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Intraparotid lymph node tuberculosis
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Abstract. Intraparotid lymph node tuberculosis. Problem: Parotid gland Mycobacterial infection is a rare disease that
causes parotid swelling without disease-specific manifestations.
Case report: We present a case of intraparotid lymph node tuberculosis that mimicked a tumour. Computed tomography
of the head and neck indicated a left parotid enlargement involving two intraparotid lymph nodes. The cervical lymph
nodes of the ipsilateral posterior triangle and the submandibular and jugulodigastric areas were also enlarged. Contrast
enhancement indicated homogenous tissue with no necrotic areas. A biopsy revealed a caseating granuloma most likely
due to tuberculosis. A purified protein derivative test gave strong positive results (35 mm). After one month of anti-
tuberculous treatment, the cervical lymphadenopathy and left parotid lumpiness disappeared.

Conclusions: Tuberculous parotitis and neoplasms have similar clinical manifestations. In patients with a mass in the
parotid gland, a high clinical suspicion of underlying tuberculosis is crucial for establishing an accurate diagnosis and

the proper management.

Introduction

Mycobacterial infection of the
parotid gland is a rare disease that
causes parotid swelling in the
absence of disease-specific mani-
festations. Since 1894, when it was
first reported by von Stubenrauch,’
approximately 100 cases have
been reported in the world medical
literature. Tuberculosis of the
parotid gland is usually unilateral,
shows no predilection for any par-
ticular age, and is often-over-
looked.' Tuberculous parotitis may
be misdiagnosed as neoplasm
because in most cases the two con-
ditions exhibit similar clinical
manifestations. This case report
demonstrates that thorough testing
can enable a correct diagnosis.
This strategy obviated unnecessary
surgery, trauma, and cost in treat-
ing patients with this rare disease.

Case report

An 82-year-old Caucasian woman
presented with a one-month

history of rapid, painless parotid
swelling on the left side of her
face associated with a firm,
insensitive ipsilateral cervical
lymphadenopathy. The patient did
not have a history of fever, skin
lesions, or arthritis. She was
treated initially at the primary
health-care centre with no
response to a B-lactamic anti-
biotic. Systemic examination by
an internist did not show any
abnormalities. On ENT examina-
tion, the skin overlying the left
parotid gland was mobile and
healthy. The rest of the head and
neck examination, including a
flexible endoscopy, was unre-
markable. Her routine blood and
urine test results were within nor-
mal limits except for an elevated
sedimentation rate (74 mm in the
first hour).

The contrast enhanced CT
(CECT) of the head and neck indi-
cated a left parotid enlargement
chiefly involving two intraparotid
lymph nodes (Figure 1). In addi-
tion, there were enlargements of

the cervical lymph nodes of the
ipsilateral posterior triangle and of
the submandibular and jugulodi-
gastric areas. Intravenous contrast
enhancement of the intraparotid
and cervical lymph nodes indicated
homogenous tissue with no
necrotic areas. The chest radio-
graph and abdominal ultrasono-
graphy indicated normal chest and
stomach.

A fine needle aspiration biopsy
(FNAB) of the left parotid gland
and cervical lymph node indicated
a granulomatous disorder with
no apparent malignant cells.
An open biopsy of a posterior
triangle lymph node revealed a
caseating granuloma most likely
due to tuberculosis. A purified
protein derivative test (PPD) was
performed and the results were
strongly positive (35 mm). The
patient was placed on antituber-
culous treatment and her cervical
lymphadenopathy and left parotid
lumpiness  disappeared  one
month after the initiation of treat-
ment.
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Figure 1
Contrast enhanced CT: Left parotid enlargement due to the
existence of two enlarged intraparotid lymph nodes (white
arrows).

Discussion

Mycobacterium tuberculosis most
commonly infects the parotid
gland by direct transmission of the
bacilli from the infected sputum of
the oral cavity through the gland
ductal system. Other common
pathways involve parotid gland
infection either via a systemic
hematogenous route from a
pulmonary focus or by afferent
lymphatic drainage from the oral
cavity.? The direct transmission
route is most commonly observed
in atypical mycobacteria, and the
hematogeneous route is more fre-
quently observed in typical TBC.
Mycobacterium tuberculosis can
diffusely infiltrate the parenchyma
of the parotid gland (parenchy-
mal-diffuse form) and infect the
periglandular or intraglandular
lymph nodes (focal form).'
Diagnosing tuberculous paroti-
tis is difficult and mistakes can
lead to dangerous outcomes for
the patient. Clinical symptoms

vary from an acute infectious
process to an indolent chronic
presentation.” An acute presenta-
tion may resemble acute non-
tuberculous  sialadenitis and
clinical differentiation may be
difficult. Should a tuberculosis
parotid abscess mistakenly be
diagnosed as a pyogenic abscess,
draining the abscess may lead to
the formation of a persistent sinus.
Parotid gland tuberculosis most
commonly presents as a localized
and progressive chronic swelling,
and neoplasm is the most common
presumptive diagnosis. Typically,
patients do not have specific
symptoms of tuberculosis and the
parotid gland disease presents as
a neoplasm; thus the correct diag-
nosis may not be revealed until
performing a surgery for a
suspected salivary gland tumour.
The differential diagnosis should
be based on indications of: infec-
tion of atypical mycobateria,
inflammatory conditions (chronic
sialadenitis, lymphoepithelial

M. Archontaki et al.

lesions, sclerosing polycystic
adenosis), immunologic disorders
(Sjoegren syndrome), granuloma-
tous diseases (sarcoidosis, actino-
mycosis, atypical mycobacterial
infection), and neoplasms (lym-
phoma, primary parotid gland
tumours, metastatic carcino-
ma).">*

The diagnosis of Mycobac-
terium tuberculosis is based on a
combination of history, clinical
examination, skin tests, histo-
pathology, acid-fast stains, cultures,
and response to antituberculous
chemotherapy. The geographic
origin and social characteristics of
the patient and the rapid emer-
gence of the swelling may suggest
a mycobacterial infection. A posi-
tive family history, a history of
tuberculosis, contact with a tuber-
culous patient, or abnormal find-
ings in chest X- rays are indica-
tions that support a suspicion of
the disease. Parotid gland tubercu-
losis may also occur in immuno-
suppressed HIV patients, and this
should be considered in diagnosis
and treatment.

Ultrasonographic examination
could facilitate the differentiation
between a parotid tumour and a
tuberculosis infection. In addition,
ultrasonography is useful for
guiding a FNAB. Neck CECT can
reveal findings that are consistent
with, but not diagnostic of parotid
gland tuberculosis. For instance,
on a CECT, the presence of a thick
walled rim enclosing lesions with
a central lucency is indicative of
tuberculosis, in an appropriate
clinical setting.” The FNAB is use-
ful for evaluating the nature of the
lesions and the analysis can distin-
guish between benign and malig-
nant salivary and non-salivary
pathology.® Definitive diagnosis is
based on histopathologic analysis
of the excised tissue, cytological
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analysis of the FNAB, and detec-
tion of Mycobacterium tuberculo-
sis with proper culturing tech-
niques. The tuberculin skin test
cannot be used as a safe exclusion
criterion, because the test can
give a false negative result in
debilitated or immunosuppressed
patients with active tuberculosis.

Polymerase chain reaction-
based detection (PCR) of Myco-
bacterium tuberculosis DNA in
tissue samples is comparable to,
or even more sensitive than, cul-
ture techniques in the rapid diag-
nosis of mycobacterial infection.”®
PCR is fast and sensitive, espe-
cially under conditions of low myco-
bacterial count and inactive bacte-
ria due to antibiotic suppression.
Ziehl-Neelsen staining and direct
microscopy of clinical specimens
are not definitive diagnostic tech-
niques because they necessitate
a relatively large number of
detectable bacteria in the sample.
Bacterial culture is the most
definitive diagnostic test. Although
it takes up to 10 weeks to analyze
the results due to the slow growth
rate, it is the gold standard for
establishing the diagnosis.

In our case, the differential
diagnosis was based on the
patient’s history, clinical evalua-
tion, CT scan findings, cytology,
histological examination, and the
tuberculin test.

The open excisional biopsy of
an involved cervical lymph node
showed granuloma formation,
Langhans giant cells, and central
microscopic caseation; this pro-
vided a definitive and accurate
histological diagnosis. After the
histopathological report the puri-
fied protein derivative test
(Mantoux test) measured 35 mm;
a strong positive result.

Alternatively, had results indi-
cated localized parotid lesions
without glandular involvement, a
different approach would have
been followed. Given the fact
that the FNAB suggested a gra-
noulomatous disease, we would
have administered a trial treat-
ment of antituberculous; had this
resulted in no response, we would
have proceeded to superficial
parotidectomy and used histologi-
cal analysis for determining the
diagnosis.

If a correct diagnosis is
established before therapy, the
antituberculous therapy usually
leads to a favorable outcome
with resolution of the lesions.
This avoids unnecessary parotid
surgery and surgery-related mor-
bidity. Antituberculous treatment
regimens have two phases.” An
initial (intensive) phase usually
consists of four drugs (etham-
butol, isoniazid, rifampin, and
pyrazinamide) and lasts two
months. During this phase, tubercle
bacilli are killed and infectious
patients become non-infectious.
The second phase usually consists
of two drugs (isoniazid plus
rifampin) and lasts four to six
months. These drugs sterilize and
eliminate the remaining bacilli
and prevent subsequent relapse.

Conclusion

Tuberculous parotitis may be mis-
diagnosed as a neoplasm because
in most cases the two conditions
have similar clinical manifesta-
tions. In patients with a mass in
the parotid gland a high clinical
suspicion of underlying tuberculo-
sis is crucial for establishing an
accurate diagnosis and the proper
management.
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