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Case Report

Introduction

Tuberculosis is a chronic granulomatous infection with 
varied clinical presentation and wide distribution. Although 
pulmonary tuberculosis is very rampant, extrapulmonary 
tuberculosis  (EPTB) is an emerging problem as it has a 
diagnostic dilemma and management controversy. In India, 
the incidence of EPTB ranges from 20% to 30%.[1‑4] The 
involvement of the parotid gland is quite rare and bilateral 
involvement is even more infrequent, even in an endemic 
country like India, and merely hundred cases have been 
reported in literature.[5,6] It is most commonly misdiagnosed 
as parotid neoplasm due to lower incidence and non specific 
signs and symptoms.[7]

Here, we discuss a case of bilateral parotid tubercular cold 
abscess in a 14‑year‑old girl, whose clinical presentation and 
radiological findings laid a diagnostic dilemma. Fine‑needle 
aspiration cytology helped diagnose cold abscess and the 
patient responded well to antitubercular drugs.

Case Report

A young 14‑year‑old female presented with bilateral swelling 
in the parotid region for 2  months  [Figure  1]. It was slow 

growing, not associated pain or fever. There was no pus 
discharge or bleeding.

On local examination, there was bilateral swelling in the 
parotid region of approximate size of 10 cm × 5 cm × 3 cm. 
Both swellings were located approximately 2 cm in front of 
the ear lobule extending below the angle of the mandible 
and 4 cm away from symphysis menti, not reaching midline. 
Overlying skin showed no redness, scar, or sinus tract. Lesions 
were nonpulsatile.

On palpation, both swellings were nontender; there was no local 
rise of temperature. It was firm in consistency with positive 
fluctuation test. No palpable cervical lymph nodes. General 
systemic examination showed no significant abnormality.

Her laboratory report showed normal hemogram, liver function 
test, renal function test, and urine routine except for raised 
erythrocyte sedimentation rate value of 72mm/h.

Serological test for HIV and HBsAg was non reactive. Chest 
radiography [Figure 2] and ultrsonography (USG) of abdomen 
was normal.
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Figure 2: PA view of chest X‑ray showing no significant abnormality

Figure 3: Lesions in both parotid glands with normal remnant gland seen 
on the left side of both images

Figure  4: Hypoechoic fluid‑filled lesion with internal echoes and no 
significant vascularity involving both superficial and deep lobes of the 
bilateral parotid gland

Figure 1: Clinical picture of our case showing swelling in the bilateral 
parotid region
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USG of local swellings in the bilateral parotid region showed 
a thick‑walled hypoechoic collection replacing majority of 
bilateral parotid glands giving a claw sign with rest of the 
parotid glands being normal [Figure 3]. Collection was seen 
involving both superficial and deep lobes of the bilateral 
parotid glands [Figure 4].

The collection showed thick septate and coarse internal echoes 
within. No significant internal vascularity was seen; minimal 
peripheral and septal vascularity was seen. No solid mass lesion 
or calcification was seen within lesion.

Multiple subcentimeter‑sized rounded hypoechoic necrotic 
lymph nodes were seen surrounding collection and within 
bilateral parotid glands [Figure 5].

No significantly enlarged cervical lymph nodes were found.

On USG guided FNAC, a yellowish caseous thick purulent 
fluid was aspirated from both sides. On microscopic evaluation, 
it showed areas of proteinaceous material admixed with loose 
epithelioid cell collections and occasional Langhans giant 
cells [Figure 6]. On Ziehl-Neelsen (ZN) stain, morphologically 
typical as well as atypical acid fast mycobateria were seen.
Fine‑needle aspiration cytology  (FNAC) was diagnostic of 
caseating granulomatous inflammation in bilateral parotid 
region suggestive of tubercular cold abscess.

The patient was started on “intensive phase” of 
antitubercular drug regimen consisting of isoniazid + 
rifampicin + pyrazinamide + ethambutol for 8 weeks and showed 

good response with significant reduction in size (approximately 
30%) of swelling on 1‑week follow‑up USG [Figure 7]. This 
was followed by 16 weeks of “continuation Phase” regimen 
which is excluding pyrazinamide from the “intensive phase”.

Discussion

Tuberculosis is a chronic granulomatous inflammation 
caused by Mycobacterium tuberculosis with varied clinical 
presentations, which therefore needs high clinical suspicion. 
Its incidence is high in developing countries, like India.[8] 
However, nowadays, it is increasing in developed countries 
too due to the emergence of resistance strains and coinfection 
with HIV.[3,8,9]

Despite tuberculosis commonly involving the lungs, 
extrapulmonary forms are not at all uncommon and account 
for approximately 20% of overall active tuberculosis, but the 
salivary glands appear to be rarely infected.[1,3] This may be 
due to the inhibitory effect of saliva on mycobacteria due to 
the presence of thiocyanate ions and proteolytic enzymes, 
such as lysozyme. In addition, the continuous flow of saliva 
prevents the inoculation of mycobacteria within the gland 



Figure 5: Periglandular necrotic lymph nodes

Figure  6: FNAC showing areas of proteinaceous material admixed 
with loose epithelioid cell collections and a Langhans giant cell. FNAC: 
Fine‑needle aspiration cytology
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parenchyma.[5,8] Bilateral involvement of the parotid gland is 
even more uncommon.[6] The first case of tubercular parotitis 
was diagnosed in 1893 by C De Poali.[5,6] Since then, only 
about few hundred cases have been reported in the literature, 
mostly following the parotidectomy.[8,10]

Mycobacteria gain access to parotid gland by two different 
modes, first by the oral infection (teeth and tonsillar tissue) 
or by autoinoculation with infected sputum, which reaches 
the parenchyma and/or lymphatics of the parotid gland by the 
afferent lymphatics or by ducts. Hematogenous or lymphatic 
spread from another distant primary lung focus is the second 
pathway.[5] In our case, since chest X‑ray was normal, the first 
mode of spread is highly possible, i.e., primary pathway.

Tuberculous involvement of the parotid gland can occur 
in various forms. One of it is diffuse parenchymal disease 
resembling acute sialadenitis which on USG appears as a 
diffusely enlarged hypoechoeic gland with or without focal 
intraparotid anechoic zones.[6] Another is involvement of intra-
glandular lymph nodes presenting as localised slowly growing 
mass simulating a neoplasm. It appears as hypoechoeic nodules 
seen in the peripheral zone on the background of hyperechoeic 
parotid gland on USG.[6] The intraglandular lymph nodes’ 
involvement is more common.[3,11] The salivary gland 
register (1965–1981) contains only 2 cases of parenchymatous 
tuberculosis of the parotid gland. However, it contains 46 cases 
of intraglandular or periglandular lymph node involvement.[12] 
The ratio of parenchymatous to periglandular lymph node 
involvement is 1:23. Both forms may occur separately or in 
combination. It may also present as a preauricular fistula or 
as abscess.[8] In our case, both parenchyma and lymph nodal 
involvement seen with cold abscess formation in bilateral 
parotid gland, suggesting the late stage of the disease process.

Absence of any clinical symptoms and signs of tuberculosis 
or clinical lung disease would lead to misdiagnosis of parotid 
tuberculosis. Especially when bilateral involvement is there, 
high clinical suspicion is needed. Imaging and FNAC are 
helpful in the diagnosis of parotid tuberculosis.[8] In our case 
since, other primary source of tuberculosis was not found 
and in the absence of symptoms and signs of tuberculosis, 
bilateral intraparotid hypoechoic fluid filled lesions on USG 
would have mislead more toward cystic neoplasm involving 
both parotid glands.

FNAC is a reliable and useful diagnostic tool for parotid 
tuberculosis.[8] In parotid lesions, FNAC has a sensitivity 
of 81%–100% and specificity of 94%–100%.[8,13] In our 
case, caseating pus was aspirated and on cytology, cluster of 
epitheloid cells with occasional Langerhans giant cells were 
seen -  consistent with tuberculosis. ZN stain further confirmed 
the acid fast bacilli.

Hence, early diagnosis and conservative management with 
antitubercular drugs were possible, for which our patient 
responded drastically.

Conclusion

Tuberculosis has been a major cause of suffering and death 
since times immemorial and most of extrapulmonary cases 
present with nonspecific signs and symptoms. Parotid 
tuberculosis presenting bilaterally is extremely rare. Hence, 
high clinical and diagnostic imaging suspicion is required even 
when disease is bilaterally affected. This would differentiate 
surgically treatable disease from medically treatable disease 
and lessen patient’s economic burden and stress.
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Figure 7: (a) Lesion before treatment; (b) reduction in size after 
antitubercular drug
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