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Case Report

A Child with Submandibular Fistulized Mass: An Unusual Case of

Salmonella typhi
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Abstract

Salmonella typhi is a Gram-negative microorganism. This enteric pathogen causes a variety of signs and symptoms, but the more
prevalent is fever and gastrointestinal signs. It is important to consider this microorganism in the differential diagnosis in patients
coming from the regions with a high prevalence of salmonella typhi and unusual signs and symptoms.
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1. Introduction

Salmonella typhi is one of the causes of enteric fever. In-
fected patients mostly experience fever and gastrointesti-
nal symptoms due to the intestinal invasion of the mi-
croorganism. Zahedan is one of the regions in Iran with
a high prevalence of S. typhi infection. This infection can
present unusual signs and symptoms leading to misdiag-
nosis, especially in patients with immunodeficiency. The
current study reported a pediatric case inflicted with S. ty-
phi infection accompanied by rare and unusual signs and
symptoms such as palpable petechiae on lower limbs and
submandibular fistulized mass.

2. Case Presentation

A five-year-old Baloch female patient from Zahedan,
Iran was admitted to Mofid Children Hospital due to ab-
dominal pain, fever, and fistulized mass in submandibular
area as suppurative lymphadenopathy. Her medical and
developmental history was normal. No history of weight
loss and chronic or recent diarrhea or constipation was re-
ported.

She had been well until approximately six months be-
fore the recent admission. The disease started with fever,
purpuric rashes, and abdominal pain primitively treated
for Henoch-Schonlein purpura. The purpuric rashes and
the abdominal pain were not improved after two weeks.

Therefore, skin biopsy was obtained and the leukocytoclas-
tic vasculitis was determined as the final diagnosis. Based
on the diagnosis, she was treated with immunomodula-
tory agents such as azathioprine and prednisolone. Dur-
ing this admission, ceftriaxone was administered because
of fever until the blood culture became negative.

Two months later, she was admitted again due to fever
and severe abdominal pain, mimicking acute abdominal
manifestations. Her family complained about waxing and
waning of her gastrointestinal discomfort during the last
two months. Parents declared that during the last month
family physician administered cefixime for her 2 times be-
cause of abdominal pain and fever. This time the appendec-
tomy was performed since pathological reports showed
appendicitis and necrosis.

The physical examinations showed some enlarged
lymph nodes with prominent lymphadenitis. Moreover,
her purpuric rashes were present, but with less severity
than the previous admission. The immune-suppressive
therapy was continued, according to the pediatric rheuma-
tologist prescription. Four months later, she came back
again with abdominal pain, fistulized draining mass in the
submandibular area (Figure 1) and fever. Only the tender-
ness of the right lower quadrant was prominent in the
physical examination. Abdominal sonography revealed
several accumulated lymphadenopathies, some of which
were necrotic with a maximum dimension of 33 × 15 mm
in the para-aortic region, along with inflammatory evi-
dence such as increased echogenicity in the mesenteric fat
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Figure 1. Draining lymph node is shown.

and right lower quadrant.

Therefore, a consultation was made with a pediatric in-
fectious disease specialist. Tuberculosis (TB) or other in-
flammatory conditions such as inflammatory bowel dis-
ease (IBD) were among the differential diagnoses. In
addition, the patient was evaluated for brucellosis and
salmonellosis. Among all assessments, the blood, urine,
stool, and wound cultures were positive for Salmonella ty-
phi.

Normal results were obtained in the evaluation of
other organs such as heart, eye, and immune system (Ta-
ble 1). The patient was treated for disseminated salmonel-
losis. The immune-suppressive therapy was stopped since

Table 1. The Immune System Screening Tests

Variables Values

IgA, mg/mL 122

IgG, mg/mL 678

IgM, mg/mL 68

CD4, % 35

CD8, % 25

CD19, % 15

CD16/56, % 11.7

WBC 15500

Neut, % 80

Lymph, % 18

all signs and symptoms from the first time of admission
were attributed to salmonellosis. After the administration
of antibiotic agents (based on the antibiogram results),
a dramatic response was observed. Fever disappeared af-
ter 24 hours, lymphadenitis was resolved, and the obvious
cure of the general condition was achieved within 15 days
of treatment.

3. Discussion

Enteric fever is a systemic disease caused by S. typhi
with an annual prevalence of 12 - 13 million cases mainly in
Southeast Asia, where poor sanitation and the lack of safe
drinking water are mostly accused (1-3). Gastrointestinal
signs and symptoms such as acute abdominal pain, vom-
iting, and diarrhea are the most common manifestations
of this condition (2, 4).

Rose spots are the characteristic skin lesions of typhoid
fever (5). Other skin rashes such as purpura are rare and
only reported in patients with endocarditis (6). A study re-
ported a typhoid fever case with leukocytoclastic purpura
without endocarditis (7). In other reports, it was believed
that this kind of vasculitis is associated with typhoid fever
with an immunodeficiency condition such as mutations in
the IL-12Rβ1 gene (8, 9).

The atypical presentation of salmonellosis is usually re-
ported in infants and the elderly. Malnutrition and chronic
illnesses are the predisposing factors of uncommon pre-
sentation of this infection in different case reports (10). It is
documented that cellular immunity is essential for killing
Salmonella spp., so the atypical presentation and dissem-
ination of this infection is expected in patients with im-
munodeficiency and cellular immunity involvements (9).

The involvement of cervical lymph nodes in salmonel-
losis may be due to the direct invasion of tonsillar

2 Arch Pediatr Infect Dis. 2019; 7(4):e82537.

http://pedinfect.com


Karimi A et al.

lymph nodes or hematogenous invasion by this Gram-
negative bacillus. In the present patient, it seems that
the hematogenous invasion was the main reason for sub-
mandibular lymph nodes involvement.

Patients with mutations in the IL-12Rβ1 gene are
extremely susceptible to infections with intracellular
pathogens such as environmental non-tuberculous my-
cobacteria (NTM), Salmonella species, and even BCG vac-
cines (11-15). In this group of patients, lymphadenopathy is
mostly recorded at the time of infection (16). The present
patient was screened for immunodeficiency, but the re-
sults of all evaluations were normal; however, the eval-
uation of the IL-12Rβ1 gene mutation was unavailable in
the region and this test is pending. Nevertheless, after 12
months of follow-up without treatment with antibiotics
and interferon-gamma, she presented with no signs and
symptoms. On the other hand, this child took antibiotics
because of wax and wane of signs and symptoms, but the
courses were not enough for her illnesses and the dissemi-
nation of the infection happened due to immunosuppres-
sive agents.

3.1. Conclusions

It is important to consider salmonellosis in patients
from high prevalence regions, presenting unusual man-
ifestations such as leukocytoclastic vasculitis, prolonged
fever, and abdominal pain.

Footnotes
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