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Tuberculous parotitis: a series of �ve cases diagnosed on
�ne needle aspiration cytology
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Abstract
Parotid gland tuberculosis is still a rare entity and has mostly been diagnosed after parotidectomy. We present
�ve cases which were diagnosed on �ne needle aspiration cytology (FNAC) and managed medically avoiding
surgical intervention.
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Introduction

Tuberculous parotitis is extremely rare even in countries
such as India, where the disease is rampant. Clinically, it
presents as a slow-growing localized mass which is dif�cult
to distinguish from tumours of the parotid gland. The
problem is compounded by the absence of local or systemic
signs and symptoms of tuberculosis.1 Imaging studies such
as sialography, ultrasonography or computerized tomo-
graphy may be non-speci�c.2 In the salivary glands, where
trucut and incisional diagnostic biopsy have never found
favour, �ne needle aspiration cytology (FNAC) can
provide a pre-operative diagnosis.3 FNAC is often the
preliminary step in the work up of a patient with a parotid
mass and thus unnecessary surgery can be avoided in
in�ammatory lesions. FNAC is a safe and economical
procedure, and in many instances, permits rapid diagnosis
with minimal inconvenience or pain. We present �ve cases
of parotid tuberculosis that were diagnosed by FNAC and
managed medically.

Case reports

Case 1

A 39-year-old male presented with a three week history
of painful swelling in the left pre-auricular region that was
gradually progressive. There was no history of fever, cough
nor weight loss. There was no past or family history of
tuberculosis. Local examination revealed a 4.3 .4.cm �rm
swelling in the parotid region that was slightly tender. On
massaging the swelling, no discharge nor pus came out
from the parotid duct opening. A clinical diagnosis of
Warthin’s tumour was made. The Mantoux test was
positive while chest X-ray was suggestive of pulmonary
Koch’s. On ultrasonography, the parotid gland was
diffusely enlarged with heterogeneous echotexture. Multi-
ple well-de�ned rounded hypoechoic lesions, suggestive of
intraglandular lymph nodes were seen. Fine needle
aspiration yielded thick caseous material. The smears
showed epithelioid cell granulomas, foreign body and
Langhans’ giant cells along with acute and chronic

in�ammatory cells in a necrotic background. The Ziehl-
Neelsen (ZN) stain for acid-fast bacilli was positive.
Salivary tissue was not identi�ed. Based on these
cytological �ndings, a diagnosis of intraglandular tubercu-
lous lymphadenitis was made. The patient was subjected to
antitubercular chemotherapy to which the patient did not
respond. FNAC was repeated after four weeks and the
�ndings were the same. However, the patient was lost to
subsequent follow-up.

Case 2

A 60-year-old female presented with a right parotid
swelling which she had for six weeks that was painless
and did not resolve with antibiotic therapy. Chest X-ray
was within normal limits. The Mantoux test was positive.
Systemic examination and examination of the ear and oral
cavity did not reveal any abnormality. There was no
palpable lymph node. On local examination, there was a
diffuse swelling 2.3 .2.5.cm in the right parotid region. The
swelling was mobile, �rm and non-tender. Ultrasono-
graphy revealed an enlarged parotid gland with hetero-
genous echotexture and dilated intraparotid duct. FNAC
showed predominance of ductal epithelial cells, acute and
chronic in�ammatory exudate and areas of caseation
necrosis. A few degenerated epithelioid cell granulomas
were also seen. ZN stain showed acid-fast bacilli. A
diagnosis of tuberculosis of the parotid gland was given.
The patient responded well with antitubercular
chemotherapy.

Case 3

An 18-year-old male presented with swelling over the left
parotid region of one year that was progressive in nature.
The swelling was �rm, mobile and non-tender. General
physical and systemic examination did not reveal any
signi�cant �nding. There was no past nor family history of
tuberculosis. Routine investigations were within normal
limits. FNAC was performed which revealed multiple
epithelioid cell granulomas, occasional giant cells along
with reactive lymphoid cells. The background showed

From the Departments of Pathology, ENT*, and Chest Diseases and Tuberculosis†, Government Medical College, Chandigarh. India.
Accepted for publication: 23 October 2000.

235https://doi.org/10.1258/0022215011907073 Published online by Cambridge University Press

https://doi.org/10.1258/0022215011907073


extensive areas of necrosis. ZN stain for acid-fast bacilli
was negative. A diagnosis of tuberculous parotitis was
given. The patient was subjected to antitubercular chemo-
therapy and swelling regressed in due course.

Case 4

A 30-year-old male presented with a right parotid swelling
of six months which was non-tender. The patient gave a
history of incision and drainage of the swelling four months
ago. Systemic examination including ear and oral cavity
did not reveal any abnormality. Sialography showed
salivary duct obstruction. The rest of the investigations
were within normal limits. FNAC of the swelling yielded
pus. Smears showed epithelioid cell granulomas together
with degenerating lymphocytes, neutrophils and macro-
phages. Salivary gland acini and ductular epithelial cells
were also seen. ZN stain for acid-fast bacilli was negative.
A diagnosis of granulomatous in�ammation suggestive of
tuberculosis was made. The patient was started with
antitubercular chemotherapy, to which he responded and
the swelling regressed.

Case 5

A 38-year-old male presented with left parotid swelling of
two months, that was mildly tender and progressive in
nature. General physical and systemic examination did not
reveal any abnormality. Routine investigations were within
normal limits. There was no palpable lymphadenopathy.

No past or family history of tuberculosis was present.
FNAC of the swelling yielded gelatinous material. Smears
showed salivary gland acini together with epithelioid cell
granulomas and reactive lymphoid cells. The background
showed necrotic material. ZN stain for acid-fast bacilli was
negative. A diagnosis of granulomatous in�ammation
suggestive of tuberculosis was given.

Results

FNAC was performed on 85 cases of salivary gland lesions
between January 1998 and June 2000 in the department,
out of which �ve cases were diagnosed as tuberculous
parotitis. Four patients were male and one female, with
ages ranging from 18 to 60 years. The chief complaint was
a progressive swelling in the parotid region with a duration
ranging from three weeks to 12 months. None of the cases
had a past or family history of tuberculosis. The Mantoux
test was positive in only two out of �ve cases, while chest
X-ray of one patient was suggestive of pulmonary Koch’s.
On cytological examination all the cases showed epithe-
lioid cell granulomas (Figure 1), caesation necrosis and
in�ammatory cell in�ltrate. Giant cells were seen in three
cases. Only three cases showed the presence of salivary
tissue in cytological smears. Acid-fast bacilli by ZN stain
were positive (Figure 2) in the same two cases that were
positive for the Mantoux test. Based on the above
cytological �ndings, the diagnosis of tuberculous parotitis
was made in all these cases. However, other investigations
for tuberculous infection were performed only after the
cytological diagnosis. None of the cases was clinically
diagnosed as tuberculous lesion.

Discussion
Extrapulmonary mycobacterial infection can occur in
many organs with a simultaneous focus in the lung.
Occurrence of these lesions in the absence of clinical
disease in the lung without any systemic signs and
symptoms is a real diagnostic problem.4 Tuberculosis of
the major salivary glands, �rst reported by C de Paoli in
1893 is still a rare entity even in endemic areas.5 Up until
now, fewer than 100 cases have been reported in the
literature searched.2 It may occur either secondary to
primary focus in the lung as a result of haematogenous/
lymphatic spread or as an auto-infection from the oral
cavity. There are two pathological forms of tuberculous
parotitis – the common localized form that is due to
involvement of intra- or periglandular lymph nodes, with a
pathogenesis similar to that of scrofuloderma, while the
rare diffuse form involving parenchyma may be secondary
to the nodal infection.6 Generally it presents as a localized
swelling in the parotid region which gradually increases in
size.7 If there are no accompanying symptoms, diagnosis of
tuberculous parotitis is extremely dif�cult and it is often
misdiagnosed as a salivary neoplasm or enlarged lymph
node of unknown aetiology. Most of the cases were
diagnosed after the histopathological examination of
parotidectomy specimens except an isolated report of four
cases diagnosed on FNAC. All the four cases presented as
a slow-growing parotid lump with no past nor family
history of tuberculosis. FNAC revealed epithelioid cell
granulomas in three cases while Langhans’ giant cell with
caseous debris was seen in one case. However, ZN stain
for acid-fast bacilli was not carried out.8 FNAC of all �ve
cases in our study showed epithelioid cells granulomas,
caseation necrosis and in�ammatory cell in�ltrate while
giant cells were seen in three cases. ZN stain showed acid-
fast bacilli in only two out of �ve cases.

Fig. 1
Fine needle aspiration cytology showing epithelioid cell

granuloma with lymphocytes (H.&.E; 3 40).

Fig. 2
Photomicrograph showing acid-fast bacilli (arrow) (Ziehl-

Neelsen stain: 3 100).
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There is an absolute need for a cytological diagnosis of
such lesions before embarking on surgery which may
involve a branch of facial nerve with tuberculous involve-
ment. In such cases, the pre-operative diagnosis becomes
mandatory before any radical surgery.9 Different investi-
gations like sialography, ultrasonography and computer-
ized tomography may be non-speci�c. The Mantoux test,
chest X-ray and sputum examination at times may raise
suspicion of tuberculous focus. FNAC of salivary gland
lesions provides considerably rapid and safe diagnostic
information. In parotid lesions the sensitivity of FNAC
ranges from 81 to 100 per cent while the speci�city was
from 94 to 100 per cent. FNAC of the parotid lump with
suspicion of tuberculosis of even on a routine basis can
provide an early diagnosis of tuberculous parotitis. If
tuberculosis is diagnosed by cytological examination in a
parotid mass, it can be managed medically avoiding any
surgical intervention. After all, tuberculosis for almost all
organs has ceased to be a surgical condition and effort
needs to be put into diagnosing this medically treatable
condition ef�ciently and promptly.

Thus, we conclude that FNAC should be performed in
all parotid lesions, where there is suspicion of tuberculosis
so as to institute antitubercular chemotherapy and thus
avoid unnecessary surgery.
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