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Introduction
Tuberculosis has been the alarming World health problem 
for many centuries. India holds a huge burden of Worlds 
TB[1].Pulmonary tuberculosis is the most common form of 
presentation. Extra pulmonary presentations can occur in 
Lymph nodes, Gastrointestinal tract, Liver, Genitourinary 
system, Central nervous system, Skin, Bones etc[2]. TB 
occurring in orofacial region is very rare[3]. Tuberculosis 
of the facial muscle is extremely rare, accounting to less 
than 1% of all TB cases[2]. The real challenge lies in the 
early diagnosis of such rare cases.Herein we report a case 
of extra pulmonary TB of masseter muscle diagnosed 
primarily by FNAC.The prompt onset of treatment has 
led to complete resolution of the disease.Hence the role of 
FNAC for orofacial lesions can be very vital for the early 
diagnosis of TB.

Case Report
A 26 year old male presented to the Pathology department 
with right sided face swelling of one month duration, which 
was associated with pain during swallowing. There was no 
history of fever or any other constitutional symptoms.

On examination, the swelling was cystic and dumbbell 
shaped, measuring 7x4 cm. It was soft in consistency, 
non-fluctuant, with normal overlying skin, extending 
from nasolabial fold to epicanthus of right eye (Figure 1). 
Complete Blood Count (CBC) was within normal limits. 
Erythrocyte Sedimentation Rate(ESR) was 15mm/hr. 
Mantoux test was not performed. MRI of head and neck 
revealed a well circumscribed bilobed cystic lesion in the 
right masseter muscle extending up to right zygomatic 
region. There was no bony erosion noted(Figure 2). HIV 
status of the patient is Non reactive.

Fine Needle Aspiration of the lesion yielded 4.5ml of 
thick turbid pus. Cytology revealed epithelioid granuloma 
and dense inflammatory cells, composed predominantly 
of neutrophils and macrophages in a necrotic 
background(Figure 3 & 4). Special stains for Acid Fast 
Bacilli (AFB) was positive. This confirmed the diagnosis 
of tuberculosis (Figure 5). The patient was diagnosed of 
Tuberculosis by a simple FNAC procedure.

The patient underwent anti tuberculous treatment for 6 
months. He responded well to the treatment. His swelling 
subsided completely and he was disease free after 6 months. 
On repeated follow up, the patient was symptom free.
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ABSTRACT
Tuberculosis (TB) is a major health hazard Worldwide. India bears a huge burden of world’s TB, according to World Health Organzation 
(WHO) statistics. The most  common form of presentation is pulmonary tuberculosis. Extra Pulmonary presentation of  TB in masseter 
muscle is extremely rare. We present a case of 26 year old male with right sided facial swelling, Fine Needle Aspiration Cytology (FNAC) of 
which revealed TB of masseter muscle. FNAC is a simple,cost effective out patient procedure that can aid in the early diagnosis of orofacial 
lesions such as extra pulmonary Tuberculosis. The purpose of this paper is to state the significance of early diagnosis of orofacial Tuberculosis 
and the crucial role played by FNAC in the diagnosis.
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Fig.1: Patient with dumbbell shaped swelling in the right 
side of  the face.
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Fig. 2: MRI of head and neck showing well circumscribed 
cystic lesion in right side (Arrow).

Fig. 3: FNAC of swelling-MGG 200X showing granuloma 
with inflammatory cells in the background.

Fig. 4: FNAC of swelling-H &E  200X showing inflammatory 
cells in a necrotic background.

Fig. 5: AFB stain-Oil Immersion Field showing Acid Fast 
Bacilli (Circled).

Discussion
Tuberculosis has been haunting the mankind for a very long 
period. The reigns of the most cruel dictators have met its 
end, but Tuberculosis is a mere disease which still reigns 
this world from time immemorial. It has indeed evolved 
with a fierce rage towards mankind. TB is an alarming 
health hazard worldwide, with an estimated 9 million new 
cases and 1.5 million deaths every year[1].

TB is a chronic infectious granulomatous disease which can 
involve almost any part of the body.The causative organism 
for this dreadful disease is Mycobacterium tuberculosis 
also known as Koch’s bacillus. Pulmonary Tuberculosis is 

the most common form of presentation[8]. Extra pulmonary 
Tuberculosis (EPTB) refers to TB involving organs other 
than the lungs[11]. They constitute about 15% to 20% of all TB 
cases affecting immunocompetent people[4]. EPTB is on the 
rise worldwide. EPTB is often seen in immunocompromised 
patients, especially associated with HIV patients[12].

TB of head and neck region comprises about 10% of all 
EPTB[12]. Orofacial tuberculosis is indeed a rare form 
of presentation and it can occur in sites such as gingiva, 
tongue, fausial pillars, buccal mucosa, temperomandibular 
joints and muscles of mastication[3]. Tuberculous oral 
lesions accounts for 0.05 to 5% of all TB cases[2,8].



Ramya et al. 	 C-85

www.pacificejournals.com/apalm eISSN: 2349-6983;  pISSN: 2394-6466

The musculoskeletal TB accounts for nearly 3% of all 
EPTB[7]. Tuberculosis in masseter muscle is an extremely 
rare presentation, accounting to less than 1% of EPTB 
occurring in orofacial region[3]. TB of masseter muscle can 
cause trismus or present with submasseteric abscess[6,7].
Majority of these lesions are secondary lesions occuring 
mainly due to reactivation of latent primary infection such as 
cutaneous TB like scrofuloderma and spreading to sites like 
masseter muscle[6].Since there is no specific pathognomonic 
signs for TB in such cases, diagnosis can be very crucial[3].
In our case, the patient had no signs to point towards TB, 
except for the tender swelling in his right cheek.

Orofacial lesions can occur in the form of ulcers, fissures, 
tuberculomas or nodules[5].These lesions may be painful or 
painless, solitary or multiple, irregular, well circumscribed 
ulcer[5,9].The main differential diagnosis for such lesions 
should be Tuberculosis. The diagnosis of these pauci 
bacillary lesion is often overlooked as it has variable modes 
of presentation[3,6].India being one of the capitals for TB, 
any suspicious lesion should always be investigated for 
TB. FNAC of these lesions are mandatory as it can guide 
us towards the cause. FNAC could be crucial in the initial 
diagnosis of diseases like Tuberculosis. FNAC proves to 
be less invasive and rapid in diagnosis for such cases.

If FNAC is inconclusive due to the absence of granuloma 
or negative for AFB in the smear, diagnosis can be 
established by histopathological and microbiological study 
of tissue specimen[4]. Confirmation of the diagnosis can 
also be done by sending the material aspirated by FNAC 
for Polymerase Chain Reaction (PCR) analysis.

In our case, cytology showed definite granuloma, 
followed which Acid fast bacilli was demonstrated by 
AFB staining. Thus clinching the early diagnosis of 
Tuberculosis by mere FNAC.

Conclusion
Extra pulmonary tuberculosis detection can be very 
challenging to the medical world .In Tuberculosis prevalent 
country like India, its always better to suspect TB if there 
is a long standing lesion in the head and neck region. 
Any orofacial lesion should undergo FNAC, as it can be 
the initial step towards diagnosis. EPTB occurring in the 
orofacial region,such as masseter muscle is extremely 
rare. FNAC being a simple cost effective test, when done 

meticulously along with a thorough search for AFB on 
smear, can point to the definitive diagnosis. For patients 
who cannot afford ancillary molecular testing, FNAC & 
AFB staining of smears can prove to be a boon for early 
diagnosis of the disease. Definitive diagnosis of such cases 
of TB is vital, in order to initiate timely treatment regimen 
and to prevent complications.
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