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Abstract 
Oral tuberculosis lesions are the only manifestations of this disease  that  represents a real challenge  for the 

clinician  in terms of diagnosis. This clinical case presents a 58-year-old patient who came in for painful 

sensation when chewing and gingival bleeding around 1.4 tooth. Past medical history it reveals that she has 

pulmonary tuberculosis treated 6 months ago. At the time of the oral examination, the patient had no active 

pleuro-pulmonary lesions of pulmonary tuberculosis (TBP). By collaborating clinical examination and 

paraclinical data, we established the main diagnosis as beeing: endo-periodontal syndrome 1.4. We  prescribed  

an associated treatment. We managed the periodontal support in a session (identification and quantification of 

periodontal pathogens in the red complex and also of the pathogen Mycobacterium tuberculosis by the qPCR 

Test method.)  Ultrasonic supra- and subgingival scaling associated with 3% hydrogen peroxide irrigation and 

a session photodynamic therapy – diode were performed. Endodontic treatment was in two stages: mechano-

chemical debridement in combination with irrigation with NaOCl 3% (ChloraxiD 3%), EDTA gel MD-

CHELCREAM 19% and sonic activation of the irrigant, medicinal paste, then we performed the final root 

filling. Photodynamic therapy – diode afterwords. Coronary filling performed one week after the root filling. 

The probability that this endo-periodontal syndrome is a form of tuberculosis is very small. At the time of 

examination the patient did not have regional lymphadenopathy and no positive BK in the sputum or in the 

periodontal pouch present at tooth 1.4. 
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Background : Tuberculosis (TB) is a major 

public health condition that causes sickness of 

one million people  each year. Early detection 

and treatment of pulmonary TB prevent 

complications such as systemic spread of 

tuberculosis and secondary bacterial 

infections. 1 Orofacial tuberculosis can be 

located in any site of the oral cavity and in the 

associated structures such as: tongue, palatine 

arch, lips, oral mucosa, jaw bones, sinuses, 

temporo-mandibular joint, etc. 2 

Clinical case 

A 58-year-old patient from Iaşi came to the 

clinic in 2018  for painful sensation when 

chewing . The patient also had gingival 

bleeding during chewing on tooth 1.4. From 

the past medical history we find out that in 

2017, she was diagnosed with pulmonary 

tuberculosis and underwent treatment with 

tuberculostatics (2 HRZE + 4 HR) for 6 

months. Smoking (12PA). At the time of the 

oral-dental examination, the patient had no 

active pleuro-pulmonary lesions of 

tuberculosis (sputum-negative bacteriological 

examination, fibrotic lesions on chest 

radiography). From the dental history, the 

patient presented in the period 2000-2007: 

multiple simple and complicated carious 

lesions treated, multiple complex endodontic 

treatments, fixed prosthetic restorations metal-
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acrylic (quadrant I, II, IV), multiple extractions 

of carious cause. The last professional hygiene 

was performed in 2007 (the patient states that 

she performs manual brushing only once a day, 

in the morning). 

The tooth in question: 1.4 has a deep, 

untreated occlusal-distal carious lesion at the 

coronary level. We identified the free gingival 

margin and the red-purplish, swollen 

interdental papilla,  bleeding being present on 

palpation, PBI grade 2 index. of 4 mm. Axis 

and transverse percussion - slightly positive at 

1.4 . The  vitality tests (heat) at 1.4, 1.3 were 

negative, and at 1.8 positive. 

The initial radiographic aspects of the teeth 

1.3,1.4, 1.8 show a coronary filling and correct 

endodontic treatment performed at the tooth 

1.3. A well-defined periapical radiolucency of 

approximately 0.4 cm in diameter at 1.4 (class 

IV PAI Ørstavik) and axial radiolucency along 

the 1.4 mesial septum. (Fig. 1) 

 

Figure 1. Orthopantomography with periapical radiolucency (class IV PAI Ørstavik) and axial along 

the interdental mesial septum 1.4. 

The main diagnosis was endo-periodontal 

syndrome 1.4  and treatment plan:  associated 

treatment (endodontic and periodontal). 

Investigations and treatment 

The option of not treating this tooth was 

discussed with the patient, being presented the 

negative effects of this choice (extension of the 

periapical and periodontal lesions and the 

outbreak, accompanied by the appearance of 

exacerbation episodes, decreased tooth 

implantation level). 

The stabilization phase included: 

In the first stage, treatment of periodontal 

support: we harvested from the mesio-

vesibular periodontal pocket using sterile 

paper cones to identify and quantify 

periodontal pathogens such as: 

Aggregatibacter actionmycetemcomitans, 

Porphyromonas gingivalis, Tannerella 

darsythia and Tannerella forsyth. Due to the 

fact the patient had a history of TB we 

specially looked for Mycobacterium 

tuberculosis using  the qPCR Test method 

(extraction and purification of DNA from the 

collected sample) (Fig. 2). Then we performed 

ultrasonic  deep scaling  removing the 

subgingival biofilm by root surfaceing at the 
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1.4-mesio-vestibular tooth  in association with 

irrigations with 3% hydrogen peroxide. 

Clorhexidine oral rinses  and good oral hygene 

was recommended. Diode photodynamic 

therapy session (SOL - DenMat Laser) (power 

of 3 W-Pulse; wavelength of laser beam: 808 

nm +/- 5 nm; ) for debridement (5 min) and for 

stimulation (5min). The ablation of the metal-

acrylic work from quadrant I was also 

performed. 

Following qPCR Test analysis only 

Porphyromonas gingivalis, Tannerella 

forsythia, Treponema denticola were identified 

and quantified, while Aggregatibacter 

actinomycetemcomitans, which is part of the 

red complex of periodontal agents, and 

Mycobacterium tuberculosis were not 

detected. (Fig. 2) 

 

Figure 2. Quantification of M. tuberculosis and periodontal pathogens in the Red Complex by the 

qPCR Test method. 

Endodontic treatment for tooth 1.4 was based 

on mechano-chemical debridement, being 

performed during two sessions associated with 

decontamination of the complex endodontic 

space with the help of laser (SOL - DenMat) 

power of 0.4-1 W, CW-PULSE; laser beam 

wavelength: 808 nm +/- 5 nm) and the sonic 

system (Maillefer Endoactivator system). In 

the first session: mechano-chemical 

debridement was performed of the two root 

canals (vestibular and palatal) and prepared to 

the apical constriction (apical stop size> # 40 

Kerr and Hedstrȍm), 19% EDTA gel was used 

(Meta MD-ChelCream ), abundant irrigation 

with 3% sodium hypochlorite (ChloraxiD 3%) 

activation of the antiseptic solution with the 

sonic system (Maillefer Endoactivator 

system). Temporary medicine paste made of 

iodoform powder and calcium hydroxide 

(Hydrocal) mixed with 0.9% saline for 6 weeks 

was placed. Peri apical x-ray for tooth 1.4 has 

been done six weeks after the application of the 

temporary paste, in order to observe a possible 

reduction in the size of the endo-periodontal 

lesion. (Fig. 3) 

 

Figure 3. Reduced periapical endo-periodontal lesion at 1.4.-6 weeks after the associated treatment. 
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In the second session of endodontic treatment, 

we removed the intracanal drug paste by 

combining the sonic system (Maillefer 

Endoactivator system) and the isopropyl 

alcohol-based irrigant (Isopropyl alcohol), 

thus, we identified the absence of intracanal 

stench. Then, we mechanically reamed the root 

and irrigated endodontic space with 5.25% 

NaOCl (CHLORAXiD 5.25%) in combination 

with EDTA 17% solution (MD CLEANSER 

EDTA META solution) and sonic system 

(Maillefer Endoactivator system) for 3- 5 min, 

then the root was filled by the vertical hot 

condensation technique through the Eighteth 

Medical Fast Pack system, Fast Fill, with 

gutta-percha cones and endodontic sealant 

(BioRoot RCS Septodont). (Fig. 4) 

 

Figure 4. Root filling 1.4 

The final phase of the treatment included: the 

definitive coronary restoration was performed 

one week after the final root filling to observe 

the possible changes following the endodontic 

treatment and involved the placement of a 

glass pivot (Fiber Post Gset) fixed with 

material dual composite (Buildfix Pro) and 

coronary material (REALITY X, A2). Then we 

prepared the substructures 1.8, 1.4 and 1.3 for 

the coronary restoration with the help of a 

prosthetic work made of metal and ceramic 

with 6 elements (1.8-1.3); tooth  1.3 was not 

endo-treated. Only coronary filling was 

replaced.  6 and  12 months, 2 years and 4 years 

follow up. 

Follow-up 

 30 months follow up. Radiologically, the 

healing of the affected area is observed 

periapically as well as in the proximal (mesial) 

area 1.4 (The patient does not report painful 

symptoms at the level of tooth 1.4). (Fig. 5) 

 

Figure 5. Postoperative radiography 30 months later. 

Discussions 

Extrapulmonary manifestations of tuberculosis 

ranges between 15-20% of cases, and 

following the introduction of anti-tuberculosis 

therapy, specific oral lesions have become rare 

and are most often ignored or underdiagnosed. 

3 In 2006 it was described in the medical 

literature by Karthikeyan and col. 4 the first 

case of tuberculous gingivitis which had as a 

starting point the chronic apical periodontitis 

specific to TB, located at the level of 2.6, 

without the involvement of cervical lymph 

nodes. One reason for the rare cases of 

tuberculous gingivitis may be that the intact 

squamous epithelium lining the oral cavity 

resists direct penetration of bacilli. This 

resistance has been attributed to the thickness 

of the oral epithelium, the action of cleansing 

the saliva, the local pH and the antibodies in 

the saliva. The existence of a deep caries 

process that determined periapical 

complications at the level of 2.6 led to the 

spread of the infection at the gingival level, the 



28 
 

presence of M. Tuberculosis being detected 

following the bacteriological examination. 4 

In the case of oral TB diseases, it is 

recommended to establish a certain therapeutic 

management. The biological and therapeutic 

purpose of endodontic treatment is to prevent 

the occurrence of apical periodontitis or to 

achieve optimal healing conditions, based on 

the elimination of infection from the intracanal 

system and to prevent reinfection.5 The diode 

laser can also be used successfully to achieve 

sterilization of the root canals, being known for 

its bactericidal, fungicidal and virucidal 

effects. Regarding irrigation, the use of NaOCl 

in different concentrations is indicated (0.5%, 

1%, 2.5%, 5.25%), being an irrigator of choice, 

as it can dissolve pulp and necrotic tissue, 

having antimicrobial properties. . In 

combination with NaOCl, 

ethylenediaminetetraacetic acid (EDTA) is 

also recommended, as it is a chelating agent 

and can dissolve anorganic components in the 

smear layer. As a current trend regarding 

endodontic filling, the use of thermolpastic 

gutta-percha is chosen and vertical hot 

compaction, thus obtaining a three-

dimensional obturation of the roots.6,7 

This paper discusses a case of a history 

pulmonary tuberculosis in which we identified 

a combined endo-periodontal lesion in the 

tooth 1.4. at an interval of 1 year from the 

establishment of tuberculostatic treatment. In 

this situation, the diagnosis of endo-

periodontal syndrome in the context of TB 

disease can only be suspected, because they 

were reported in a patient with a medical 

history of pulmonary tuberculosis. At the same 

time, the etiology of this combined syndrome 

could be bacterial, favored by the low capacity 

of the body to defend against tuberculosis and 

other risk factors such as smoking, deficiency 

anemia, hypertension. The diagnosis of endo-

periodontal disease involved a rigorous 

history, a general clinical and oro-dental 

examination, general and local paraclinical 

investigations (especially radiological 

examination and qPCR), as well as the final 

determination of the etiology of local-

endodontic involvement by bacteriological, 

histopathological, immunohistochemical 

examination of the periapical biopsy piece. 

Due to the interaction of the mycrobs with  the 

host defense, the condition of the endo-

periodontal tissues may be influenced, leading 

to the formation of various lesions of the apical 

and periodontal tissue. Despite the fact that 

there is a very good defense of the host, 

however, the body is unable to destroy newly 

penetrated microorganisms inside the necrotic 

root canal or in the periodontal pocket. That is 

why it is necessary to establish the combined 

treatment to remove the infection both from 

the channel and from the existing periodontal 

pockets. Thus, this stage involves the 

eradication of microorganisms or reduction of 

bacterial colonization and the prevention of 

reinfection by performing the combined 

endodontic and periodontal treatment 

associated with modern auxiliary methods for 

sterilizing the endo-periodontal cavity. 2,8,9 

Conclusions 

Considering that the patient had pulmonary 

tuberculosis 1 year before the time of detecting 

the endo-periodontal syndrome, we can 

suspect the case as a secondary localization of 

the tuberculosis. The probability that this 

combined syndrome is a secondary form of 

tuberculosis is very low, because at the time of 

examination the patient did not have regional 

lymphadenopathy or positive BK in the 

sputum. One year after the cure of the systemic 

disease, the sample was collected from the 

periodontal pocket 1.4. M. tuberculosis could 

not be detected. Threee other periodontal 

pathogens in the red complex Porphyromonas 

gingivalis, Tannerella forsythia, Treponema 

denticola were present. 

The evolution of endo-periodontal disease was 

favorable, both clinically and radiologically. 

Endo-periodontal syndrome is a challenge for 

the dentist in determining the etiology, the 

most accurate diagnosis and the treatment 

plan. In cases where oral TB is suspected, close 

interdisciplinary cooperation with a 

pulmonologist is mandatory. 
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