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An unusual site of presentation of tuberculosis:

tuberculosis hard palate

Zahid Suhail, Yousuf Khambaty, S. Khalid A. Ashrafi, Ayub Musani

Abstract:

We report a case of young female patient of 22 years of age who presented to us in our out

patient department with a short history of burning sensation in mouth and a swelling on the

palate region on mid position, posteriorly. After routine history and physical examination CT

scan, routine blood work and a biopsy of the lesion was advised. Result of the histopathology

revealed granulomatous inflammation with langhan’s type giant cells. A diagnosis of tubercu-

losis (TB) of palate was made. She had no signs of pulmonary TB. TB of palate is a rare entity

and that too without any signs of pulmonary TB is exceptional which prompted us to do the

case reporting. She was started on anti-tuberculous regimen and within the short span of

only 10-days her response was dramatic. One should always therefore consider, in differential

diagnosis, the possibility of tuberculosis when seeing a lesion in oral cavity as the response to

drugs is excellent.
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Introduction:

Tuberculosis (TB) is a major public health
problem in Pakistan and unfortunately it has
been one of the neglected health areas in past'.
Pakistan ranks 8th amongst the countries with
highest burden of TB in the world. According
to World Health Organization (WHO) the in-
cidence of sputum positive TB cases in Paki-
stan is 80/100,000 and for all other types it is
177/100,000. TB is responsible for 5.1% of total
national disease burden in Pakistan. The disease
is directly linked to socioeconomic status and
75% presents in productive age group.

TB is a chronic granulomatous infectious dis-
ease caused by Mycobacterium tuberculosis via
inhaling contaminated (Pfluger’s droplets) drop-
lets and less so by Mycobacterium bovis or other
atypical mycobacteria*®. The oral mucosa is a
rare location for TB infection and it may either
be primary, or more often, a secondary infection.
Oral manifestation of TB is with an incidence of
1.4% of total TB cases."® Floor of mouth, soft pal-
ate, gingiva, lips and hard palate can be involved,
however, palate and tongue are the commonest
sites of involvement for oral TB."

Case report:

A young female of 22 years of age presented
to us in our outpatient department with a very
short history of burning sensation in mouth and
a swelling in the oral cavity on the left half of the
palate region. The local examination revealed a
raised pinkish area of about 3x2 cm in size, with
well defined margins, a hyperemic overlying
mucosa and minimal tenderness was present
(Figure 1). The oral cavity hygiene was good.
In the left nostril’s floor a small elevation was
also noted. Bilateral cervical lymphadenopathy
was also present. Her other ENT examination
was unremarkable. There was no history of any
weight loss or fever. Routine blood work was
also unremarkable. CT scan was advised and
it showed: an erosive lesion on left half of the
hard palate with soft tissue component, mea-
suring 3.1 x 1.4 x 0.9 cm in AP, transverse and
cranio-caudal direction (Figure 2). Multiple
bilateral lymphadenopathy was present with
the larges one measuring, at level I on left side,
2.2x2.1 cm. Biopsy was done and histopathol-
ogy revealed: langhan’s type giant cells forming
granulomas with focal necrosis (Figure 3) and
staining for acid fast bacillus (AFB) was nega-



Figure 1: Photo showing the lesion on palate

tive. A diagnosis of TB-hard palate was made.
Her Mantoux test showed induration of 12mm;
her ESR (Westergren method) in 1st hour was
25mm. No evidence of pulmonary TB was pres-
ent nor was any family history. She was started
on anti-tuberculous regimen comprising of
Ethambutol, Rifmapicin, Isoniazid (INH) and
Pyrinzinamide (PZA) according to weight and
her response within 10-days was excellent. She’s
still under treatment with our constant follow-
up. Our plan is to give a full course of anti-tuber-
culous treatment.

Discussion:

Approximately 2% of patients with pulmonary
TB shows evidence of upper respiratory tract
involvement'?, but primary TB of upper respi-
ratory tract in absence of pulmonary TB is ex-
ceptional.”® Oral lesions of TB are non-specific
in their clinical presentation and are often over-
looked by the clinicians.'* The pathogenesis of
oral involvement isn’t clearly established, but it
appears that organism gains entry in mucosal
tissues through a break in mucosal surface.*
Oral TB is common in 20-40 years of age group
with a male-to-female ratio of 4:1." The litera-
ture suggests that tongue is the most common
site followed by the palate, gingiva, lips, buccal
mucosa, alveolar mucosa and buccal sulcus®.
Hard palate involvement is more frequent than
soft palate involvement. The palatal lesion may
be seen as a granuloma or ulceration, the latter
being more common. Palatal lesions are often
small. Primary TB involvement of palate is ex-
tremely rare!

Conclusion:
The aim for this case reporting is to highlight the
fact that in oral cavity lesions, when making a

Figure 2: CT Scan of the same patient
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Figure 3: Photomicrograph showing necrosis
and giant cells (H & E stain )P

differential diagnosis, the diagnosis of oral cav-
ity TB also needs to be kept in mind as medical
treatment in this condition is excellent and pre-
cious resources could be saved both in time and
money!
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