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Abstract 

Background and objective: Tuberculosis is a chronic granulomatous infection and has become a global 

concern. This disease is caused by Mycobacterium tuberculosis, but other types of Mycobacterium can also 

cause the disease. Tuberculosis usually affects the respiratory system, but other organs, called extrapulmonary 

tuberculosis, can be involved. Lymph node tuberculosis is one of the manifestations of extrapulmonary 

tuberculosis, especially in regions where tuberculosis is endemic. The involvement of salivary glands with 

tuberculosis is an uncommon condition. Here we present three cases (two adults and one child) with tuberculosis 

salivary gland lymphadenitis.  

Subjects and methods: Three cases were studied in the current work. The first case was 27-year-old woman 

without any underlying diseases, was referred to our local hospital due to painful swelling of the submandibular 

region. The second case was 44-year-old woman without any underlying diseases, was referred to our hospital 

because of painful swelling in her left parotid gland region. The third case was 7-year-old boy without any 

underlying diseases, complaining of fever and painful swelling of the right submandibular gland. 

Results and conclusion: In all the cases, tuberculosis diagnosis was confirmed by biopsy. Although, the 

diagnosis of tuberculosis was easier in the child due to symptoms like night sweating and fever and positive 

purified protein derivative test, in adults, there were no abnormalities in the initial laboratory tests, and purified 

protein derivative tests were negative, which made the diagnosis of tuberculosis more complicated. Although, 

salivary gland involvement with tuberculosis is not common, it should be considered a differential diagnosis in 

patients with swelling of salivary glands. In addition, the diagnosis confirmation should be based on biopsy, and 

normal laboratory tests and negative purified protein derivative tests should not confuse us. An early diagnosis 

is essential, and early initiation of an anti-tuberculosis regimen can prevent the following complications. 
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1. Introduction 

Tuberculosis (TB) is a chronic granulomatous 

infection. It is estimated that a quarter of the world's 
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population is infected with Mycobacterium tuber-

culosis [1]. It is mainly caused by Mycobacterium 

tuberculosis, but other types of Mycobacterium can 
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also cause the disease [2]. 

Tuberculosis, which mainly affects the lungs, can 

affect almost all other organs and tissues in our 

body [3]. Tuberculosis bacilli enter the lymphatic 

system and bloodstream to reach the extra-

pulmonary organs. Lymph node tuberculosis (LNT) 

is one of the most common causes of lympha-

denopathy in areas where tuberculosis is endemic 

[4]. The diagnosis of LNT may be difficult in 

countries with a low prevalence of tuberculosis and 

may delay appropriate treatment [5]. 

Cervical tuberculosis lymphadenitis should be 

considered in the differential diagnosis of chronic 

and painless cervical lymphadenopathy. TB lym-

phadenitis is often found in the lymph nodes of the 

neck and causes many benign and malignant 

conditions of the disease, such as metastatic cancer, 

malignant lymphoma, nonspecific hyperplasia, 

metastatic carcinoma, and malignant sarcoidosis. 

Systemic symptoms such as weight loss, fever, 

fatigue, and night sweats are sometimes absent, and 

clinical findings are usually indistinguishable from 

lymphadenitis due to other diseases [6-8].  

In the differential diagnosis of TB lymphadenitis, 

other granulomatous lymphadenitis conditions, 

such as non-tuberculous mycobacteria (including 

M. scrofulaceum, M. avium, and M. haemophilum), 

tularemia, sarcoidosis, fungal disease, toxoplas-

mosis, cat-scratch disease, and neoplasm should be 

considered [9,10]. Patients with long-term lympha-

denopathy, with or without systemic symptoms, 

and especially patients in regions with a high 

prevalence of TB, should be evaluated for TB 

lymphadenitis. Symptoms of perforation or com-

pression of surrounding organs may complicate the 

diagnosis [11]. Identifying TB lymphadenitis, 

especially in the early stages of lymphadenopathy, 

is essential and can lead to earlier therapy 

administration. Here, we present three patients (one 

child and two adults) with salivary gland TB. 

2. Case presentation 

In 2022, three patients with signs of salivary gland 

lymphadenitis were referred to Razi hospital 

(Rasht, north of Iran). TB lymphadenitis was 

confirmed by biopsy, and anti-TB drugs were initiated 

for them. The present study was approved by the 

Ethics Committee of Guilan University of Medical 

Sciences, Rasht, Iran (IR.GUMS.REC.1401.299). 

More details about the cases, the medical tests, and the 

treatments are presented as follows. 

2.1. First case 

A 27-year-old woman without any underlying disea-

ses was referred to our local hospital due to painful 

swelling of the submandibular region. The patient had 

no other complaints, such as fever or cough. The 

patient reported that the swelling started five months 

before his referral to our hospital. Based on the results 

of the initial assessments, the condition was first 

diagnosed as bacterial lymphadenitis, and empirical 

antibiotic therapy was started. The condition got 

better, and the patient got discharged. 

After a couple of weeks, the patient was referred again 

and reported that the condition flared back, and the 

antibiotic therapy was ineffective. An X-ray imaging 

of oral and maxillofacial regions was done to rule out 

sialolithiasis, sialadenitis, and submandibular gland 

calcification (Figure 1). Due to the normal X-ray 

imaging, head and neck Magnetic resonance Imaging 

(MRI) was requested in the next step. The results of 

MRI imaging were suggestive of metastatic lymph 

nodes or infectious lymphadenitis (Figure 2). More 

laboratory tests, including purified protein derivative 

(PPD) test and chest X-ray (CXR) (Figure 3) for 

further evaluation of TB were done. The PPD test 

result was negative, and no significant finding was 

observed in CXR; thus, the patient was referred to an 

infectious disease specialist for a consultation about 

doing an excisional biopsy. According to the specia-

list's confirmation, the operation was done, and the 

lymph node was removed for an excisional biopsy. In 

pathological evaluation, necrotizing granulomatous 

lymphadenitis was seen, suggesting tuberculous lym-

phadenitis. Anti-TB treatment was initiated based on 

the diagnosis; symptoms faded over time, and labora-

tory tests demonstrated that the therapy was effective.  
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Figure 1- X-ray imaging of oral and maxillofacial regions with no significant findings suggestive for 

sialolithiasis, sialadenitis, and submandibular gland calcification 

 

Figure 2- MRI imaging which was suggestive for metastatic lymph nodes or infectious lymphadenitis 

 

Figure 3- Chest X-ray of the patient with no significant findings 
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2.2. Second case 

A 44-year-old woman without any underlying 

diseases came to our hospital complaining of 

painful swelling in her left parotid gland region. No 

other significant symptoms like fever, cough, and 

weight loss were reported. According to the patient, 

the swelling started six months before his referral to 

our hospital and did not improve with empirical 

antibiotic therapy. 

Initial evaluation including laboratory blood exam 

and physical examination was done. Also, an 

ultrasound imaging of the parotid gland was done 

for the patient. In the blood exam, no significant 

findings were reported. Based on physical 

examination, the swelling was firm and not mobile 

(Figure 4). Ultrasound imaging showed a cystic 

focus with a thick wall of 49×30×37 mm in the 

inferior parotid region. Also, several hypoechoic 

lymph nodes were seen with a maximum size of 

27×15 mm. The ultrasound imaging findings were 

suggestive of solid mass, abscess, or infectious 

lesions (Figure 5). 

For more evaluation of the parotid gland, an Axial 

Computed Tomography scan (CT scan) of the neck 

with and without intravenous contrast was carried out. 

The CT scan results showed diffuse enlargement of 

the left parotid gland. Also, multiple large conglo-

merated lymphadenopathies were observed, and some 

of these lymphadenopathies showed central hypo-

density and peripheral enhancement in favor of central 

necrosis. There was no obvious adjacent organ 

invasion. Infective processes were considered the 

most probable diagnosis, including bacterial lympha-

denitis, tuberculosis infection, or suppurative parotitis 

(Figure 6). For assessing infectious diseases also, 

additional exams (including PPD, Epstein-Barr virus 

serology, Cytomegalovirus serology, and Toxoplas-

mosis serology) were carried out, and the results were 

negative. For more evaluation, a Fine Needle Aspira-

tion (FNA) biopsy was taken, and the result was 

suggestive of abscess formation and necrotizing 

granulomatous inflammation, which revealed a final 

diagnosis of TB. 

Regarding clinical presentations and reports, anti-TB 

drugs were started for the patient, and the swelling 

healed. 

 

 

Figure 4- Left parotid gland swelling of the patient 
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Figure 5- Ultrasound image of the left parotid gland showing cystic focus with a thick wall of 49×30×37 mm in 

the inferior parotid region. Several hypoechoic lymph nodes were seen with a maximum size of 27×15 mm. 

Findings were suggestive for solid mass, abscess, or infectious lesions 

 

Figure 6- CT scan of parotid glands showing diffuse enlargement of the left parotid gland. Multiple large 

conglomerated lymphadenopathies were observed which some of these lymphadenopathies showed central 

hypodensity and peripheral enhancement in favor of central necrosis 

  

18 



Tuberculosis lymphadenitis Amini-Salehi et al. 

Human, Health and Halal Metrics; 2023: 4(1) 

 

 

2.3. Third case 

A 7-year-old boy without any underlying diseases 

was referred to our hospital complaining of fever 

and painful swelling of the right submandibular 

gland. The patient also had night sweating and 

weight loss. The fever had started two months 

before his referral to our hospital. The patient's 

mother reported that empirical antibiotic therapy 

was started for his son before his referral to our 

hospital, but the condition did not improve. The 

patient's mother also said the boy's father was in an 

addiction treatment campus two months ago. 

Initial examination and laboratory blood exam were 

done for the patient. High erythrocyte sedimen-

tation rate (ESR), C-reactive protein (CRP), and 

leukocytosis were seen in the patient's blood 

examination. Due to the presence of the patient's 

father in the addiction treatment camp, a PPD test 

was also done for the patient, and the result was 

positive. For confirmation of the diagnosis of TB, 

also right submandibular biopsy was done. The 

result of the biopsy showed necrotizing granuloma 

of the tissue suggesting TB. 

The anti-TB regimen got started, and the patient's 

condition got better. After treatment initiation, 

leukocyte count, ESR, and CRP levels dropped to 

normal, and the fever disappeared.   

3. Results and discussion 

TB is a disease mainly caused by Mycobacterium 

tuberculosis [12]. This disease is a global concern. 

The distribution of the disease varies in different 

countries. Almost 60% of TB death in the world 

was recorded in six countries, including Indonesia, 

India, Nigeria, China, South Africa, and Pakistan, 

in 2015 [13]. 

TB is a multi-organ disease that mainly affects the 

respiratory system; however, other organs like the 

gastrointestinal system, the liver, the central 

nervous system, the lymph reticular system, the 

reproductive system, and the musculoskeletal 

system can also be infected [8,14]. Extrapulmonary 

forms of TB have increased in recent years, and the 

referral of three cases to our hospital in two months 

is compatible with this phenomenon [11,15,16]. 

One of the causes of granulomatous lesions of the head 

and neck is extrapulmonary TB; however, infection of 

salivary glands by TB is a rare condition [17]. Salivary 

gland infection by TB is usually unilateral, and parotid 

gland infection is more common than the other 

salivary glands [18]. Although, salivary gland infec-

tion by TB is uncommon, it should be considered a 

differential diagnosis of salivary gland lesions [17]. 

Distinguishing salivary TB from other salivary gland 

diseases is clinically challenging and requires extra 

para-clinical assessments. Acid-fast staining, FNA, 

and polymerase chain reaction can be helpful in the 

diagnosis of extrapulmonary TB [19]. 

Here we presented three cases with unusual TB 

manifestations (two adults and one child). The prese-

nce of TB was confirmed by biopsy in all of them.  

One of the differences between the child and adults 

was systemic symptoms. Adults did not complain of 

fever, weight loss, or cough (constitutional symp-

toms), while the child had fever and weight loss. In 

agreement with our findings, some previous studies 

have shown that adult cases with TB lymphadenitis 

did not have constitutional symptoms [16,18,20]. 

Another difference between the adults and the child in 

this study was the results of their negative PPD tests 

for adults in contrast to the child. A positive PPD test 

and fever in the child made TB diagnosis much easier 

and faster than in adults. The initial blood examination 

of the adults showed no abnormal findings, while high 

ESR, CRP, and leukocytosis were observed in the 

child. 

Pulmonary TB can be concurrent with extrapulmonary 

TB, so all patients with extrapulmonary TB should be 

assessed in terms of pulmonary TB [21]. For assessing 

pulmonary TB, we carried out CXR for our patients. 

The CXR of our cases showed no abnormalities, 

which is in keeping with the study by Nagalakshmi et 

al. [22] and Tauro et al. [18]. In contrast, in a study by 

Nwagbara, lesions of miliary TB were found in the 

CXR of the patients with TB lymphadenitis [16]. None 

of our patients were immunocompromised, which is in 

keeping with other studies [20,23]. 
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4.  Conclusion 

In conclusion, we presented three uncommon cases 

of TB lymphadenitis. There were no constitutional 

symptoms or history of close contact with TB 

patients in the two cases. Their PPD tests were 

negative, and blood exams showed no abnormal 

findings, which complicated the diagnosis of TB 

lymphadenitis. In the third case, symptoms like 

fever and positive PPD test helped us to diagnose 

TB faster. Although, salivary gland involvement 

with TB is rare, it should be considered a 

differential diagnosis in patients with swelling of 

salivary glands, especially in endemic regions of 

TB. Early diagnosis is essential, and early initiation 

of an anti-TB regimen can prevent surgery on the 

salivary glands.   
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