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INTRODUCTION:
Tuberculosis is a necrotizing granulomatous disease with high 
morbidity and mortality. Extrapulmonary tuberculosis accounts for at 
least 30% cases in India. Tuberculosis of salivary gland is a rare 
condition and occurs secondary to systemic disease from a distant 
focus or can occur as primary TB sialadenitis. It is crucial for  the early 
diagnosis of TB sialadenitis to avoid unnecessary surgery. Diagnosis 
mainly relies upon the treating physician having a high index of 
suspicion. We report a case of  tuberculosis of parotid and 
submandibular glands along with the involvement of draining cervical 
lymph nodes. 

CASE REPORT: 

A 36year old female patient presented to our Medical OPD with 
complaints of swelling over right parotid and submandibular regions 
associated with pain and fever for  20days duration. No history of 
constitutional symptoms or TB contact. No symptoms suggestive of 
pulmonary tuberculosis.

On examination,bimanually palpable swelling of size 2×2cm, mildly 
tender, was noted in the submandibular region on the right side, and 
skin over the swelling was normal. Another bimanually palpable 
swelling of size 3×2cm, which was tender with redness over the skin 
was noted in the right parotid region. Rest of the oral cavity was 
normal. Multiple palpable lymph nodes were noted in the right cervical 
region in the submandibular, upper middle and lower jugular region. 

Routine blood investigations were normal. Ultrasound of the neck 
showed bulky right parotid and submandibular glands with few 
necrotizing lymph nodes in the right cervical region, largest measuring 
2.5×2cm in the submandibular region. Symptoms did not improve 
even with a 5-days course of intravenous broad-spectrum antibiotics. 
FNAC of the submandibular lymph node showed clusters of epitheloid 
cells, lymphocytes and blotches of necrosis suggestive of Tuberculous 
lymphadenitis. FNAC of the submandibular gland also showed 
necrotizing granulomatous inammation. The patient was started on 
anti-tubercular therapy and continued for a duration of 6months. The 6 
month course of ATT was uneventful with gradual improvement of 
symptoms, regression of the swelling as well as lymph nodes. 

DISCUSSION:
Tuberculosis is a necrotizing granulomatous disease with a variety of 
clinical presentations. According to the world health organization 
(WHO) in 2018, 10 million individuals became ill with TB and 1.5 

1million people died . Tuberculosis plays a major role in mortality and 
morbidity in developing countries. Head and neck tuberculosis is a 
common form of extrapulmonary tuberculosis and represents 30% of 

2all mycobacterial infections . The salivary gland is a rare site of 
primary tuberculosis. One of the reasons may be due to the presence of 
thiocyanate ions and proteolytic enzymes such as lysozymes in the 

3secretions of salivary gland which prevents lodging of bacteria .
                     
TB sialadentis can be either primary or secondary. Most commonly,the 
involvement of salivary glands occurs secondary to systemic 
dissemination from a distant focus. Dissemination occurs specially 
from the lungs via hematogenous or lymphatic spread. Secondary 
tuberculosis involves the submandibular and sublingual glands more 
frequently than the parotid glands. Primary tuberculosis of salivary 
glands is rare and most common site of involvement is the parotid 

4  gland (70%) .This may occur due to infected source of mycobacteria in 
the oral cavity such as tonsils or teeth which then spread to the nearby 
salivary gland through direct inoculation by sputum,retrograde ascent 
of bacilli through the salivary duct or by afferent lymphatics to its 
associated lymph nodes.

TB sialadenitis has a multitude of clinical presentations often contri b 
5 uting to diagnostic dilemma . The most common mode of presentation 

observed so far is a slow growing, painless mass of the involved gland 
which mimicks a neoplasm. It can also present as a chronic gland 
elargement associated with pain mimicking chronic sialadenitis. 
Fever, weight loss or loss of appetite are usually absent in primary 
tubercular sialadenitis. Since physical examination is non-diagnostic, 

6 it needs a high index of suspicion and reliable diagnostic modalities . 
FNAC is advocated as a useful diagnostic technique for the diagnosis 
of tubercular sialadenitis. Most often performed as a initial diagnostic 
test in the evaluation of a parotid or submandibular gland swelling. It is 
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reported to have a sensitivity of 81-100%  and a specicity of 94-100% 
in parotid lesions. Ultrasound guided FNAC helps in taking the sample 
from a more representative area but does not yield ndings diagnostic 
of tuberculosis. 

The aspirate can also be sent for AFB staining and mycobacterial 
culture. However, they lack sensitivity for diagnosis of extrapu 

7 lmonary TB .The more recently developed PCR is the single most 
sensitive technique available for the detection of Mycobacterium 
tuberculosis in the aspirate. It is very rapid and easy to perform to start 

8 early treatment and prevent further transmission of infection . At 
times, it is impossible to diagnose tb sialadenitis pre-operatively and 
patients undergo surgical excision of the involved gland with the 
diagnosis made on histopathological examination. The presence of 
granuloma with central necrosis surrounded by epitheloid cells and 
Langhan's giant cells is the histopathological hallmark of tuberculosis.
A four-drug regimen(isoniazid,rifampicin,ethambutol and 
pyrazinamide) in the intensive phase and two drug regimen(isoniazid 
and rifampicin) in the continuation phase is the recommended 
treatment.

CONCLUSION:
Primary tubercular sialadenitis is a rare entity with varied clinical 
presentations. A high index of suspicion is prerequisite especially in 
endemic countries like india. Cytology studies, AFB staining and 
mycobacterial culture of the aspirate are the initial investigations of 
choice,while PCR  is reserved for negative cases. At times,however, 
excision of the gland becomes inevitable and the diagnosis is made 
post-operatively. A high index of suspicion, early diagnosis and timely 
institution of anti-tubercular treatment is essential in establishing a 
cure.
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