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Abstract Cervical lymphadenopathy is a common presenting complaint of patients attending the ENT out patient department. 
Enlargement of a lymphnode more than 1sq cm indicates a clinical manifestation of a regional or systemic disease 
serving as an excellent clue to the underlying disease. The differential diagnosis of cervical lymphadenopathy varies from 
specific and non specific inflammatory conditions to neoplasms and Kikuchi Fujimoto disease. The gold standard biopsy 
modality in the workup of neck masses is fine-needle aspiration (FNA). The sensitivity and specificity of this cost 
effective and reliable procedure, in both adults and children has been reported to be approximately 97% when diagnostic 
material is obtained. A Prospective Clinico-Pathological study was conducted for two years on 175 patients presenting 
with cervical lymphadenopathy at D Y Patil Medical College Hospital, a tertiary care centre. Patients more than 12 years 
both males and females who presented with persistent cervical lymphadenopathy after adequate antibiotic therapy were 
included in the study while those with acute lymphadenitis and local sepsis were excluded. FNAC was done as primary 
diagnostic procedure after detailed history taking and clinical examination. The most common diagnosis was Tuberculous 
lymphadenitis (54.85%) followed by Chronic non specific lymphadenitis (18.28%), reactive lymphadenitis (17.14%), 
metastatic lymphadenopathy (8%). Other diagnosis were Lymphoma (1.14%) and Kikuchi Fujimoto disease (0.57%). 
FNAC is one of the most dependable speedy diagnostic tool that also offers a direct approach in the first instance to 
arrive at a reliable pre operative diagnosis where ever required. 
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INTRODUCTION 
The cervical lymphnodes account for two thirds of the 
total lymphnodes of the body. Cervical lymphadenopathy 
is a common presentation to the clinicians indicating a 
manifestation of regional or systemic disease. It covers a 
spectrum of diseases like infections(Specific and non 

specific), neoplasms, immunodeficiency disorders and 
Kikuchi Fujimoto disease in its differential diagnosis. 
Various diagnostic modalities like ultrasonography, CT 
scan, PET scan and fine needle aspiration cytology 
(FNAC) are available to diagnose underlying disease in 
cervical lymphadenitis. All of them have high sensitivity 
and specificity for cervical lymphadenopathy. The gold 
standard modality in the workup of neck mass is fine 
needle aspiration with approximately 97% sensitivity and 
specificity when diagnostic aspirate is obtained. FNAC 
should always be considered before any open procedures. 
Apart from diagnostic cytology it can also be used for 
culture in suspected infectious neck masses not 
responding to conventional antibiotic therapy. If FNAC is 
unsuccessful or the aspirate is inadequate, repeat FNAC is 
the protocol before open biopsy. This study was carried 
out with the broad objective of assessing relative 
diagnostic efficacy of clinical evaluation and FNAC so 
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that a protocol for diagnosis and proper management of 
cervical lymphadenopathy could be evolved. 
MATERIALS AND METHODS 
This prospective study was designed and conducted at D 
Y Patil Medical College Hospital and Research Centre 
from March 2017 to February 2019 on 175 patients (OPD 
and IPD). All patients, males and females more than 12 
years who presented with persistent chronic cervical 
lymphadenopathy were included in the study, while 
patients with acute infective lymphadenitis and local 
sepsis were excluded from the study. A written informed 
consent was taken from all the patients participating in 
the study. A detailed clinical history was taken with 
relevance to age, sex, duration of symptoms, 
constitutional symptoms, contact with tuberculosis and 
other relevant aspects were noted. This was followed by 
detailed clinical examination and relevant investigations. 
All the patients were subjected to FNAC and the reports 
analysed. The evidence of lymphocytes with epitheliod 
and Langhan giant cells were reported as tuberculous 
lymphadenitis. Clustered large cells with nuclear 
hyperchromasia and pleomorphism were reported as 
malignancy. 
 
RESULTS 
The present study comprised of 175 cases of chronic 
cervical lymphadenopathy. The youngest patient was 12 
years of age and oldest was 74 years old. Majority of 
patients affected were in age group of 21 to 30 years 
followed by 31 to 40 years. Least affected age group was 
71 to 80 years. There were 102 males (58.2%) and 73 
females (41.7%) in the study. The male to female ratio in 
the study was 1.3:1.(Table1)Neck swelling was the 
presenting complaint in all 175 cases(100%), followed by 
fever in 120 cases (68.57%), cough in 36 cases(20.57%), 
loss of appetite in 41 cases(23.42%), loss of weight in 82 
cases (46.85%), malaise in 64 cases (36.57%), difficulty 
in swallowing in 12 cases (6.85%) and change in voice in 
12 cases (6.85%). (Table2) On assessing the site specific 
lymph node involvement, Level I –submental and 
submandibular nodes were involved in 30 cases(17.14%), 
Level II-upper jugular nodes in 70 cases(40%), Level III-
middle jugular nodes in 10 cases(5.71%), Level IV-lower 
jugular nodes in 5 cases(2.85%) , Level V - posterior 
triangle nodes in 35 cases(20%) and more than one site in 
neck ,in 25 cases (14.30%). (Table 3) In our study out of 
175 cases of cervical lymphadenopathy, 159 were non 
neoplastic and 16 were neoplastic lesions. Of the major 
causes, Tuberculosis was found to be the most common 
etiology in 96 cases. (54.85%) followed by nonspecific 
lymphadenitis in 32 cases(18.28%), reactive 
lymphadenitis in 30 cases(17.14%), and metastatic 
lymphadenopathy in 14 cases(8%). Other causes were 

Lymphoma (Hodgkins-1 and Non Hodgkins-1) in 2 cases 
(1.14%) and Kikuchi Fujimoto disease in 1 case (0.57%). 
(Table 4) In our study the sensitivity of FNAC in 
diagnosis of Tuberculous lymphadenitis was found to be 
82% and specificity was found to be 100%. (Table 5) 
 

Table 1: Demographic Profile 
Age Group(Yrs) Male Female Total Percentage 

12- 20 13 10 23 13.14 
21- 30 36 28 64 36.59 
31- 40 32 21 53 30.28 
41- 50 11 08 19 10.85 

>50 10 06 16 9.14 
Total 102 73 175 100 

 
Table 2: Incidence of Symptomatology 
Symptom No.of patients % 

Neck swelling 175 100 
Fever 120 68.57 

Loss of weight 82 46.85 
Malaise 64 36.57 

Loss of appetite 41 23.42 
Cough 36 20.57 

Dysphagia 12 6.85 
Change in voice 12 6.85 

 
Table 3: Level of Lymphnode Involvement 

Level of Lymphnode No. of Cases % 
I 30 17.14 
II 70 40 
III 10 5.71 
IV 05 2.85 
V 35 20 

More than 1 site 25 14.30 
 

Table 4: Etiology of Lymphadenopathy with Review of Literature 
Etiology(%) of 
Lymphadenitis 

Our study 
No.                % 

Shafiullah 
% 

Jha B 
% 

Jindal N 
% 

Nataraj 
% 

Arora B 
% 

Tuberculosis 96 54.85 69 63.8 48.4 82.6 62 
Non specific 32 18.28 3.8 5.9 

22.8 8 17 Reactive 30 17.14 17.8 9.6 
Metastatic 14 8 2.9 

20.7 
13.3 

9.4 
6 

Lymphoma 02 1.14 6.5 15.8 15 
Kikuchi Fujimoto 01 0.57 0 0 0 0 0 

 
Table 5: Sensitivity and Specificity of FNAC in diagnosis of 

Tuberculous lymphadenitis 

FNAC 
Tuberculous lymphadenitis 
Positive          Negative Total 

Positive 75 0 75 
Negative 21 79 100 

Total 96 79 175 
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Figure 1: FNAC cervical lymphnode(HandE stain) showing caseous 

necrosis, epitheliod cells and Langhan giant cells forming 
Tuberculous granuloma. 

 

 
Figure 2: FNAC of lymphnode showing clusters of metastatic 
tumor cells exhibiting pleomorphism and hyperchromatism 

 
DISCUSSION 
In the present study 175 cases of cervical 
lymphadenopathy were evaluated to assess the 
clinicopathological profile and identify various etiologies 
causing cervical lymphadenopathy. Diagnosis on the 
basis of FNAC with adequate material for study is almost 
equally significant as histopathology 1. FNAC has been 
an important tool to make a diagnosis in cervical 
lymphadenopathy cases. We have analysed the data with 
regards to demography, symptomatology, clinical 
findings and results of FNAC. The demographic profile 
showed a male preponderance with mean age in the mid 
of third decade. In studies by Shafiullah, et al2 and Kim L 
H, et al3 the common age groups affected were 20-30 
years and 30-40 years respectively. The findings of our 
study are comparable to those of above mentioned 
studies. Our study showed a male preponderance which 
was consistent with studies by Bedi et al4, Sarda et al 5 
and Schwarz et al 6. In our study neck swelling was 
present in all cases followed by constitutional symptoms. 
Three fourth of tuberculosis cases and both the lymphoma 
cases had constitutional symptoms .The same was true in 

study by Jha B et al 7.In the present study the assessment 
of site of lymphnode involved revealed that Level II 
followed by Level V lymphnodes were most frequent 
sites of involment. The findings are comparable to the 
study by Jha B C et al 7 where the upper jugular group 
was the most commonly involved and study by Baskota D 
et al [8] the posterior triangle nodes were frequently 
involved. In our study out of 175 cases 90.85% were non 
neoplastic whereas 9.15% were neoplastic lesions. 
Tuberculous lymphadenitis was diagnosed in 54.85% of 
cases followed by non specific lymphadenitis ,reactive 
lymphadenitis and metastatic lymphadenitis. It was seen 
in 2nd and 3rd decade with slight male preponderance 
presenting clinically as solitary or matted nodes. 
Cytologically majority showed clusters of epitheliod 
cells, lymphocytes with or without Langhan cells. The 
same was true in a study by Paliwal N et al 9 Thus 
tuberculosis was the most common cause for cervical 
lymphadenopathy in the non neoplastic lesions. It is a 
very common cause of superficial lymphadenopathy in 
countries like India. FNAC, even in remote areas of India 
can be used for diagnosing tuberculous lymphadenopathy 
with a diagnostic accuracy as high as 100%10. In the 
neoplastic group metastatic nodes accounted for 8% and 
lymphoma accounted for 1.14%. We had 1 case of 
Kikuchi Fujimoto disease.(0.57%). The findings were 
comparable with studies by Haque et al 11 and Chamyal et 
al 12. Not many of the quoted studies have reported 
Kikuchi Fujimoto disease. We had 1 case in our study. It 
is an idiopathic necrotizing lymphadenitis first described 
by Kikuchi in1972. Fujimoto and colleagues 
independently described the disease in the same year. It is 
a self limiting disease which may be clinically and 
histologically mistaken for lymphoma and systemic lupus 
erythmatosis. One should remain alert to the possibility of 
Kikuchi Fujimoto disease when a young female presents 
with cervical lymphadenopathy. Kikuchi Fujimoto 
disease has a site predilection for cervical lymphnodes 
and can be diagnosed on FNAC. It must be distinguished 
from the more common causes of cervical 
lymphadenopathy like tuberculosis and lymphoma 
especially in countries like India 13. In the present study, 
sensitivity and specificity of FNAC in diagnosing 
tuberculosis was assessed and it was found that sensitivity 
and specificity of FNAC was 82% and 100% 
respectively. These findings are comparable to studies by 
Jha B et al, Dandapat M C et al and Mondal A et al 14. 
 
CONCLUSION 
Tuberculosis, nonspecific lymphadenitis, reactive 
lymphadenitis and malignancy are the most important 
causes of cervical lymphadenopathy in our study 
population. The other rare causes are lymphoma and 
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Kikuchi Fujimoto disease. Presentation is in different age 
groups and with strikingly different clinical features. 
Meticulous clinical examination should be able to reveal 
the diagnosis. Fine needle aspiration cytology is 
extremely sensitive and highly specific investigation for 
early diagnosis. FNAC, thus can be considered as first 
line invasive test for any case with cervical 
lymphadenopathy. The observations in our study may 
help to formulate a protocol for evaluation of cervical 
lymphadenopathy cases. 
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