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Abstract

In the differential diagnosis of neck swelling, enlargement of cervical lymph nodes is one of the possibilities
taken into consideration. Apart from clinical examination, cytological examination contributes to the work
up of such cases. However open biopsy has a definite role in selected cases. Of the various causes for
enlargement of cervical lymph nodes, tuberculosis has a highest share, followed by other diseases like
lymphoma, metastatic carcinoma, etc. We conducted this study to describe the clinicopathological profile of
patients presented with cervical lymphadenopathy in the government medical college, kozhikkode. Our
study included 100 consecutive cases. Clinical, demographic, cytological and pathlogical features of
patients satisfying the inclusion and exclusion criteria were taken in detail. Statistical analysis was done in
R statistical environment. Most of the patients belonged to 21 to 30 age group. Most of the patients
belonged to 21 to 30 age group. Sixty percent in our study presented with fever. Moreover in young age
group tuberculosis forms the commonest cause and in older age group metastasis from occult primary (9
out of 13 cases).On histopathological examination in doubtful cases or other cases which warranted further
excision biopsy, 45 cases of reactive hyperplasia diagnosed with fnac on biopsy came as tuberculosis
(10).In case of tuberculous lymphadenitis, majority showed a unilateral involvement and the most
commonly encountered group was upper cervical. Our study has studied about the clinicopathological
profile of the patients presented with cerivical lymph nodes. One of the important findings we found was
that tuberculosis still continues to be the most common cause. This has wider socioeconomic implications.
In our series, tuberculusois constitued the most common cause for cervical lymphadenopathy on fnac as
well as clinically.

Introduction

Enlargement of lymph nodes is one of the
possibilities we consider in the differential
diagnosis of swellings in the neck'. This could
present in unilaterally or bilaterally. In most cases,
a reasonable diagnosis can be made by clinical

examination and cytopathological investigation®.
Since most of the conditions, causing cervical
lymph node enlargement is curable, an early
achievement of diagnosis and appropriate
treatment of the patient should be our aim.
Though FNAC has gained more importance as the
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initial investigation, open biopsy still maintains its
role in identifying the morphological and
structural changes in the gland”°,

The reported causes vary from benign to
malignant  diseases™**.  The causes of
lymphadenopathy implicated depend on the age of
the patient. In small children, the causes can be
head lice or other cutaneous infections of drainage
area™®8. In older children and young adults, it can
be due to tuberculosis or lymphoma, where as in
elderly the commonest cause is secondary
metastasis. Status of cervical lymph node is the
most important prognostic factor in the treatment
of patients with squamous-cell carcinoma of the
head and neck’*?°. In most of the studies,
tuberculosis contributes to the main cause of the
lymphadenopathy™®#2*,

The aim of our study was to describe the clinical
and cytopathological profile of patients presented
with cervical lymph node enlargement. Moreover,
we aimed to find out man causes of cervical
lymphadenopathy in our centre.

Materials and Methods

This study was conducted in the department of
surgery and ENT department, government
medical college, Kozhikkode between 2014 and
2015. Ethics committee approval was obtained
before conducting the study. Only those patients
wiling to give informed consent were recruited
into the study.

The study participants included 100 consecutive
patients presenting with discrete asymptomatic
cervical lymphadenopathy of more than four-week
duration. Only patients above 15 years with
lymphadenopathy more than four-week duration
and lymph node size more than 10mm were
included in this study. We excluded those patients
currently on treatment and those where the
primary was known.

At the time of presentation, a detailed clinical
history was taken for each patient for the duration
of symptoms and progress of the process. Any
history of fever, cough, weight loss, anorexia,
contact with an open case of tuberculosis, history
of chest, gastrointestinal, head and neck diseases

were taken. A stress on past history of
tuberculosis was also given.

All cases were examined to see the group of
lymph nodes involved, fixity and tenderness. The
other groups of lymph nodes were also examined.
A thorough examination of scalp, thyroid, oral
cavity and ear was also done. A per abdomen
examination and examination of testes was also
done.

A complete blood count and chest radiography
was done in all cases, ENT examination done in
relevant cases. Sputum AFB examination done in
those patients with respiratory symptoms.
Depending upon clinical picture and routine
investigations a provisional diagnosis was made.
The diagnosis was confirmed by FNAC. When
first FNAC was inconclusive, it was repeated a
second time. If the result was still inconclusive or
as reactive hyperplasia or scanty aspirate, an
excision biopsy was done. The data thus obtained
was analysed for various causes of lymph node
enlargement.

We collected various basic demographic variables
and other relevant variables in a pretested data
collection form. Various variables collected were
age, sex, site, presence of fever and cough and
ESR. Details about the clinical diagnosis, fine
needle aspiration cytology needle aspiration
cytology and histology were abstracted. The data
collected were later entered into an excel based
database for further analysis.

All statistical analyses were done in R statistical
environment. Continuous data were summarized
as mean and standard deviation or median with an
interquartile range. Categorical data were
presented as absolute frequency and percentages.

Results

This study consisted of a total of 100 cases
presented with cervical lymph node enlargement
of more than one-month duration. Most of the
patients belonged to 21 to 30 age group, followed
by 31-40, 15-20 and 50 above. The number of
patients in the older age group was comparatively
less in this study. Males constituted 60% of the
study group. A swelling was clinically present in
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97 percent of the patients. This study consisted of
a total of 100 cases presented with cervical lymph
node enlargement of more than one-month
duration. Most of the patients belonged to 21 to 30
age group, followed by 31-40, 15-20 and 50
above, followed by middle cervical(29%),
posterior cervical(21%) and least affected with the
lower cervical(12%). Sixty percent in our study
presented with fever and 79% with cough. ESR
was raised in 70 percent of the patients.

In all the age groups studied, the maximum
number of cases were seen in the age group of 15-
40 (94.9%). Moreover, in young age group
tuberculosis forms the commonest cause and in
older age group metastasis from occult primary (9

carcinoma thyroid. All the 4 cases were below 40
years.

Clinical examination indicated features suggestive
of tuberculosis in 34%, metastatic in 13%,
lymphoma lymphoma in 12% and others in 39
percent. However, the FNAC findings showed 29
% as tuberculosis, 13 as metastatic, 10 as
lymphoma, 45 as reactive hyperplasia. A report of
scanty aspirate was given in rest of the three
patients. Histopathological examination in cases
where an excision biopsy was done showed
tuberculosis and lymphoma in ten patients each,
reactive hyperplasia in 34 patients, sinus
histiocytosis and Kikuchi disease in two patients
each(tablel)

out of 13 cases).The The exception was papillary

Table 1: Profile of patients with cervical lymphadenopathy diagnosed clinically.
[ALL] N=100 Tuberculosis N=34 Metastasis N=15 lymphoma N=12 others N=39 p.over all

AGE: 0.007
15-20 22 (22.0%) 14 (41.2%) 0 (0.00%) 0 (0.00%) 8 (20.5%)
21-30 30 (30.0%) 11 (32.4%) 2 (13.3%) 5 (41.7%) 12 (30.8%)
31-40 26 (26.0%) 7 (20.6%) 7 (46.7%) 4 (33.3%) 8 (20.5%)
41-50 12 (12.0%) 1 (2.94%) 3(20.0%) 3 (25.0%) 5 (12.8%)
51-60 7 (7.00%) 1 (2.94%) 3 (20.0%) 0 (0.00%) 3 (7.69%)
61-70 3 (3.00%) 0 (0.00%) 0 (0.00%) 0 (0.00%) 3 (7.69%)
SEX: 1.000
Male 60 (60.0%) 20 (58.8%) 9 (60.0%) 7 (58.3%) 24 (61.5%)
Female 40 (40.0%) 14 (41.2%) 6 (40.0%) 5 (41.7%) 15 (38.5%)
SWELLING: 0.048
present 97 (97.0%) 34 (100%) 15 (100%) 10 (83.3%) 38 (97.4%)
absent 3 (3.00%) 0 (0.00%) 0 (0.00%) 2 (16.7%) 1 (2.56%)
SITE: <0.001
submandibular 2 (2.00%) 0 (0.00%) 2 (13.3%) 0 (0.00%) 0 (0.00%)
Upper cervical 36 (36.0%) 19 (55.9%) 5 (33.3%) 5 (41.7%) 7 (17.9%)
Middle cervical 29 (29.0%) 7 (20.6%) 3(20.0%) 4 (33.3%) 15 (38.5%)
Lower cervical 12 (12.0%) 1 (2.94%) 4 (26.7%) 3 (25.0%) 4 (10.3%)
Post. cervical 21 (21.0%) 7 (20.6%) 1 (6.67%) 0 (0.00%) 13 (33.3%)
FEVER: <0.001
absent 60 (60.0%) 11 (32.4%) 15 (100%) 8 (66.7%) 26 (66.7%)
present 40 (40.0%) 23 (67.6%) 0 (0.00%) 4 (33.3%) 13 (33.3%)
COUGH: <0.001
Absent 79 (79.0%) 13 (38.2%) 15 (100%) 12 (100%) 39 (100%)
present 21 (21.0%) 21 (61.8%) 0 (0.00%) 0 (0.00%) 0 (0.00%)
ESR: <0.001
normal 30 (30.0%) 23 (67.6%) 1 (6.67%) 4 (33.3%) 2 (5.13%)
elevated 70 (70.0%) 11 (32.4%) 14 (93.3%) 8 (66.7%) 37 (94.9%)

After FNAC, 34 cases which are clinically
diagnosed as tuberculosis turned out to be
tuberculosis -24, metastatic -2, lymphoma -1, and
reactive hyperplasia.-7. Fifteen cases which are
clinically diagnosed as metastatic lymph node
turns out to be, metastatic -10, tuberculosis -2,

reactive hyperplasia -2, lymphoma -1. Twelve
cases clinically diagnosed as lymphoma on
FNAC, 8 came as lymphoma, 3 as tuberculosis, 1
as metastatic lymph nodes. Thirty nine cases of
suspected chronic lymphadenitis, 36 came as
reactive hyperplasia, 3 as scanty aspirate. So after
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FNAC, reactive hyperplasia (45) came as common
diagnosis made on lymph node aspirates followed
by tuberculosis (29), metastatic lymph node (13),
lymphoma (10).

Figurel: clinical versus FNAC findings
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On histopathological examination in doubtful
cases or other cases which needed warranted
further excision biopsy, 45 cases of reactive
hyperplasia diagnosed with fnac on biopsy came
as tuberculosis (10), sinus histiocytosis (2),
kikuchi  lymphadenitis (2), and reactive
hyperplasia (31). Ten cases of lymphoma turned
out as 7 hodgkin lymphoma and 3 nonhodgkin
lymphoma. Scanty aspirate came as reactive
hyperplasia.

In case of tuberculous lymphadenitis, majority
showed a unilateral involvement, and the most
commonly encountered group was upper cervical.
In cases of metastatic lymph nodes, upper and
middle group were invariably involved. Of
lymphoma, Hodgkin's disease was confined to one
side and all cases of NHL showed bilateral
affection.

Discussion

In this study, we aimed to describe the
clinicopathological profile of the patients coming
to our center with cervical lymph node
enlargement. In  our series, tuberculosis
constituted the most common cause for cervical

lymphadenopathy on fnac as well as clinically.
This finding is comparable to the other literature
from Indian subcontinent. Tuberculosis continues
to be commonest cause for cervical
lymphadenopathy in this part of our country®2.
The portal of entry described for Mycobacterium
tuberculosis is tonsils. Other rare methods of
involvement include adenoids and through
retrograde spread from mediastinal nodes to
pretracheal and paratracheal and then to the deep
cervical lymph nodes. In this study, the most
common group involved are upper cervical,
followed by middle cervical. It shows that in
most cases portal of entry of myco bacterium
tuberculosis is tonsil. Other studies also agree
with this observation. The other groups are also
involved; it may be due to skip involvement of
lymph node regions or by retrograde spread from
mediastinal nodes. Ear nose throat examination
was normal in cases, and no primary foci were
found. This is well in accordance with literature
where only rarely after tonsillectomy was a focus
found in the tonsils 26. Of the 39 cases of
tuberculous lymphadenitis, 23 males and 16
females were affected. In all the age group
studied, the maximum number of cases was seen
in the age group of 15-40 (94.9%).s0 So it is clear
that in young age group, tuberculosis forms the
commonest cause.

20 patients had respiratory tract involvement in
the form of cough. None had hemoptysis. 27 had
evening rise of temperature. None had history of
tuberculosis.

Haematological investigations were very much
contributory to the diagnosis of tuberculous
lymphadenitis. Majority had an increased ESR
and relative lymphocytosis even though the total
leukocyte count was within normal limits. Sputum
was examined in relevant cases, but AFB was not
demonstrated in any of them. FNAC was found to
be very useful to establish the diagnosis. It was
the confirmatory investigation of choice, and
results could be obtained in 72 hours.

The prevalence of reactive hyperplasia as per the
fnac results was higher in our study. However,
when these cases underwent excision biopsy of
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the nodes, many of the cases turned out to be
tuberculosis, with reactive hyperplasia still being
the largest subcategory. The prevalence of
reactive hyperplasia in neck nodes in the literature
varies up to 20 percent®. This condition resolves
spontaneously without any treatment in one-third
of the patients. However, there could be an
underlying pathology like tuberculosis in one-
fourth of the patients with the rest in need of
prolonged treatment. In our series, the prevalence
of reactive hyperplasia was higher compared to
other studies. This need furthers investigation.
Metastatic lymph node formed the third
commonest cause of cervical lymph node
enlargement in the present study. Literature
suggests it as the fourth commonest cause®.
Majority of these patients were below forty years,
whereas literature shows a preponderance in the
elderly group. This could be due to the difference
in the location of the primary tumor in western
population. In the present study, the majority of
the cases were contributed by squamous
carcinoma, followed papillary carcinoma. Prev-
ious studies showed that in 70-85% of cases, the
cytopathology is squamous-cell carcinoma .
The prevalence pattern observed during our study
need not to reflect the actual pattern in the society
as our study was a hospital-based study with
preferential reference of high-risk cases to our
institution.

Our study has studied in detail about the
clinicopathological profile of the patients
presented with critical lymph nodes. One of the
important findings we found was that tuberculosis
still continues to be the most common cause. This
has wider socioeconomic implications.
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