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Tuberculosis (TB) typically attacks the lungs. The oral lesions either primary or secondary are rarely seen 
and often overlooked by the clinician. More so, their atypical presentations make the diagnosis challenging; 
especially when they are present before the systemic symptoms become apparent. We report a case of primary 
tuberculosis in a 4 year old female child in a very uncommon location, the cheek. The timely diagnosis and 
antitubercular therapy resulted in complete resolution of the swelling within 6 months.
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INTRODUCTION

Pediatric population presents with facial swelling or facial 
mass as a common clinical problem. The causes of such 
swellings vary from congenital to acquired infections. Most 

important factors to evaluate them are clinical history and their 
physical manifestations. Swelling combined with lymphadenitis or 
painless enlarged lesions of the neck can indicate an infection due to 
Mycobacterium tuberculosis.

M. tuberculosis is an acid fast bacillus and transmitted mainly 
via the respiratory route by inhalation of infected airborne droplets 
causing a chronic granulomatous disease in human beings called 
tuberculosis (TB). The disease primarily affects the lungs and can 
involve meninges, intestine, joints, bones, skin, lymph nodes and 
other tissues of body. 

Oral tuberculous lesions range from 0.05-5% of total TB cases 
suggesting its oral manifestation to be rare1. Primary TB of the oral 
cavity and its non-manifestation elsewhere in the body is even rarer. 
These lesions mainly present with an ulceration of the mucosa but 
may also manifest in other forms such as nodules, peri-apical gran-
ulomas and tuberculomas3. Tongue is the most commonly involved 
site followed by soft palate, uvula, gingiva, lips, and salivary glands 

in the descending order2. In the past, studies have reported extra-oral 
involvement of cheek with formation of sinus4, fistula5 or ulceration 
of the cheek6. An adult case of tubercular infection manifesting as a 
nodular swelling of the cheek has also been reported7. To the best of 
our knowledge, we report the first paediatric case of primary tuber-
culosis presenting as a swelling of the cheek.

Case report
A 4 year old female child presented with the chief complaint of 

a gradually increasing painless swelling of the right cheek and neck 
region since 3 months (Fig 1). Her past medical and dental history 
was non-contributory and had normal milestones. Patient’s parent 
denied any history of fever, cough, night sweats, loss of weight, 
loss of appetite or any discharge from swelling. Patient had been 
taking antibiotics prescribed by local practitioner since 2 weeks 
but no gross reduction in the swelling was observed. On clinical 
examination, a firm, non tender, non fluctuating swelling (7 cm x 3 
cm) over right cheek region extending below the inferior border of 
mandible was observed. There was no intraoral focus of infection. 
On bilateral palpation, multiple firm, enlarged, and tender lymph 
nodes were present in the submandibular and cervical region.

Sonographic examination revealed multiple enlarged subman-
dibular lymph nodes (up to 1.5 cm in diameter) but no evidence of 
any suspicious mass. Blood investigations were normal. Panoramic 
radiograph (Fig 2) and lateral oblique view of skull (Fig 3) showed 
no bony pathology. Fine-needle aspiration cytology (FNAC) of 
the swelling revealed epitheloid cell granulomas and giant cells 
suggestive of a granulomatous lesion. Multiple rods like acid-fast 
bacilli (AFB) were seen on the stained section (using Zeihl-Neelson 
stain) which confirmed mycobacterial infection (Fig 4). An inci-
sional biopsy specimen from lower right buccal vestibular region 
revealed a granulomatous lesion and focal areas of necrosis with 
abundant neutrophils and plasma cells (Fig 5a, 5b). Large multinu-
cleated giant cells of langerhan type were also seen. These reports 
were confirmatory of tuberculosis. Patient was subjected to rule 
out pulmonary tuberculosis after this unusual diagnosis of the oral 
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tissue. The sputum test for AFB was negative. The tuberculin test 
was also negative. The patient was started on Category I treatment 
under Revised National TB Control Program as directly observed 
therapy comprising of:

For First 2 Months (Intensive Phase) (2HRZE): Tab Isoniazid 
5mg/kg/day(H), Tab Rifampicin 10mg/kg/day(R), Tab Pyrazin-
amide 25-30 mg/kg/day(Z), Tab Ethambutol 20mg/kg/day(E).

For Next 4 Months (Continuation Phase) (4HR): Tab Isoniazid 
5mg/kg/day (H), Tab Rifampicin 10mg/kg/day(R).

The swelling gradually regressed in size and resolved completely 
in six months with no residual infection or recurrence during one 
year follow-up. (Fig 6).

DISCUSSION
Tuberculosis annually infects 8 million people globally and 

results in death of 3 million people due to its complications8. India 
alone bears the load of nearly one-fifth of its global burden9. The 
incidence is increasing in underdeveloped countries due to poor 
hygiene conditions and greater prevalence of HIV infection and 
AIDS. .

Clinically, tuberculosis is classified into pulmonary and extra-pul-
monary. Pulmonary tuberculosis remains the most common form 
of the disease. Extra-pulmonary involvement accounts for approx-
imately 10% to 15% of all the patients making it an uncommon 
form10. This occurs more commonly in immunosuppressed persons 
and young children. Extra-pulmonary infection sites include the 
pleura in tuberculous pleurisy, central nervous system in menin-
gitis, lymphatic system in scrofula of neck, genitourinary system 
in urogenital tuberculosis and bones and joints in Pott’s disease 
of the spine. An especially serious form is disseminated TB, more 
commonly known as miliary tuberculosis.

Head and neck involvement can include cervical lymph nodes, 
middle ear, nasal cavity, larynx, nasopharynx, oral cavity and 
parotid gland. In some cases, an oral lesion may be the initial mani-
festation of TB11. Tubercular lesions usually manifest as superficial 
or deep, irregular ulcers and are typically described as ulcerations 
and/or exophytic growth. These ulcers tend to slowly increase in 
size and are very painful6, 12. The non ulcerative tubercular lesions 
resembling non specific chronic infections are uncommonly seen. 

Tuberculosis of the oral cavity occurs infrequently which can 
be because of an intact squamous epithelium of the oral mucosa 
making the penetration of tubercle bacilli difficult, thus providing 
protection against the infection13. The cleansing action of saliva, 
presence of tissue antibodies, salivary enzymes, oral saprophytes 
and the thick epithelial covering are the other significant protecting 
factors. Mycobacterium gains entry into the oral cavity due to a 
breach of this natural barrier which may be due to trauma, extraction 
of tooth, inflammatory conditions or poor oral hygiene. 

Primary tuberculosis of the cheek is an unusual occurrence, 
and thus the differential diagnosis should include sarcoidosis and 
diseases of the parotid gland, such as suppurative parotitis, mumps, 
Sjogren’s syndrome, and sialosis14.

Conventional diagnostic procedures like microscopic exam-
ination, radiology (commonly chest X-rays), tuberculin skin test, 
microbiological culture of body fluids like sputum play a significant 
role in the initial diagnosis of the disease. Special stains such as 
Ziehl-Neelsen or other acid-fast stains successfully demonstrate 

the AFB in only 27% - 60% cases. This may be due to its relative 
scarcity within the tissue. Identification of the AFB in tissues is even 
more difficult in extra-pulmonary lesions; more so, in skin biop-
sies as bacillary load is relatively low. Mycobacterial culture can 
be done using solid or liquid media and can detect as few as 10 to 
100 bacteria/ ml of specimen15. It is more sensitive than microscopic 
examination. FNAC examination is a minimally invasive simple 
technique that can be performed bedside and is well tolerated by 
children. However, these traditional methods are time-consuming, 
cumbersome and high concentrations of bacteria must be present in 
the sample to be detected. 

Over the last few years, new molecular methods have been intro-
duced as mycobacterial diagnostic tools, including PCR- Restric-
tion Fragment Polymorphism, real time PCR, spoligotyping, DNA 
sequencing, DNA strip assays leading to a considerable improve-
ment of both speed and accuracy of identification. PCR plays a 
valuable role in offering both rapid species identification and detec-
tion of drug resistance patterns16. These systems not only permit the 
diagnosis of TB in a comparatively shorter span of time but with 
high sensitivity and specificity approaching that of culture. These 
tests are useful in confirmation of both pulmonary and extrapul-
monary TB. But due to cost restraints, their usage in low-income 
countries remains limited. So, it is better to utilize a combination of 
all the available tests for the diagnosis that can provide maximum 
useful information to the clinicians.

CONCLUSION
Primary or secondary oral lesions of tuberculosis are often 

ignored by the clinician because of its non specific presentation 
making it difficult to diagnose. This leads to delayed treatment and 
may result in devastating consequences. Thus, it is important for 
the clinician to exclude tuberculosis from the list of differential 
diagnosis of all suspicious ulcerative and granulomatous lesions of 
oral cavity.
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Figure 1: Pre-treatment photographs (Lateral and front view of patient).

Figure 2:Pre treatment OPG.

Figure 3: Pretreatment Lateral oblique view of skull
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Figure 4: Ziehl-Neelsen stained section revealing acid-fast bacilli as red stained rod like structures.

Figure 5 (a): Photomicrograph revealing area of granuloma formation containing chronic inflammatory infiltrate with focal areas of 
necrosis. (H & E, 4X)
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Figure 5 (b): Photomicrograph revealing langhans type giant cells along with epitheloid cells. (H & E, 10X)

Figure 6: Pre and Post Treatment Photographs
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