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Evaluation of the patients with lymph node tuberculosis
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Abstract. Lymph node tuberculosis (LNT) is chronic granulomatous inflammation of the lymph nodes. The aim of
the present study is to review the epidemiologic, clinical and laboratory features of patients with LNT
retrospectively.
The records of 138 patients admitted to tuberculos dispensary between 2005 and 2010 with the diagnosis of
tuberculosis were reviewed retrospectively and LNT cases were investigated.
Twenty one cases were identified with LNT. 13 patients were female (61.9%), 8 (38.1%) were male and mean age
was 41 ± 21 years. The female to male ratio of LNT cases was 1.625 (13/8). The most common complaint was
palpable mass on neck. Just cervical lymph nodes were the most frequently involved; in 15 (71.5%) patients. Only
2 cases have contact history with tuberculosis cases (9.5%) and two cases had a history of pulmonary tuberculosis
(9.5%). After confirmation of diagnosis all patients were treated with combined anti-tuberculous therapy for at
least six months.
LNT is seen more frequently in females than males. It should be considered in the differential diagnosis of the neck
masses.
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also known as tuberculous lymphadenitis, is
commonly seen in underdeveloped countries, and
with the spread of AIDS, tuberculous
lymphadenitis is now frequently encountered in
developed countries and accounting for about
4.0–5% of all tuberculosis cases and 20.3–50.0%
of extrapulmonary tuberculosis (4-6). The target
organ of Mycobacterium tuberculosis is the
bronchopulmonary apparatus, and the head and
neck is usually second area of involvement.
Cervical lymph nodes are the most common
affected lymph nodes by this disease-classically
termed as “scrofula” (7). Lymphadenitis due to
Mycobacterium tuberculosis generally presents
with enlarged, painless neck lesions at 4 to 12
months after infection. The diagnosis in this
region can be difficult, because it can mimic
various other conditions.
The aim of this study was to investigate the
epidemiologic, clinical and laboratory features of
patients diagnosed with LNT retrospectively.

1. Introduction
Tuberculosis has recently resurged as a
worldwide public health concern in spite of the
recent advances in its diagnosis and management
(1). This is thought to be because of the poor
hygiene conditions, the greater prevalence of
acquired immune deficiency syndrome (AIDS)
and depression of
the immune system (2).
Tuberculosis is an infectious disease caused by
Mycobacterium tuberculosis, an acid-fast bacillus
that is transmitted
primarily through the
respiratory
tract
and
undergoes
lymphohematogenous
dissemination
(1).
Tuberculosis chiefly affects the pulmonary
system but it can also involve extrapulmonary
sites including the servical and supraclavicular
lymph nodes (3). Lymph node tuberculosis (LNT)
*
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2. Material and methods
The records of 138 patients admitted to our
dispensary between 2005 and 2010 with the
diagnosis of tuberculosis were reviewed
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The most common complaint was palpable
lymphadenopathy. Just cervical lymph nodes
were most frequently involved in 15 (71.5%)
patients. Cervical and axillary lymph nodes were
involved in 4 (19%) patients. Cervical and
supraclavicular lymph nodes were involved in 2
(9.5%) patients (Table 2).
Tuberculin skin test was performed to 15
(71.5%) cases and found positive (≥10 mm) in all
of them. Eighteen (85.7%) cases had BCG scar.
Associated chest lesions on radiography were
evident in only five cases (23.8%): local
pulmonary lesions in four cases, hilar
tuberculosis lymphadenopathy without local
paranchymal lesions in one case. The chest
radiography were normal in other patients
(76.1%).
All the patients were treated with daily
combined anti-tuberculous therapy for at least six
months and progress was assessed by clinical
examination. None of the patients has shown any
recurrence of local or systemic disease with
minimum follow up of six months after
completion of therapy.
Mean duration of
treatment was 8.6±2.7 months in our patients.

retrospectively after institutional review board
approval was obtained and 21 lymph node
tuberculosis cases were identified.
The patients’ medical records were reviewed
for details relating to presenting signs and
symptoms, site and appearance of the lesions,
chest x-ray findings, sputum smear, age and sex
breakdown, status of contact with active
tuberculosis cases, BCG scar status, results of
tuberculin test, diagnostic procedures and
treatment duration. The features of LNT were
discussed and compared to other reports. The
chest radiography of all cases was evaluated by
the same radiologist.
All patients gave a detailed medical history and
received a physical examination. Fine needle
aspiration biopsy (FNAB) was performed for all
involved nodes. The criteria for a diagnosis of
LNT
were
histopathologic
evidence
of
granulomatous inflammation with epithelioid
cells. Specimens were routinely sent for acid-fast
bacilli (AFB) staining and pathology.
After the confirmation of diagnosis, all patients
were treated with medical therapy for a minimum
of 6 months. In the first two months isoniazid (5
mg/kg), rifampicin (10 mg/kg), pyrazinamide (15
to 20 mg/kg), and ethambutol (25 mg/kg), or
streptomycin (1gr/day) was given followed by
isoniazid and rifampicin for the next months.

4. Discussion
Infection with Mycobacterium tuberculosis
occurs primarily by inhalation of airborne droplet
nuclei containing organisms. It has been reported
that tuberculosis can affect almost every organ in
the body. The bacilli spreads through lymphatic

Statistical analysis
Numeric values were determined as percent or
mean ± SD. Non parametric Kruskal-Wallis test
was used for qualitative results and chi-square
test was used for qualitative results between
features. p value of less than 0.05 was regarded to
indicate the statistical significance.

Table 1. Demographic and clinic features in patients with
lymph node tuberculosis

3. Results
Twenty one cases with LNT were identified.
Thirteen were female (61.9%), 8 (38.1%) were
male and mean age was 41 ± 21 years. The
female to male ratio of lymph node tuberculosis
cases was 1.625 (13/8). Coughing, night sweats,
weight loss and weakness were found in 3
patients (14.3%). Two cases had a history of
tuberculosis contact inside family (9.5%) and two
case had a history of pulmonary tuberculosis
(9.5%) (Table 1).

Patiens (n)
Age (year)
Sex (F/M)
Treatment duration (month)
Main symptom (n/%)
Coughing

21
41±21
13/8
8.6±2.7
3 (14.3 %)

Night sweats
Weight loss
Weakness
Previous history for LNT
Family history for LNTT

3
3
3
2
2

(14.3 %)
(14.3 %)
(14.3 %)
(9.5%)
(9.5%)

F, Female; M, Male; LNT. Lymph node tuberculosis.

Table 2. Lymph node distribution

Node group
Cervical
Cervical and Axillary
Cervical and Supraclavicular

Patients
15
4
2
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Unilateral
15 (71.5%)
4 (19%)
2 (9.5%)

Bilateral
-
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unilateral involve of cervical lymph nodes in 15
patients prevailed (71.5%), as in other series (11).
In our study, we found that twenty one patients
with LNT were identified. Thirteen were female
(61.9%), 8 (38.1%) were male. Although
tuberculosis is seen in men more often than
women in the literature , in our study, the female
to male ratio was 1.625 (13/8). Various recent
studies have also reported a higher incidence in
females (12,13).
Our findings are agree with the findings of
other authors (14,15). Women usually have a
quiescent presentation or report multiple, vague,
and atypical constitutional symptoms. These
observations reflect biological, hormonal, social,
environmental, or behavioral differences between
men and women. Biologically there is a
fundamental difference in the immune systems of
men and women (16). Ramanathan et al. (17)
suggest a hormonal influence on immunity as the
underlying cause for the different pattern of
disease in women.
Socially, in developing countries women often
have a low socioeconomic and nutritional status,
which can affect the immune response to the
disease. Others have suggested that women are
more conscious of their appearance and attend
healthcare facilities earlier, while men ignore
their disease until it is at a more advanced stage
(8,17). In addition, in our study, the majority of
cases occurred between 20 and 62 years of age:
this is similar to other reports (18).
Lung disease is common with cervical
tuberculosis, and frequently the lung on the same
side of the neck lymph node was found to be
involved (19). In our study, according to patients’
records, we found that only two patients had a
history of pulmonary tuberculosis in patients with
cervical tuberculosis. The common radiological
findings were nodular shadows in the upper and
middle zones as reported by William et al. (20).
In our study, we found that tuberculin skin test
was performed to 15 (71.5%) cases. It was
positive (≥10 mm) in all cases. Tuberculin skin
test does not measure immunity. It also does not
indicate the presence of disease; it only indicates
infection. This test is unreliable in the diagnosis
of latent TB, because of immunosuppression and
because of the regular vaccination with Bacillus
Calmette Guerin in childhood. Serologic
diagnosis (ELISA) has a high specificity and
sensitivity for the detection of antibodies in fluids
from infected areas (10). It is known that
microbiologic diagnostic methods are the gold
standard for diagnosis of extrapulmonary
manifestation of tuberculosis, as in cases in
pulmonary tuberculosis (19). Culture of

channels to regional lymph nodes and through the
bloodstream potentially to seed any distant organ,
including kidneys, joints, meninges and parotid
gland. Nodal disease is one of the most common
manifestations of extrapulmonary tuberculosis.
Tuberculosis that affects the cervical lymph
nodes
represents
about
20.3–50%
of
extrapulmonary tuberculosis. Lymphadenitis is
the commonest extrapulmonary manifestation of
tuberculosis occurring in more than 25% of all
cases of tuberculosis (5,6).
In recent years, the incidence of cervical
mycobacterial infection has been increasing. The
pathogenesis of cervical lymphadenitis has been a
controversial aspect of tuberculosis. Some
authors believe that this is a localized disease
process. Others state that cervical lymphadenitis
is probably a generalized lymphohematogenesis
dissemination and hence spreads to the cervical
lymph node. So far there is no basis to support
this suggestion, and this may emphasize the
primary
nature
of
tuberculous
cervical
lymphadenitis (8). Cervical lymphadenitis has
many etiological factors. In endemic areas,
tuberculous infection is a frequent cause of
cervical lymphadenitis. Differentiation between
tuberculous and other inflammatory causes of
lymphadenitis is important, because the
treatments are very different. Patients with
tuberculous lymphadenitis were often described
as having nodes that were painless and matted, in
addition to constitutional symptoms of fever,
malaise, weight loss, and night sweats (9).
A high index of suspicion is needed for the
diagnosis of LNT. A thorough history and
physical examination, tuberculin test, staining for
acid-fast bacilli, radiologic examination, and
FNAB will help to reach the early diagnosis of
LNT which will allow early institution of
treatment before a final diagnosis can be made by
biopsy and culture (3,4,6,9). The differential
diagnosis is extensive and includes infections
(viral, bacterial or fungal), and neoplasms
(lymphoma or sarcoma, metastatic carcinoma),
non-specific reactive hyperplasia, sarcoidosis,
toxoplasmosis, cats-scratch fever, collagen
vascular
diseases
and
diseases
of
reticuloendothelial system.
Posterior, anterior and supraclavicular cervical
regions are usually involved. The submandibular,
submental, axillary, and inguinal lymph nodes are
less frequently affected. The involved lymph
nodes are typically firm, non-tender, and
painless, with non-erythematous overlying skin.
Lymph node involvement typically occurs
between six to nine months following the initial
infection (10). In our study, we found that
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In conclusion, our data suggest that lymph node
tuberculosis is seen frequently in female than
male. Clinicians, it should be always considered
in the differential diagnosis of the neck masses.
Hence, early diagnosis and effective treatment of
LNT are important.

mycobacteria is time consuming, requiring 5 to 6
weeks to produce results. The yield is also low.
In the literature, cultures are reported to be
positive in 50% to 70% of patients (20).
FNAB plays an important role not only in
diagnosing cervical malignancies but it can also
be used for the diagnosis of tuberculosis cervical
adenitis. To avoid surgery, it is logical to initiate
antituberculous therapy on the basis of positive
PPD and positive histopathologic FNAB results.
If the culture result confirms the diagnosis or if
the mass is responding to medical therapy, the
treatment should be continued until final
resolution. FNAB has been increasingly used to
diagnose tuberculous infection in endemic areas;
FNAB has been shown to be sensitive, specific,
and cost effective (21). Although this is less
invasive and cheap procedure that is useful for
tuberculosis cervical adenitis diagnosis, definitive
diagnosis of tuberculosis cervical adenitis can be
established by positive culture or with the
identification of AFB. Therefore, FNAB should
be regarded as a screening test for mycobacterial
adenitis (22).
Recently, other techniques have shown to
promise in the more rapid and accurate diagnosis
of tuberculous lymphadenitis. The use of
polymerase chain reaction with FNAB has been
found to be a fast and accurate method to identify
M tuberculosis, with a sensitivity and specificity
of 76.4% and 100%, respectively (22). This
method also has an additional advantage of
differentiating
tuberculous
from
other
granulomatous
lymphadenopathy
and
non
tuberculous mycobacterial disease.
Tuberculosis cervical lymph node is a medical
disease. Surgical intervention is considered only
when excision is needed for biopsy purposes or
when a node remains enlarged after antimicrobial
therapy. Residual disease in the nodes after
complete therapy is uncommon and irrespective
of the size of the nodes. Regimen suitable for
using in DOT’s (Directly Observed Therapy)
include isoniazid (H), rifampicin (R), and
pyrazinamide (Z) for the first 2 months where
there was a low risk of isoniazid resistance (23)
followed by isoniazid and rifampicin for 4
months (HRZ 2; HR 4). Like others, we believe
that it was highly satisfactory and offered a cure
to approximately 80% to 90% of treated patients
for cervical LNT (24). All our patients received
anti-tuberculous therapy for a minimum of 6
months and showed a good response. No drug
resistance was seen even in cases who had an
incomplete course of anti-tuberculous therapy a
year before. The treatment was continued for a
minimum of 6 months in all cases.
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