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Abstract: Tuberculosis (TB) is a prevalent systemic bacterial infectious disease usually caused 

by Mycobacterium tuberculosis. It is estimated that approximately 8 million people develop 

TB each year, and 3 million people die of complications associated with the disease. In this 

article we report a case of a 17-year-old female patient with a painful swelling in her right 

submandibular region. She was diagnosed with right submandibular tuberculous lymphadenitis. 

Tuberculous lymphadenitis, when occurring in the cervical region, continues to be a common 

cause of extrapulmonary TB. TB is a recognized occupational risk for dentists, as they work 

in close proximity to the nasal and oral cavities of patients, with the possible generation of 

potentially infectious sprays during routine operative procedures.
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Tuberculosis (TB) is a systemic disease usually caused by Mycobacterium tuberculosis 

(MTB); however, M. avium, M. bovis, M. kansasii, and M. scrofulaceum have also 

been implicated as causes.1

Initial lesions are usually pulmonary, although an increase in extrapulmonary TB 

has been reported in recent years. These frequently involve the head and neck, with the 

most common presentation being a mass in the cervical region.2 Additionally, primary 

TB of the orofacial region is more commonly found in children and adolescents than 

in adults.3,4

Extrapulmonary TB is rare, accounting for about 10%–15% of all cases, thus pos-

ing a diagnostic challenge.5 Extrapulmonary TB may present in concurrence with a 

focus in the lungs or may present primarily without pulmonary involvement. The latter 

situation may provide a difficulty in diagnosis due to the absence of systemic signs 

and symptoms of the disease.6 Chest radiographs are required to rule out pulmonary 

TB, even in those without systemic signs and symptoms of the disease.7

TB is a worldwide health concern. Every year about 8 million people develop TB, 

and 3 million of these die of complications associated with the disease.8 It is estimated 

that 30%–60% of adults in developing countries are infected, with TB being the first 

cause of death among people aged over 5 years.9 According to the World Health Orga-

nization, TB is responsible for the deaths of approximately 2 million people each year 

and it is estimated that between 2002 and 2020, approximately 1 billion people will be 

newly infected, over 150 million people will get sick, and 36 million will die because 

of TB.10 The regions with the highest incidence rates are the Indian subcontinent, 

southeast Asia, and Africa.11
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TB is a recognized occupational risk for dentists, as they 

work in close proximity to the nasal and oral cavities of 

patients, with generation of potentially infectious sprays dur-

ing routine operative procedures a possibility.11 Nontreated 

active cases pose maximum risk to dental personnel.12 Only 

emergency dental cases should be undertaken for treatment in 

controlled environments for those with active TB.11,12 A major 

concern for dentists, in light of the reemergence of the disease, 

is the risk for transmission of TB in the dental setting.12 Fur-

thermore, multi drug resistant TB, which is characterized by 

resistance to at least two of the four front line drugs (typically 

isoniazid and rifampicin), represents a challenge to TB control 

programs because its treatment is complex and frequently less 

successful than the treatment of nonresistant strains.13

Dentists are involved in the effort to control TB through 

identification and referral of patients who may require 

chemoprophylaxis or treatment and by developing and 

implementing an appropriate infection control program. 

The identification and treatment of oral lesions is also of 

importance to dental care providers.12 The constant risk 

of contracting the disease should encourage dental clini-

cians to follow basic precautions of using face masks, 

protective eye gear, and gloves. Also, high standards of 

operatory disinfection and instrument sterilization should 

be maintained.14

Identification of TB is of significance not only for the 

patient, but also for the dental team that comes in contact and the 

community at large where the patient can be a potential source 

for the spread of infection.15 Here we are presenting a case of 

oro-facial TB with right submandibular lymphadenitis.

Case report
A 17-year-old female patient reported to the Department of 

Oral Medicine and Radiology at Sri Sai College of Dental 

Surgery in Vikarabad, complaining of a painful swelling in 

her right submandibular region that had been present for two 

months and was originally noticed on June 13th 2009. The 

swelling was initially the size of a peanut and had been gradu-

ally increasing until it reached the present size. (Figure 1)

On general examination the patient was thin and malnour-

ished. There were no fever, cough, or weight loss symptoms 

present. Past medical history and family history was not 

significant.

On extraoral examination, inspection showed a single 

diffuse swelling with ill-defined borders of approximately 

4 × 3 cm in the right submandibular region. The overly-

ing skin was the same as surrounding skin. On palpation a 

mass was felt in the right submandibular region, which was 

firm in consistency, tender, nonfluctuant, noncompressible, 

mobile, and showed signs of matting (Figure 2). On intraoral 

examination, odontogenic involvement due to the swelling 

was not present. Other lymph nodes were not palpable.

A clinical diagnosis of right submandibular tuberculous 

lymphadenitis was considered. Differential diagnosis of 

right submandibular sialadenitis, right submandibular gland 

calcification was considered.

A panoramic radiograph was carried out and it did 

not reveal odontogenic origin in relation to the swelling 

(Figure 3). A Mantoux test was positive. No abnormality 

was detected in chest radiographs (Figure 4). A complete 

hemogram showed hemoglobin levels to be 8.8 gm%, 

The red blood cell reading was 3.3 million/cu mm, and 

the total white blood cell count was 8,200 cells/cu mm. By 

comparison, normal range hemoglobin is 12%–16 gm%, red 

Figure 1 Swelling in right submandibular region.

Figure 2 Swelling with ill-defined borders.
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The ultrasound-guided FNAB report was compatible with 

that of tuberculous lymphadenitis.

Regarding the clinical presentation of the case and the inves-

tigation reports a final diagnosis of right submandibular tuber-

culous lymphadenitis was arrived at. The patient was referred 

to the TB hospital for further treatment. Treatment consisted 

of anti-TB drugs for a period of 6 months. No complications 

occurred, and no further surgery was required.

Discussion
In the present case the patient had a swelling of about 4 × 3 cm in 

the right submandibular region. Intraoral examination revealed 

no obvious odontogenic involvement, which could be the cause 

of the swelling. A panoramic radiograph of the affected area 

was taken to check for any underlying source of odontogenic 

involvement with respect to the swelling; it did not reveal any 

odontogenic origin in relation to the swelling and thus it was 

determined that the swelling was nonodontogenic in origin.

The presence of matting in the mass of the swelling and 

nonodontogenic nature of the swelling was taken into con-

sideration for a clinical diagnosis of right submandibular 

tuberculous lympadinitis.

blood cells 4–5 million/cu mm, and total white blood cells 

4000–11000 cells/cu mm. Erythrocyte sedimentation rate 

(ESR) was raised 1st hour 75 mm, 2nd hour 105 mm.

A ultrasound scan of the patient’s neck revealed mul-

tiple hypoechoic nodular lesions of varying sizes in the 

right submandibular region, abutting and displacing the 

right submandibular salivary gland. The largest of the 

lesions measured 3.4  2.9 cm and matting was apparent 

(Figure 5). There were a number of other similar smaller 

lesions along the right jugular vein, which is suggestive 

of lymphadenopathy. The ultrasound report was consistent 

with that of right submandibular and jugular tuberculous 

lymphadenopathy.

Ultrasound-guided fine-needle aspiration biopsy (FNAB) 

revealed a cellular aspirate showing plenty of small and large 

lymphocytes. Necrotic debris was seen in focal areas, and 

few epithelioid cells or giant cells seen (Figures 6 and 7). 

Figure 6 Fine needle aspiration biopsy showing epithelioid cells.

Epithelioid cells 

Figure 4 Chest radiograph showing no abnormality.

Figure 3 Panoramic radiograph showing no odontogenic orgin in relation to the 
swelling.

Figure 5 Ultrasound scan showing right submandibular tuberculosis lymphadenopathy.
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The target organ of MTB is the bronchopulmonary appa-

ratus and the head and neck are usually secondary.16–22 The 

patient underwent a Mantoux test and complete hemogram. 

The Mantoux test was positive and the complete hemogram 

showed raised ESR 75 mm at 1st hour, 105 mm at 2nd 

hour. The positive Mantoux test and the raised ESR further 

strengthened our clinical diagnosis of right submandibular 

tuberculous lymphadenitis. There is no single diagnostic test 

for TB23 although positivity for the tuberculin skin test was 

found in 84% of TB patients.24

A chest radiograph of the patient was taken and no abnor-

mality was observed in the chest radiograph. If a tubercular 

lesion is suspected, a chest X-ray is indicated to investigate 

the possibility of pulmonary involvement.25 To evaluate the 

swelling further, an ultrasound scan of the patient was taken. 

The ultrasound scan report was consistent with that of right 

submandibular tuberculous lymphadenopathy.

With the results of all the above investigations pointing 

towards a diagnosis of TB lymphadenitis, an ultrasound-

guided FNAB was carried out for the histopathological 

examination. The ultrasound-guided FNAB revealed clusters 

of epithelioid cells and few giant cells, which was compatible 

with that of tuberculous lymphadenitis. Fine needle aspiration 

is the most frequent and useful diagnostic technique available 

to diagnose lymph node TB.26

Histopathological examination of the biopsy specimens 

or material collected by fine needle aspiration of the cervical 

swellings was an important aid in the diagnosis of the disease 

because the finding of granulomatous lesions with epithelioid 

cells was highly suggestive of TB. The microbiological 

detection of mycobacteria was negative in almost 50% of the 

cultures and smears performed.24 The difficulties in detec-

tion of mycobacteria in orofacial TB, either by staining or by 

culture, are clearly reported in the literature.27

Primary TB of the orofacial region is more commonly 

found in children and adolescents than in adults.3,4 In the pres-

ent case, adolescent age, poor socioeconomic and nutritional 

status of the patient, the clinical presentation of the case, and 

the investigation reports were taken into consideration for a 

final diagnosis of right submandibular primary tuberculous 

lymphadenitis.

Summary
TB affecting primarily cervical lymph nodes is uncommon. In 

absence of systemic signs and symptoms, as in our case, it can 

be difficult to diagnose TB. Awareness by the clinician of such 

a presentation would make diagnosis of TB easier. Diagnosis 

of the disease in the initial stages would be beneficial not 

only to the patient to allow them to receive early treatment, 

but also in preventing the spread of the disease to others. 

Thus, oral clinicians can contribute to the diagnosis of TB 

with awareness of the presentation of the disease and extra 

care in their regular practice.
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