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ABSTRACT
BACKGROUND: Cervical lymphadenopathy is the enlargement of cervical lymph nodes beyond 1cm
in diameter. It may be due to various causes and can involve different age group and sites.
OBJECTIVE: To find out various causes of cervical lymphadenopathies in the study group.
MATERIAL AND METHODS: This cross sectional study was conducted at Departments of ENT,
Head and Neck Surgery, Saidu Teaching Hospital Swat , from April 2010 to June 2013. Patients having
enlarged lymph nodes, of either sex and of any age were included in the study for the determination of
frequency of various diseases in cervical lymphadenopathy. Clinically diagnosed cases of cervical
lymphadenopathy as well as those patients not willing for admission were excluded from the study. Fine
needle aspiration cytology (FNAC) was done in all patients for the diagnosis of various diseases.
Specific investigations like pus for AFB/culture and excisional/incisional biopsy employed in patients in
whom FNAC was inconclusive.
RESULTS: Out of 90 patients, 47 (53%) females and 43 (47%) were males. Most of the patients were
between 1-10 years. Chronic granulomatous diseases especially the tuberculous cervical
lymphadenopathy was the most common histological diagnosis in 32(36%) patients, lymphoma 22
(24%), reactive hyperplasia in 20(22%), metastasis to cervical lymph nodes inl5 (17%), and non-
specific lymphadenitis in 2(1%) case.
CONCLUSION: Tuberculosis is still the commonest cause of cervical lymphadenopathy in this region
after excluding reactive hyperplasia.
KEY WORDS: Cervical lymphadenopathy; histopathology; causes.

INTRODUCTION

Lymphadenopathy refers to abnormal nodes in
terms of either size, consistency or number. The
common causes include infection, autoimmune
diseases or malignancies. There are various
classifications of lymphadenopathy, but a simple
and clinically useful system is to classify
lymphadenopathy as “generalized” if lymph
nodes are enlarged in two or more
noncontiguous areas or “localized” if only one
area is involved"”.

Cervical lymphadenopathy is the increase in the
size of cervical lymph nodal tissue by more than
1 cm in diameter. Cervical lymphadenopathy is a
manifestation of a spectrum of diseases ranging
from benign to malignant'” > Lymphadenopathy

can involve different age groups and any site of
the body. Various diseases that may lead to
enlarged cervical lymph nodes include
tuberculosis, lymphoma and metastatic focus of
malignant lesions of head and neck."* Cervical
lymph nodes may get enlarged due to different
diseases, like tuberculosis, lymphoma, metastatic
focus of malignant lesions, sarcoidosis and other
viral and bacterial infections of head, neck,
throat and face.

Despite the decline of pulmonary tuberculosis in
western world, incidence of tuberculous
lymphadenitis has remained same’. Cervical
Iymph node tuberculosis being the most common
manifestation accounting for almost 50% of the
cases of extra-pulmonary tuberculosis®. It is




recommended that there should be access for all
patients with cervical lymphadenopathy to
weekly neck lump clinic with standardized
protocols for lymphoma diagnosis®. Hodgkin’s
lymphoma, squamous cell carcinoma and
metastatic carcinoma can co-exist in cervical

lymph nodes."

The objective of this study was to find out
various causes of cervical lymphadenopathy in
the study group.

MATERIAL AND METHODS

This cross sectional study was conducted at
Departments of ENT, Head and Neck Surgery,
Saidu Teaching Hospital Swat from April 2010
to June 2013. A total of 90 patients of either sex
and age having enlarged lymph node(s) not
responding to conservative treatment were
included in the study. Also those cases in whom
there was suspicion of malignancy on the FNAC
(Fine needle aspiration cytology) report was also
included in the study. Clinically diagnosed cases
of cervical lymphadenopathy as well as those
patients who were not willing for admission
were excluded from the study. An informed
consent for recruitment into the study was
obtained from all patients. A detailed history of
neck node was taken. The node was examined
for site, size, number, and relation to underlying
structures.

Clinical presentation and history of contact with
tuberculosis, duration of illness and other
relevant information were also obtained and a
separate proforma was filled for each patient.
Following investigations were carried out in all
cases, complete blood count, erythrocyte
sedimentation rate (ESR), chest x-ray, ultra
sound of the neck and FNAC of the lymph
nodes. Specific investigations like pus for AFB
(acid fast bacilli) culture and
excisional/incisional biopsy of lymph node were
employed in patients in whom FNAC was
inconclusive.

Statistical analysis was done using SPSS version
10. The frequencies and percentages were
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calculated for qualitative variables like gender of
patients, age grouping, side and level of the neck
involvement. Mean and +SD was calculated for
quantitative variables like age of the patient.
RESULTS

A total of ninety (90) patients were included in
the study. Chronic granulomatous diseases
especially cervical lymphadenopathy due to
tuberculosis was the most common histological
diagnosis in 32(36%) patients, lymphoma 22
(24%), reactive hyperplasia in 20(22%),
metastasis to cervical lymph nodes in15 (17%),
and non-specific lymphadenitis in 2(1%) case.
There were 47(53%) females and 43(47%) male.
Most of the patients 27(30%) were between 1-10
years. Lymph nodes involvement on the right
side was more common 40 (44%) than on the left
side 35(39%). Lymph nodes at level III
27(24.3%) were the most common group
enlarged followed by level I 24 (21.6%). In 10
(9.9%) of the patients all levels of the cervical
lymph nodes were enlarged. (Table. 1)

Table-1:Various Characteristics Of Patients
With Cervical Lymphadenopathy (n=90)

CHARACTERIS | No. of | MEAN/RATI
TICS Patients (0]
(%)
Gender
Male 43 (47%)
Female 47 (53%)
Age (in years)
01 - 10 years 27 (30%)
11 - 20 years 25 (27.7%)
21 - 30 years 14 (15.5%)
31 —-40 years 10 (11.1%)
41 - 50 years 03 (3.3%) Mean age =
51 —60 years 10 (11.1%) 32.55+13.63
61 — 70 years 01 (1.1%)
Frequency of
various causes | 32 (36%)
(diseases) 20 (22%)
Chronic 15 (17%)
granulomatous 22 (24%)
diseases 02 (01%)
Reactive
hyperplasia
Metastatic
carcinoma
Lymphoma
Schawanomma
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Laterality
Left side 35 (39%)
Right side 40 (44%)
Bilateral 15 (17%)
Levels of neck
involved 24 (21.60%)
Level I 08 (07.20%)
Level II 27 (24.30%)
Level III 16 (14.40%)
Level II & III 00 (00.00%)
Level IV 05 (04.50%)
Level V 00 (00.00%)
Level VI 00 (00.00%)
Level VII 10 (09.90%)
All levels

DISCUSSION

Majority of the patients in the present study were
in the first decade of their life. Almost similar
results were also reported in a local study in
which age of the patients ranged between 10-70
years''. In one study the commonest age group
affected was 11-20 years and constitutional
symptoms were not present in most of the
patients'2. Contrary to these reports, in another
study the age group mostly involved was 21-40
years". Results of another study showed that the
maximum number of patients (68.75%) was in
pediatric age group™.

In the present study predominantly females
(53%) were affected, as supported by the results
in a study from India’. But other studies have
reported male preponderance as compared to
females'®'”. Similarly males were predominantly
involved with tuberculosis in a local study
conducted by Siddiqui FG, and Ahmed Q
showing that 52.9% of cases were male and
47.1% were female'.

In this study besides tuberculous cervical
lymphadenopathy, reactive hyperplasia was
found in 22% cases, metastasis to cervical lymph
nodes in 17%, lymphoma in 24% and non-
specific lymphadenitis in 1% case. Similar
results are reported in a study conducted in
Kathmandu, in which causes of cervical
lymphadenopathy were tuberculous

Journal of Saidu Medical Col|ege 2014; 4(1)

lymphadenitis (54%), reactive hyperplasia (33%)

~ and metastatic lesion in lymph nodes (11.1%)".

Similar to our reports another local study
reported that out of total 220 patients with
enlarged neck lymph nodes tuberculous
lymphadenitis was the most common occurrence
(70.45%)*. Choudury N*! reported that all of the
tuberculous patients they studied, 58% had
cervical adenitis at presentation. Another study
showed an incidence of 36%, although
tuberculosis had been the major cause of
lymphadenopathy in their study as well but total
incidence was lesser as compared to our study.
This disparity might have been due to
differences in patient selection and local referral
pattern®.

Cervical lymph node involvement  at level
III(24.3%) was the most common site, followed
by level 1(21.6%). A study conducted at
Khatmandu Medical College also showed that
posterior cervical lymph does at level VI were
affected in 42% cases followed by level II and III
(16%) and level I lymph nodes in 15% of
cases'’. In a local study out of 200 cases 150
patients had involvement of level VI cervical
lymph nodes, while level I i.e submandibular
lymph nodes were the 2™ most common affected
site in the neck. In that study like our results. In
majority of the cases there was unilateral cervical
lymph node involvement™.

The present study is limited because of the small
study group. A large sized, prospective,
randomized and a multi centre study is
recommended to study the various causes of
cervical lymphadenopathy.

CONCLUSIONS

Tuberculosis is still the commonest cause of
cervical lymphadenopathy in this reagion after
excluding reactive hyperplasia. Open biopsy of
cervical lymph node is not recommended in a
clinically suspected case of metastatic
lymphadenopathy. Such cases should be initially
evaluated with vigilant clinical and radiological




evaluation and panendoscopy followed by
FNAC of the lymph node.

REFRENCES

1

10.

1L

12.

13

Goroll AH, May LA, Mulley AG Jr. Primary care
medicine: office evaluation and management of the
adult patient. 2d ed. Philadelphia: Lippincott, 1987.
Allhiser JN, McKnight TA, Shank JC.
Lymphadenopathy in a family practice. J Fam Pract.
1981;12:27-32.

Sreeramareddy CT, Panduru KV, Verma SC, Joshi
HS, Bates MN. Comparison of pulmonary and extra
pulmonary tuberculosis in Nepal: .a hospital based
retrospective study. BMC Infect Dis 2008;8:1-7
Sheikh GM, Samad A. Pattern of tuberculous
lymphadenitis: the Isra  University Hospital
experience. J Liagat Uni Med Health Sci 2005;4:3-5.
Khurshid R, Shore N, Saleem M, Naz M, Zameer
N. Diagnostic significance of adenosine deaminase in
pleural tuberculosis. Pak J Physiol 2007;3:1-3.

Khan HU, Khan MH, Khan AM, Noor-ul-Iman, Khan
H, Habib H. Anti-tuberculous therapy induced liver
injury: frequency, management and outcome. J Med
Sci 2009;17:99-102.

Gospodarowicz MZ, Soug JY, Cheong HJ. Disease
spectrum of cervical lymphadenitis, analysis based on
ultrasound guided core needle biopsy. J Infect
2007;55:310-6.

Umer MF, Mehdi SH, Muttagi A, Hussain SA.
Presentation and aetiological aspects of cervical
lymphadenopathy at Jinnah Medical College Hospital
Korangi; Karachi. Pak J Surg 2009;25:224-6.

Channa MA, Urooj R, Mirza MR, Gooda MR, Jaleel
F, Khan S, et al. Frequency of Tuberculosis in cervical
lymphadenopathy: our experience. Pak J Surg
2010;26: 28-30.

Naqvi SQH, Memon JM, Ansari NA, Memon RA,
Akhund AA. Role of fine needle aspiration cytology
in peripheral lymphadenopathy. Pak J of Surg
2006;22:96-9.

Mohapatra PR, Janmeja AK. Tuberculous
lymphadenitis. J Assoc Physicians India 2009;57:585-
90.

Sun HB, Zheng XF, Zhang J. Diagnostic accuracy of
fine needle aspiration biopsy of cervical lymph node:
a study of 580 cases. Zhonghua Bing Li Xue Za Zhi
2008;37:693-7.

Zeshan QM, Mehrukh M, Shahid P. Audit of lymph
node  biopsies in suspected cases of
lymphoproliferative malignancies, implications on the
tissue diagnosis and patient management. J Pak Med
Assoc 2000;50:179-82.

14.

15;

16.

14

18.

19.

20.

2]

22.

Journal of Saidu Medical College 2014; 4(1)

Malik GA, Rehan TM, Bhatti SZ, Riaz JM, Hameed
S. Relative frequency of different diseases in patients
with lymphadenopathy. Pak J Surg 2003;19;86-9.
Javaid M, Niamatullah, Anwar K, Said M. diagnostic
value of fine needle aspiration cytology (FNAC) in
cervical lymphadenopathy. J Postgrad Med Inst
2006;20:117-20.

Majid A. Prevalence of tuberculosis in cervical
lymphadenopathy. The Professional 1996;3;223-7.
Siddiqui FG, Ahmed Q. Cervical lymphadenopathy. J
Surg Pak 2002;7:23-5.

Mabharjan M, Hirachan S, Kafle PK, Bista M, Shrestha
S, Toran KC, et al. Incidence of tuberculosis in
enlarged neck nodes, our experience. Kathmandu
Univ Med J 2009;7:54-8.

Khan SJ, Latif Z, Hassan H, Khan AJ, Ahmed B,
Khalid N. Tuberculous lymphadenitis as a cause of
cervical lyphadenopathy. J Rawal Med Coll 2003;7:
36-8.

Choudhury N, Bruch G, Kothari P, Rao G, Simo R.
Four years’ experience of head and neck tuberculosis
in a south London hospital. J R Soc Med 2005;98:267-
26.

Yassin MA, Olobo JO, Kidane D, Negesse Y,
Shimeles E, Tadesse A, et al. Diagnosis of tuberculous
lymphadenitis in Butajira, rural Ethiopia. Scand J
Infect Dis 2003;35:240-3.

Shaikh SM, Baloch I, Bhatti Y, Shah AA, Shaikh GS,
Deenari RA. An audit of 200 cases of cervical
lymphadenopathy. Med Channel 2010;16:85-7.

CORRESPONDING ADDRESS:

Dr. Mahid Igbal

Department of ENT, Saidu Teaching Hospital,
Saidu Sharif, Swat, Pakistan

Cell No: +92-3005926957

E-mail: drmahidigbal @yahoo.com

472






