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Abstract
Objective: The objective of this study is to present a rare case of secondary lingual tuberculosis (TB). This 
was the first reported occurrence of this disease in the hospital and in the province in 50 years.

Case report: A 69 year old male patient who had been hospitalized twice because of bacterial pneumonia 
acquired in the community was admitted to the hospital. For three weeks prior to admission the patient had 
suffered fever, dry irritating coughing, constitutional symptoms, 0.5 to 1.0 cm nodular lesions on the dorsum 
of the tongue, and canker sores at the base of the tongue. As a result the patient had been unable to eat. Two 
acid fast bacilli (AFB) smears both showed a rating of 9. Tuberculosis testing, x-rays and histology confirmed 
the diagnosis. Tuberculosis treatment was begun. After two months the nodules disappeared. The patient 
remained asymptomatic and continues to be monitored on an outpatient basis.  

Conclusions: TB of the tongue is a rare finding that should be included in the differential diagnosis of 
diseases of the oral cavity. This case demonstrates the importance of continued vigilance of this entity in 
medical and dental practice.
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INTRODUCTION

Today tuberculosis (TB) is a curable disease. Its prevalence 
decreased significantly after the introduction of streptomy-
cin and polychemotherapy, but the problem has not been 
completely solved problem, and it has reappeared in a spec-
tacular manner forcing doctors to keep it in mind not only 
when faced with lung diseases but also when diagnosing 
and treating symptoms located in various other organs.

This entity is a chronic, systemic bacterial infection that 
most often affects the lungs. Nevertheless, it can compro-
mise, in order of frequency, the kidney, lymph nodes, liver, 
nervous system, and bones. The decline in TB has not been 
followed by a decrease in the number of extrapulmonary 
sites, but has been shown accompanied by decreased mor-
bidity and mortality (1).

Oral manifestations of TB are extremely rare. With an 
incidence of 14%, the tongue is the least common location 
in this area, but it has a variety of presentations (2). Lingual 
TB is a diagnostic dilemma particularly because of its rarity, 
especially its presentation in immunocompetent patients 
(2, 3).

The aim of this paper is to present the case of a patient 
with pulmonary and lingual TB. This was the first case diag-
nosed in Camagüey in the last 50 years.

CASE REPORT

A 69 year old male patient had come to the hospital twice 
with a diagnosis of community-acquired bacterial pneu-
monia. The patient was a smoker without family history of 
interest. Three weeks before admission to the hospital, he 
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developed a fever accompanied by night sweats, a dry irri-
tating cough, asthenia, anorexia and weight loss (10 kg in 
2 months). In the three days prior to admission he noticed 
pain in his tongue radiating to the right ear. The pain was 
accentuated by chewing and made eating difficult.

Physical examination: The patient’s vital signs were as 
follows: respiratory rate - 28/min, central heart rate - 100 
beats/ minute, blood pressure - 110/70 mmHg.  His gene-
ral condition had deteriorated. He was feverish and had 
a temperature of 39 ° C. There were no  alterations in his 
skin  nor palpable lymphadenopathy in any lymph node 
chain.  Cardiopulmonary examination revealed a globally 
decreased vesicular wheeze with scattered crackles in both 
lungs especially in the upper 2/3 of the left lung. The patient 

had  tachycardia and rhythmic heart murmurs.  In the oral 
cavity (Figure 1) five to seven nodular lesions were found in 
the posterior third of the dorsum of the tongue. The lesions 
were soft and painful and measured between 0.5cm and 1 
cm. They were infiltrated and had some bleeding dots at the 
base of the tongue. Six to seven aphthous ulcers were obser-
ved at the tip of the tongue. They were yellowish-white with 
rounded-edges and measured 0.3mm to 0.6 mm. No abnor-
malities were found in other organ systems.

Clinical Studies: Analytical studies are presented in Table 1. 
Serological studies for VDRL, HIV, HVB antigens and HVC 
antigens were negative. Blood cultures were negative. A chest 
x-ray showed multiple nodular opacities scattered throug-
hout both lung fields especially in the upper 2/3 of the left 
lung (Figure 2).  A CAT scan of the lungs showed hyper-
dense nodular lesions measuring 1.5cm to 3 cm in diameter 
scattered in both upper lobes but predominantly in the left 
lobe. Some of these nodes showed a tendency to cavitation 
(Figure 3).  Faced with the possibility of lung tuberculosis, 
the patient was tested with the Mantoux method and an 
AFB smear (TB). An induration of 16 mm was shown by the 
Mantoux method, and the AFB smear coded 9 in to 2 chan-
ces.  A tongue biopsy (Figure 4) showed a granulomatous 
inflammatory process consistent with lingual TB.  Sputum 
culture and histological samples tested with Lowenstein-
Jensen confirmed the growth of Mycobacterium tuberculo-
sis (Mycobacterium tuberculosis).

Figure 2.   Chest x-ray shows multiple nodular opacities scattered 
throughout both lung fields primarily in the upper 2/3 of the left lung.
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Figure 1. A. Presence of yellowish-white lesions with rounded-edges, on 
the ventral side and at the tip of the tongue. B. Note that there are five to 
seven nodules, some with hemorrhagic dotting, in the posterior third of 
the dorsum of the tongue. Sizes range from 0.5 to 1.0 cm. 



Rev Col Gastroenterol / 29 (2) 2014180 Case report

The patient was diagnosed as having pulmonary TB with 
secondary lingual compromise. Management began with 
polychemotherapy according to the National Program for 
TB management. At eight weeks the disappearance of oral 
lesions was observed, and there was marked improvement 
of the patient’s radiological and clinical picture. The patient 
has continued regular checkups as agreed for this disease.

DISCUSSION

Oral manifestations of TB are rare (4) because saliva conti-
nuously acts on the bacilli and prevents it from depositing 

Table 1. Laboratory tests.

Test Normal Range Result
Hemoglobin (g/dL) 14-18 11
Hematocrit 0.40-0.55 (men) 0.33
Leukocytes (x109/L) 4.5-11 7.5
Neutrophils
Eosinophils
Basophils
Lymphocytes
Monocytes

0.55-0.70
0.01-0.04
0.00-0.02
0.25-0.40
0.02-0.08

0.54
0.02
0.00
0.42
0.02

Reticulocyte count (%) 0.5-1.5 0.8
Mean corpuscular volume (fL) 80-100 85
MCHC (g/dL) 32.3-35.9 33
Platelet count (x109/L) 150-450 190
Serum iron (µg/mL) 40-160 (men) 39
ESR (mm/h 1st) 3-13 (men) 105
Glucose (mg/dL) 65-100 92
Creatinine (mg/dL) 0.5-1.5 0.85
Uric Acid (mg/dL) 3.6-8.5 (men) 7.4
Serum calcium (mmol/L) 8.5-10.5 9.2
Cholesterol (mg/dL) <200 185
Triglycerides (mg/dL) 40-150 140
ALT (U/L) 7-41 39.2
ASAT (U/L) 12-38 42
Alkaline phosphatase (U/L) 40-190 180
Gamma glutamyl transpeptidase  
(U/L)

7-46 (men) 44

Lactate dehydrogenase (U/L) 100-250 510
Prothrombin time (s) 11-17 16
Total serum protein (g/L) 60-80 70
Serum albumin (g/L) 35-50 41
Total Bilirubin (mg/dL) 0.3-1.1 0.9
Direct bilirubin (mg/dL) 0-0.3 0.29

MCHC: mean corpuscular hemoglobin concentration, ESR: 
erythrocyte sedimentation rate, ALT: alanine aminotransferase, ASAT: 
aspartate aminotransferase.

Figure 3. CAT scan shows hyperdense lung nodules measuring 1.5 to 
3 cm in diameter scattered throughout both upper lobes predominantly 
on the left side. Some nodules show pitting but without the presence of 
endobronchial compromise or mediastinal lymphadenopathy.

Figure 4.  A.  Microscopic view of a lesion field showing a chronic 
granulomatous inflammatory reaction without necrosis but with typical 
abundance of giant cells surrounded by lymphocytes (HE 10x). B. High 
magnification histology shows hard granulomas without necrosis or 
caseous necrosis. These are characteristic of the disease when it affects 
the tongue. They are accompanied by typical Langerhans cells (HE 40x).
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on oral tissue (5). When bacilli achieve penetration of the 
mucosa, they are phagocytized and incorporated into the 
circulation without causing oral lesions (4).  The mucosa 
is not environmentally suitable for development of myco-
bacterium tuberculosis (6).  The clinical characteristics of 
TB in the mouth can be primary (rare) or secondary (much 
more common) infections (4, 6, 7). The gums are most 
frequently affected by primary infections, followed by the 
oropharynx (6, 7). Nevertheless, the parotid can also be 
affected (8, 9). Secondary forms are mainly located on the 
tongue (5).

Children and young adults are most likely to be affected 
especially because of immunosuppression and the associa-
tion shown by some studies with HIV/AIDS (3). A study 
in India of 212 children with HIV found that 132 of them 
(62.26%) presented oral lesions, and TB was reported as a 
systemic disease in 49.1% (3). Thirty- three patients (26%) 
did not show immunosuppression, 74 (58%) had mode-
rate immunosuppression, and 20 (15%) had severe immu-
nosuppression.  In all cases it was shown that oral lesions 
correlated with lesions elsewhere in the body (3, 8, 9). 

In contrast, the case reported here is a 69 year old patient 
with no history of any primary or secondary immunosup-
pression.

In primary oral TB, lesions occur most commonly in the 
form of ulcers which appear pitted and are surrounded by 
edematous areas (2, 8, 9, 11). The edges of these ulcers 
bleed but heal spontaneously after 10 to 20 days (5, 10). 
Their sizes vary, but they average 2 to 3cm in diameter. 
They are whitish with a regular background and are usually 
located at the front and on the ventral surface of the tongue 
(13).  When TB occurs in the nodular form, the clinical 
course is more persistent and painful. In these cases there 
is painless cervical lymphadenopathy which subsequently 
can form abscesses and open to the skin. They discharge 
a necrotic material (4).  Lymphadenopathy may suggest 
malignancy (12).

Oral TB and lesions in other organs or other areas of the 
eye, nose and throat region are more common in secon-
dary infections although they usually originate in the lungs 
(4). In these cases, the lesions occur by direct infection of 
the mycobacteria from the sputum when a previous muco-
sal lesions allows infection or by transmission through the 
blood or lymph (5, 14). The most frequent site for tubercu-
lar ulcers and nodules is on the back of the tongue. Ulcers 
are resectable, non-adherent, soft, and usually painful. Pain 
is exacerbated during chewing and typically radiates to the 
ear. Lesions are rounded so that when cleaned they show 
yellowed corpuscles and bleeding points. These corpuscles 
are called yellow beans or Trélat signs (5, 10, 13). They are 
usually accompanied by cervical lymphadenopathy. 

The patient reported on here had a form of secondary 
tuberculosis with lingual compromise without ulcers, but 
with quite a few painful nodules on the dorsal surface of 
the tongue. He also presented thrush on the ventral side. 
This is a truly unusual finding not found in the literature 
reviewed.  Adenopathy was never evident in any of the 
explored node chains.

The patient’s oral condition and clinical, radiological and 
endoscopic signs are nonspecific (6-8). Usually the diag-
nosis is made   by histopathology that differentiates among 
granulomatous and neoplastic diseases (9).  A biopsy of 
the lingual region shows chronic granulomatous inflam-
matory reaction suggestive of TB, as was seen in the study 
of one of the lingual nodules of this patient.  When there 
is lymphadenopathy of the cervix or elsewhere, it can pro-
vide support for a diagnosis (12).  However, it should be 
taken into account that sometimes the histopathology of 
the initial biopsy reveals only nonspecific inflammation 
(15). Excised tissue biopsy is essential for differential diag-
nosis. Other possible diagnoses which must be discarded 
include squamous tongue cancer, smoking, histoplasmosis 
in endemic areas (10), syphilis, traumatic lesions, aphthous 
ulcers (14), lymphomas and various bacterial infections 
(16).  Polymerase chain reactions are also useful because 
of their high specificity in detecting genomic material of 
mycobacterium tuberculosis (8-10).

Although the diagnosis of lingual TB is a real clinical 
challenge, early identification is essential. Lesions can be 
completely healed with specific antimicrobial treatment for 
between two and eight months (9, 17). Some authors indi-
cate six months despite lingual TB’s association with other 
locations in the oral cavity, larynx and lung (18).

CONCLUSIONS

Because the lingual TB is so unusual, and since doctors 
rarely ever think of it as a possible cause of this clinical 
presentation, priority is given to other entities according to 
local epidemiology. This significantly delays diagnosis.  In 
secondary forms, which are the most frequent, the lingual 
condition usually results from pulmonary and/or laryngeal 
TB. Smear-positive forms are remarkably important in the 
epidemiology of this reemerging disease.
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