakia, lichen 

planus, traumatic ulcer, nicotine stomatitis, pemphigus 
vulgaris. Excisional biopsy of the tongue showed granuloma 
formations, langhans type giant cells including caseating 
necrosis under the epithelium in areas covered by multilayer 
squamous epithelium with an ulcerated center (Figure 2). The 
patient was referred to the chest diseases and tuberculosis 
outpatient clinic for suspected tuberculosis. 

Medical history and physical examination of the patients at 
the department of chest diseases showed no respiratory 
symptoms or signs. Other system examinations were normal. 
There was no abnormality in his hemogram, sedimentation rate,  

 
Figure 1: The appearance of the tongue,  post-excisional biopsy 
and post-treatment 
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urinalysis and routine biochemical tests. Serologically human 
immunodeficiency virus (HIV), and venereal disease research 
laboratory (VDRL) test result was negative. 

PA chest radiography and thoracic tomography showed no 
pathological result. PPD test result was 24 mm. 

The patient was initiated on a quadruple therapy for 
tuberculosis (isoniazid, rifampicin, ethambutol, pyrazinamide). 
The ulcerated white plaque was completely resolved during the 
follow up visit after 1 month (Figure 1). 

DISCUSSION 

Primary tuberculosis of the tongue occurs very rare. Among 
all types of extrapulmonary tuberculosis, the incidence of 
secondary tuberculosis of the oral cavity ranges from 0.2 to 
1.5% (6). Tuberculosis of the tongue is more common in women 
than in men, being usually observed at patients aged over 40 
years of age (7). Our patient was a 46 year-old male.  

Tuberculosis of the oral cavity usually develops secondary 
to active pulmonary tuberculosis. These patients develop 
disease as a result of direct implantation of tubercle bacilli 
from the sputum into the damaged mucosa with the help of 
predisposing factors (2). Although it is rare, cases with primary 
tuberculosis of the oral cavity have been reported (8). As it was 
the case in our patient, bacillemia which develops less 
frequently during the primary infection evoked on first 
exposure to tubercle bacilli and mycobacteria that can spread 
throughout the body can be controlled by host cellular 
immunity, however it rarely results in primary tuberculosis of 
the tongue with activation of bacilli since this response is 
usually inadequate for sterilization. Therefore, tuberculosis 
should be suspected in patients with resistant painful oral 
lesions, and it should be kept in mind despite presence of a 
normal chest radiogram. 

Predisposing factors of the disease include poor oral hygene, 
trauma, irritation, tooth extraction, pyogenic focus and 
leukoplakia. Our patient had a poor oral hygene and caries. 

Tongue is the most commonly affected part of the oral 
cavity. The dorsal surface is more commonly involved than the 
ventral surface (9). The most common oral tuberculosis lesions 
are tip of the tongue, lateral tongue and floor of mouth, soft 
palate, anterior tonsillar pillar, uvula, superior and posterior 
parts of the tongue, respectively (10).  Lesions are mainly in 
the form of ulcerations. Our patient had 1x1.5 cm ulcerated 
white plaque on the tip of his tongue. Oral ulcers are usually 
single 

rather than multiple; they have an indurated, irregular and 
undermined margin with a necrotic base. Other manifestations 
of oral tuberculosis may include nodular lesion or cold abscess 
(11). 

The symptoms present as pain and discomfort while eating. 
The main complaint of our patient was an ulcer and 
inflammatory pain on the tip of his tongue. Lesion was markedly 
resistant to the invasion by mycobacterium tuberculosis due to 
high concentration of therapeutic drugs, prominent vascularity 
of oral mucous membranes and reduced fibrinolytic activity (6). 

The clinical course of oral tuberculosis is non-specific. It 
must be differentiated from epidermoid Ca, syphilis, fungal 
infections and other granulomatous conditions. VDRL was 
negative in our patient. Biopsy showed no evidence of 
malignancy. Early biospy results are often not diagnostic. 
Repeated biopsies, radiographic examinations, serological 
tests, culture, gram and acid fast staining are required for the 
diagnosis (12). We made the diagnosis in our patient depending 
on the granulamatous inflammation with caseification necrosis 
during the first biopsy of the tongue. 

Oral tuberculosis responds well to antituberculosis therapy. 
We found that the tongue completely resolved in our patient 
during the follow up after 1 month, and there was no 
recurrence. 

CONCLUSION 

Although it is rare, primary tuberculosis of the tongue 
should be kept in mind for differential diagnosis of resistant 
painful oral lesions, and such patients mostly seen by 
dermatologists, ear nose throat specialists and dentists should 
be examined accordingly without any delay. 
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