
SUMMARY
Background/Aim: Our aim is to describe multidisciplinary approach 

to primary tuberculous lymphadenitis with a case report. Case Report: 
A 6-year-old boy was referred to İstanbul University, Faculty of Dentistry, 
Department of Oral and Maxillofacial Surgery with the symptoms of 
painless extra-oral abscess and lymphadenopathy. The diagnosis of primary 
tuberculous lymphadenitis was proved by microbiological culture and 
ultrasound imaging. Conclusions: Combine tuberculosis treatment should 
be applied and long term follow up is necessary. Excisional biopsy for tissue 
diagnosis and bacterial examination with culture should be performed 
for an early diagnosis as a delay in treatment can lead to devastating 
consequences.
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Primary Tuberculous Lymphadenitis:  
a Rare Case Report
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Introduction

Tuberculosis (TBC) is a major public health problem 
worldwide. Because of its relation with AIDS, TBC rates 
are on the increase1. The disease can also be related to 
leprosy2 and there is a report that it can be seen with oral 
squamous cell carcinoma3. Although %95 of individuals 
who exposed to Mycobacterium Tuberculosis do not show 
any clinical symptoms, %5 of individuals develop the 
disease. Primary tuberculosis mostly affects the lungs. 
In many patients, infectious disease forms the caseous 
focus in the lungs and generally does not spread to extra 
pulmonary organs. In secondary form, the infection 
spreads from the lungs to the other organs through 
sputum, blood or lymphatic system4-6. 

Primary infection can also affect the pharynx, 
cervical lymph node, intestine, or oral mucosa2. The 
salivary glands can also be affected7 or the disease can 
be seen as tuberculous osteomyelitis of the mandible with 
cervical tuberculous lymphadenitis6,8. Primary tuberculous 
lymphadenitis of the oral cavity is very rare. In these rare 
cases, the most common site is cervical lymph nodes. 
This is referred to as scrofula9,10. Primary tuberculous 
lymphadenitis of the oral cavity constitutes 0.05-5% of all 
TBC cases11,12. It’s most commonly seen area is the tongue 

in the oral cavity, while other oral tissues may be infected 
with TBC4,11. Oral tuberculous lymphadenitis can develop 
primarily by direct contact with the infectious factor, 
or generally it can spread from the lungs and develop 
as secondary tuberculosis. Primary oral tuberculous 
lymphadenitis is generally seen in young individuals. 
Individuals who exposed to Mycobacterium tuberculosis 
can develop infection. It is difficult to differentiate with 
clinical signs and symptoms alone. It is mostly painless 
with lesions that cause caseification in the related lymph 
nodes. On the other hand, secondary form is seen in elderly 
individuals13. The drugs are most important factors in the 
treatment of tuberculosis (Table 1).

Success in the treatment plan should be ensured by 
the right combination of drugs. Due to the highest count 
of bacilli at the beginning of treatment, resistant mutant 
strains are most likely to occur in this stage. Four standard 
drugs should be used in the beginning (Table 2). 

During the maintenance period, two drugs should 
be used at least. Regular and adequate use of medicines 
is the key and has great importance in this treatment. 
Otherwise it is occured drug resistance, treatment failure 
or recurrence14.

The aim of this study is to present multidisciplinary 
approach to primary tuberculous lymphadenitis with a 
case report.
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There was not any lesion compatible with tuberculosis on 
chest x-ray of our patient (Figure 5). This result supported 
the early diagnose of the lesion which was primary 
tuberculous lymphadenitis. The abscess was drained 
under local anesthesia and sample was taken with fine 
needle for microbiological culture (Figure 6-8). Infectious 
material was submitted directly to the laboratory without 
delay and protected from excessive heat and cold. After 
decontamination and neutralization, Lowenstein Jensen 
Media was inoculated with specimen. The medium was 
incubated in a CO2 atmosphere at 35-370C and protected 
from light. Tubed media was incubated for one week 
with loosened caps to allow the circulation of CO2 for the 
initiation of growth. Caps were tightened after one week 
in order to prevent dehydration of media. The media was 
examined daily for the first week, then weekly for the 
next 8 weeks. The first growth was seen in second week 
and then tested by Ziehl-Neelsen staining because of 
being acid-fast bacilli.  Acid decolorizing solution was 
applied after staining for removing the red dye from the 
background cells except mycobacteria which retain the 
dye and therefore referred to as acid fast bacilli. After this 
discoloration methylene blue was applied for staining the 
background material, providing a contrast colour against 
which the red AFB could be seen. Histopathological 
analysis showed large lymphocytes, necrotic debris and 
epitheloid cells. In summary, Lowenstein Jensen media 
used for microbiological culture and the growth were 
confirmed with Ziehl-Neelsen stain. As a consequence, 
the diagnosis of primary tuberculous lymphadenitis 
was established by microbiological culture of abscess, 
histopathological analysis and ultrasound imaging. Our 
prediagnosis of primary tuberculous lymphadenitis due to 
the suspection of unhealing abscess was proved. In order 
to provide the treatment of tuberculosis, we consulted to 
department of pediatrics. Combined tuberculosis treatment 
regimen given. Symptoms recovered in 6 month (Figure 
9). In 2 years follow-up period there was no recurrence 
(Figure 10).

Table 1. The drugs used in the treatment of tuberculosis 
(Ministry of Health 2011)

Daily Doses

Adult Patients Pediatric 
Patients Maximum

mg/kg mg/kg Mg

H (Izoniazide) 5 (4-6) 10-15 300

R (Rifampicin) 10 (8-15) 10-15 600

Z (Pyrazinamide) 25 (20-30) 15-30 2000

M (Morfozinamide) 40 25-45 3000

E (Ethambutol) 20 (15-20) 15-20 1500

S (Streptomycin) 15 (12-18) 15-30 1000

Table 2. Treatment protocol of tuberculosis  
(Ministry of Health 2011)

Case Category Induction Phase
(daily doses)

Continuation Phase
(daily doses)

New Cases 2 months HRZE 4 months HR

Relapse Cases 2 months HRZES
1 month HRZE 5 months HRE

Treatment failure, 
Chronic cases Standart second-line therapy

Case Report

A 6-year-old boy was referred to İstanbul 
University, Faculty of Dentistry, Department of Oral and 
Maxillofacial Surgery with the symptoms of painless 
extra-oral abscess and lymphadenopathy that continue for 
2 weeks after the extraction of relevant tooth (#85) in the 
right mandibular area (Figure 1, 2). Primary tuberculous 
lymphadenitis was suspected due to the extra-oral abscess 
that did not recover despite antibiotic therapy (Figure 
3). Our patient does not have any systemic disease. In 
order to strengthen our diagnosis before biopsy, we 
got MRI and ultrasound results from our patient. In the 
MRI image, lymphadenopathies which are cystic and 
necrotic centrally with marked contrast enhancement 
and conglomerations in post-contrast sections were 
observed in the right submandibular region with a 
size of 3*2 cm. Inflammation was seen in peripheral 
region. Ultrasonography showed results compatible with 
infected lymphadenopathy showing abscess formation 
with heterogeneous internal structure including cystic 
areas with size of 3*2*19 mm (Figure 4). This result has 
supported our pre-diagnosis which was tuberculosis. Figure 1. Extra-oral abscess that continues for 2 weeks
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Figure 2. Intraoral examination Figure 3. Suspected primary tuberculous lymphadenitis due to the extra-
oral abscess that did not recover despite antibiotic therapy

Figure 4. Ultrasound imaging

Figure 5. Chest x-ray

Figure 6. Applying local anesthetics Figure 7. Drainage of the lesion
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Figure 8. Suturing after drainage

Figure 9. After 6 months

Figure 10. 2 years follow-up

Discussion

Tuberculosis is a global health problem that affects 
more than 8 million people around the world and 3 
million people die of complications associated with the 
disease. The risk of infection is higher in countries with 
low socioeconomic status12. Although most of the cases 
are primary lung tuberculosis, all part of the body can be 
affected from tuberculosis11,15-17. In our case, there were 
extra-oral abscess and lymphadenopathy that did not 
recover despite antibiotic therapy for 2 weeks.

Less than 0.1% of all TB cases occur in the oral 
region according to the study of Farber et al 18. According 
to Tiecke, this frequency varies between 0.8-3.5% in cases 
with pulmonary tuberculosis19. Pulmonary involvement 
has not been observed in our case. Primary tuberculous 
lymphadenitis of oral region was diagnosed.

Primary oral tuberculosis is very rare and mostly 
seen in children’s and adolescents20 . The dorsal aspect of 
the tongue is the most frequently affected area, followed 
by the lower jaw, buccal mucosa and lips17. Intraoral 
examination showed that there was not any lesions. 

Anti-tubercular therapy (ATT) is administered to 
the patient after definitive diagnosis of tuberculosis. 
Drugs that used in the treatment are primarily isoniazid, 
rifampicin, prazinamide and ethambutol17. In our case, 
anti-tubercular therapy was arranged according to 
protocols and no recurrence was observed.

Conclusions

After diagnosis of oral tuberculosis, consultation 
with department of infectious diseases is necessary. 
Combine tuberculosis treatment should be applied and 
long term follow up is necessary. Excisional biopsy for 
tissue diagnosis and bacterial examination with culture 
should be performed for an early diagnosis as a delay in 
treatment can lead to devastating consequences.
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