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Case Report 

A Case of Temporal Arteritis Due to Oral Cavity Lesion of Tuberculosis 
 

M. Rostami MD*, Z. Emami**  
 
ABSTRACT 
Oral lesions of TB have frequently been reported but its probable association with arteritis has rarely been noted. A 57 year old 
woman is presented here with chronic headache associated with oral lesion of TB. 
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uberculosis may involve anywhere in the 
body including skin and mucosa. Physicians 
facing benign skin or mucosal lesions which 

are resistant to conventional medical treatments 
should bear in mind that it is likely a case of TB. 
The clinical picture of all cutaneous mycobacterial 
infections including tuberculosis is highly variable. 
Any unexplained skin lesion, especially if it has 
nodular, ulcerative or papulonecrotic components 
may be due to tuberculosis1, 2. Oral lesions of TB 
have frequently been reported3-5 but its probable 
association with arteritis has rarely been noted6, 7. 
We believe that the presented case might be the 
second one in the series reported worldwide. 
 
Case Report 
The patient was a 57 year old Isfahani (Iran) 
woman. She noticed a lesion in her palate with pain 
and white discharge since 4 March 2002. She 
received nonspecific treatment and underwent 
diagnostic work up for two consecutive months. 
During this period, she started profuse sweating and 
lost 5 kg weight but no fever was ever detected. She 
had a past history of headache during the previous 
two years and biopsy proved the diagnosis of 
temporal arteritis. She received corticosteroid for 
that but no response achieved during treatment. 
Physical examination revealed a round nodular 
lesion 1 by 1.5 cm with irregular borders (figure 1) 
located right side of midline on her soft palate .No 
adenopathy was found. Laboratory investigations 

except for an ESR of 40 mm/hr were normal. 
Tuberculin skin test was negative. She showed no 
response to prednisolone and her soft palate lesion 
was growing up. In the biopsy of oral lesion 
caseating necrosis including multinucleated giant 
cells and granuloma compatible with tuberculosis 
were seen. Culture demonstrated Mycobacterium 
tuberculosis. Chest radiography was within normal 
limits and three samples of sputum were negative 
for acid fast bacilli. 
 
Discussion 
Temporal arteritis occurs almost exclusively in 
individuals older than 55 years and its associated 
symptoms are quite sensitive to glucocortcoid 
therapy8. In the present case lack of response to 
glucocorticoid made it an unusual form. Iden et al2 
reported a case of papulonecrotic tuberculoid that 
eruption in it flared whenever the patient received 
low doses of prednisone to control symptoms of 
temporal arteritis. A cervical lymph node biopsy 
demonstrated acid fast bacilli, and then growth of 
M. Bovis confirmed the diagnosis and symptoms 
completely cleared with antituberculous therapy2. 
This is the only report which matches with our case 
in a full search of medical literature but the author 
had no intention to denote the association of the 
two diseases. However, many other aspects of 
associated arterial complications due to neighboring 
lesions of TB have been reported. Kilani et al9  
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reported infarction resulted from arterial 
englobement or embolus, which involved the area 
of middle cerebral artery in 12 cases of TB 
meningitis. Also Shigemitsu et al10 reported an 
unusual case of tuberculous pseudoaneurysm of the 
ascending aorta which developed 7 months after the 
onset of multiple intracranial tuberculoma in a 59 
year old man. A case of TB meningitis and an 
intraventricular hemorrhage secondary to a ruptured 
left posterior inferior cerebellar artery mycotic 
aneurysm has been reported by Griffiths et al11. 
Furthermore Kolawole et al6 described four cases of 
vasculitis in different vessels next to the tuberculous 
foci and sugessted that in cases of aortitis and 
arteritis tuberculosis must be ruled out as an 

etiologic cause. Sharma et al7 reported autopsy 
findings of 10 patients who died of Takayasu 
arteritis and four of them had associated 
tuberculosis. Frances et al12 reported another case of 
tuberculosis associated Takayasu arteritis12. We think 
that these associations has to be considered. False-
negative tuberculin reactions, though uncommon in 
otherwise healthy patients with tuberculosis, occur 
in at least 20% of all persons with known active 
tuberculosis13 but in our case, negative tuberculin 
test can be attributed to corticosteroid therapy. We 
need to suggest that any case of unusual arteritis 
deserves to be evaluated for tuberculosis. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. A: a round nodular lesion 1 by 1.5 cm  
with irregular borders located right side of midline  
on the soft palate. B: Zoomed view of the lesion 
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