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Pattern of oral lesions in multidrugs resistant tuberculosis
patient and the management: a case report
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Abstract
Objective: To describe the pattern of oral lesions in MDR TB patient
and the management.
Methods: A 42-year-old man with history of TB since 8 months before
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and MDR TB since 1 month. The patient complained of sore tongue since
2 weeks before, accompanied with white plaque on the tongue which could
be scrapped off leaving erythema areas. Intraoral examination showed
multiple ulcers at lateral and dorsum of the tongue, white plaques on the
tongue, buccal mucosa, labial mucosa, and palate. Swab examination from
the tongue showed a positive result for Gram-positive Bacillus Bacteria.
Tuberculosis ulcers and oral candidiasis were the diagnosis, so that the
given
treatment
were nystatin
and 0.2% chlorhexidine
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the tongue showed a positive result for Gram-positive Bacillus Bacteria.
Tuberculosis ulcers and oral candidiasis were the diagnosis, so that the
given treatment were nystatin oral suspension and 0.2% chlorhexidine
gluconate mouthwash.
Results: Ulcer and white plaques improved within 3 weeks.
Conclusion: The clinical manifestation of oral tuberculosis lesions usually
non-specific and sometimes similar with other lesions, making it difficult
to be diagnosed.

Tuberculosis (TB) is an infectious disease caused
by Mycobacterium tuberculosis, attacking various
organs, especially the lungs. Based on the 2016
World Health Organization (WHO) report,
around 10.4 million new cases and 1.8 million
deaths occur every years.1,2 The problem that is
often found in TB treatment is the resistance of M.
tuberculosis to Anti Tuberculosis (OAT), which
is known as Multi Drug Resistant Tuberculosis
(MDR-TB), where TB bacteria are resistant to 2
types of OAT (INH and Rifampicin).3
Oral manifestations of TB are rare cases that
are reported in less than 1% of the total cases,
that occur in patients of all ages in the form of
primary or secondary lesions of pulmonary
tuberculosis, the most are secondary infections.
The features are ulceration, gingival enlargement,
glossitis, tuberculoma, enlargement of the lymph
nodes and osteomyelitis and most are chronic
painless ulcers.4,5 Primary oral TB often in children
and adolescents, generally lesions are painless.
Secondary oral TB often found in middle-aged and
older people, lesions are almost always accompanied,
usually associated with pulmonary disease.6,7
Typical TB oral lesions are often found on
the dorsum of the tongue, while other locations
are on the gingiva, floor of the mouth, palate,
lips and buccal mucosa. Clinical features of TB
oral lesions are nonspecific and undistinguished
by other lesions, especially if oral lesions occur
before systemic symptoms.8,9

This case report to describe the pattern of oral
lesions in MDR TB patient and it’s management.

Case Report
A 42-year-old male patient was referred
from the Internal Medicine Department in
the Kemuning isolation room at Dr.
Hasan Sadikin Hospital with a diagnosis
of MDR-TB since 1 month ago and had a
history of TB since the previous 8 months.
The patient complained of white spots and
thrush on the tongue accompanied with pain
since 2 weeks before and had a history of
tongue biting at the time when the patient
was unconscious. The patient has used honey
for tongue thrush but the complaints still
persist.
Intraoral examination showed a white
plaque that could be scrapped off leaving
erythema areas on dorsum of the tongue,
buccal mucosa, labial mucosa and on the
palate. A painful concave yellowish ulcer with
irregular margin 5cmx1cm in size was found
at lateral of the right tongue. On the anterior
edge dorsum of the tongue a painful concave
gray-yellow ulcer 1.5cmx1cm in size was
found too figure 1.
History and clinical examination the diagnosis
of suspected ulcer on the anterior tongue and
lateral right tongue and candidia was made 0.2%
chlorhexidine gluconate mouthwash and nystatin
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Figure 1 White plaque on the labial mucosa, palate, buccal
mucosa, dorsum of the tongue, and ulcerson
the anterior dorsum of the tongue (1.5x1cm)
and lateral of right tongue (5x1cm)

oral suspension were the pharmalogical therapy,
as well as oral hygiene instruction as the nonpharmalogical therapy. Smears from the tongue
ulcer for bacteria and fungal investigation was
done too.
After 1 week therapy, white patches on the
palate, buccal and labial mucosa had already
healed. The size of the ulcers on the lateral right
tongue and anterior dorsum of the tongue were
reduced figure 2.
The treatment with 0.2% chlorhexidine gluconate
mouthwash and Nystatin oral suspension was
continued.
After 3 weeks therapy, the ulcer on the
lateral tongue had completely healed, while on the
anterior tongue was reduced significantly (Ø 0.4cm)
figure 3.
The investigation results of tongue swabs showed
positive yeast after 1 week and of tongue smears
with Ziehl Neelsen’s staining, showed Gram-positive
Bacillus Bacteria after 3 weeks, so that the diagnosis
candidiasis oral and TB ulcer can be made.

Discussion
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The presence of oral TB lesions can be influenced
by local and systemic factors. Salivary cleansing,
enzymes in saliva, antibodies and oral saprophytes
as well as intact epithelial thickness form epithelial
resistance of the oral mucosa to mycobacteria, thus
serving as a barrier to the entry of TB bacilli. The
presence of small sores on the oral mucosa due to
Figure 2 After 1 week therapy, ulcer on the anterior
dorsum of the tongue (Ø 0.8cm) and on the
chronic irritation or inflammation from local factors
right lateral of the tongue (3x0.8cm)
such as smoking, poor oral health and mechanical
trauma could be a favorable location for bacterial
colonization, while the condition of immunocompromised patients as the systemic factor. Oral TB
lesions reappear with the emergence of TB that is
resistant to OAT.4,10
The pathogenesis of oral TB lesions can occur
hematogenously, lymphatic spread or autoinoculation
by sputum infection resulting by a persistent cough
and contact with microbials in the oral tissue. TB
bacillus accumulate in the submucosa then proliferate
and causing lesions on the mucosa above it. As in this
case, TB ulcers were secondary ulcers due to trauma
from biting on the tongue that triggers TB ulcers.11-13
The clinical features of oral tuberculosis are varies
and not specific. Oral lesions can appear in various
forms and ulcerative forms are the most common.
Ulcers are usually caused by trauma, lesions on the
lateral tongue are adjacent to rough, sharp, or broken
Figure 3 After 3 weeks therapy, ulcer on the anterior
teeth or in other irritating sites such as the gingiva
dorsum of the tongue was reduced
and mucobucal folds. Commonly single ulcer with
significantly (Ø 0.4cm), on the lateral right
pain or painless, rough irregular margins, indurated,
tongue was healed completely.
with a granular base, covered by yellow or grayish
layer inflammatory exudate. In this case, ulcer was
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layer inflammatory exudate. In this case, ulcer
was the form of oral TB lesions caused by MDRTB, appeared together with other extrapulmonary
manifestations as a result of TB resistance to
OAT and immunocompromised syndrome.14-16
These lesions were difficult to be diagnosed
because they were similar to other lesions such as
aphthous ulcers, traumatic ulcers, syphilis ulcers or
squamous cell carcinoma. The medical history
including general and local symptoms, as well as
other complaints. Microbiological culture examination taken from ulcer surface smears and stained
with Ziehl Neelsen for acid resistant bacilli. To help
differentiating oral TB with other oral lesions, it is
important to know the number of ulcers, duration,
and margins, etiology of the ulcers, accompanying
symptoms such as high fever, enlarged lymph nodes,
digestive disorders, chronic coughing.8,14,17
In this case beside of oral TB lesions candidiasis
was also found. Candida is an opportunistic microorganism in the oral cavity. Decrease of immune system
due to TB and poor oral hygiene causing candida to
develop into pathogenic microorganisms that cause
oral candidiasis.18
The treatment of TB oral lesions in line with
systemic TB therapy. The oral lesions have a good
response to systemic anti TB, can be seen as the
improvement of the oral lesions after systemic TB
therapy. In this case the patient was given bedaquiline
as anti-TB therapy which is a new drug as an MDRTB therapeutic agent with specific activity against
mycobacterium tuberculosis. Local therapies for
oral TB were topical anti-inflammatory, improving
oral hygiene and eliminating trauma-causing factors
(prosthesis, poor tooth-filling, sharp tooth edges) also
need to be considered.19 Therapy for this patient
was 0.2% chlorhexidine gluconate mouthwash and
Nystatin oral suspension. Chlorhexidine gluconate
as an antiseptic that has a bactericidal action
mechanism, effective on bacteria and fungal. Nystatin
oral suspension as an antifungal, act by destroying
the permeability of fungal cell membranes causing
fungal death.20
After 3 weeks of therapy, oral TB lesions showed
significant improvement. The ulcer on right lateral
tongue had healed and on the anterior dorsum of
the tongue reduced significantly.

Conclusion
Clinical manifestations of oral tuberculosis lesions
usually non-specific and often similar with other
lesions, so it is often difficult to be diagnosed and
to determine the right therapy.
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