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Abstract: Tuberculosis of the head and neck region may often mimic malignancy and misdiagnosed which leads to an
unnecessary delay in diagnosis. Better understanding of this topic would help us to make early diagnosis thus timely
initiation of treatment. The aim of this study is to analyze the clinico-pathological profile of various types of tuberculosis
of the head and neck region. Retrospective cohort of patients with confirmed diagnosis of tuberculosis of the head and
neck region during formed the study population. Histologically proven cases either by Excision biopsy or FNAC were
included in this study. Study tools were records of the patients such as information from MRD department and records
from histopathological section. Data of 45 patients was analyzed in this study. Gender wise, 21 (46.7%) were males and
remaining 24 (53.3%) were females. All the patients were negative for HIV. Majority (28, 62.2%) of cases were in the
age group of 15-24 years followed by 7 subjects (15.6%) in the age group of 0-14 years. Cervical tubercular adenitis was
most commonly observed lesion seen in 39 (86.7%) subjects followed by Laryngeal tuberculosis (5, 11.1%) and
Tubercular otitis media with mastoiditis seen in 1 (2.20%) patient. Level II cervical nodes were the most common region
affected either in isolation or as multiple nodes. FNAC was diagnostic in 75% cases. The clinical presentation of
tuberculosis of the head and neck region can be varied and misleading. It is therefore essential for the clinician to be
aware of the condition and consider it in their differential diagnosis.
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INTRODUCTION
Tuberculosis is one of the oldest diseases of
mankind and is a leading cause of human suffering and
loss of life. There are nearly 9 million new cases and 2
million deaths from tuberculosis worldwide every
year[1].Tuberculosis continues to be the biggest health
problem in developing countries with enormous social
and economic implications. Even in the developed
countries, it is again posing a new health challenge due
to the migration of people from developing areas with a
high prevalence of tuberculosis and the increasing high
incidence of HIV infection in these countries. This has
resulted in a worldwide resurgence of tuberculosis[2,3].
Tuberculosis can affect every organ in the
body except nail, hair and teeth. Lymphadenitis is the
commonest form of extrapulmonary tuberculosis[4],
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and tuberculous lymphadenitis is among the commonest
causes of peripheral lymphadenopathy in the
developing world[5].Tuberculosis of the head and neck
region is known for its varied presentations and
different sites of involvement. It may often mimic
malignancy and misdiagnosed which leads to an
unnecessary delay in diagnosis[6]. Better understanding
of this topic would help us to make early diagnosis thus
timely initiation of treatment. Therefore this study was
planned with an objective to analyze and ascertain the
clinico-pathological profile of various types of
tuberculosis of the head and neck region. An additional
objective was to evaluate the response of such patients
to Directly Observed Treatment, Short-Course (DOTS)
chemotherapy.

3285

Chaitali Gupta et al., Sch. J. App. Med. Sci., Sep 2016; 4(9B):3285-3289
the level of Cricoid; Level IV, Cervical jugular chain
nodes from the level of Cricoid to the supra-sternal
notch; Level V, Posterior triangle lymph nodes; Level
VI, Central compartment nodes[7].

MATERIALS AND METHODS
The present retrospective study was planned
and executed by the Department of Pathology, S. N.
Medical College, Agra, Uttar Pradesh. Retrospective
cohort of patients with confirmed diagnosis of newly
diagnosed cases of head and neck tuberculosis were
included during 1st January 2013 to 31st December 2013
at this tertiary care health centre formed the study
population. Diagnosis and treatment was done as per
Revised National Tuberculosis Control Programme
(RNTCP) guidelines. Diagnosis was confirmed if
pus/aspirate from node showed Ziehl-Neelsen (ZN)
stain positive for AFB and/or Granulomatous changes
with Langhan‟s giant cell.

Diagnosed cases were managed as per standard
guidelines. Along with medical treatment, surgical
treatment was given in the form of excision of the large
lymph nodes (>6cm) suspected not to respond by
medical treatment only, incision and drainage of
abscess and excision of sinus tract along with associated
lymph nodes. All patients were followed up at least six
months to one year (2 monthly for six months than 3
monthly for next six months) and progress was assessed
by clinical examination. For the purpose of this study,
„cure‟ was defined as complete disappearance of lymph
nodes or decrease in size of <1cm.

Histologically proven cases of Cervical
Tuberculous Lymphadenitis by Excision biopsy (when
FNAC was negative or doubtful and clinical suspicion
was high for tuberculosis) or by FNAC were included
in this study. Cases of relapse, failure and defaulters
were excluded. Pregnant women and diagnosed cases of
tubercular meningitis were also excluded from the
study. Finally a total of 45 cases were included in this
study.

Permission of Institutional ethics committee
(IEC) was sought before the commencement of the
study. All the proformas were manually checked and
edited for completeness and consistency and were then
coded for computer entry. After compilation of
collected data, analysis was done using Statistical
Package for Social Sciences (SPSS), version 20 (IBM,
Chicago, USA). The results were expressed using
appropriate statistical methods.

Study tools were records of the patients such
as information from MRD departmrnt and records from
histopathological
section
i.e.
histopathological
requisition forms and clinical case sheets. Routine
investigations including ESR and Chest Radiographs
were also analyzed. Lymph nodes were classified as per
guidelines of American Academy of Otolaryngology
Head and Neck Surgery: Level I, Sub-mental and Submandibular lymph nodes; Level II, Cervical jugular
chain nodes above the level of hyoid; Level III,
Cervical jugular chain nodes from the level of hyoid to

RESULTS
Data of 45 patients was analyzed in this study.
Gender wise, 21 (46.7%) were males and remaining 24
(53.3%) were females. All the patients were negative
for HIV. Majority (28, 62.2%) of cases were in the age
group of 15-24 years followed by 7 subjects (15.6%) in
the age group of 0-14 years. (Figure 1).
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Fig-1: Bar chart showing age group wise distribution of cases
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Out of 3 types of lesions detected, Cervical
tubercular adenitis was most commonly observed lesion
seen in 39 (86.7%) subjects followed by Laryngeal

tuberculosis (5, 11.1%) and Tubercular otitis media
with mastoiditis seen in 1 (2.20%) patient. (Figure 2).

Fig-2:Distribution of types of lesions among study subjects
Gender wise, Cervical tubercular adenitis was
found to be more common among females whereas
Laryngeal tuberculosis and Tubercular otitis media with

mastoiditis were found more common among males.
(Table 1)

Table 1: Gender wise distribution of lesions among study subjects
Gender
Male
Female
N (%)
N (%)
Cervical tubercular adenitis
17 (43.6%)
22 (56.4%)
Laryngeal tuberculosis
3 (60.0%)
2 (40.0%)
Tubercular otitis media with mastoiditis
1 (100%)
0 (0.0%)
Total
21 (46.7%)
24 (53.3%)
Pattern of lesions

Level II cervical nodes were the most common
region affected either in isolation or as multiple nodes.
FNAC was diagnostic in 75% cases where epitheloid
granuloma and Langhan‟s cells with or without necrosis
was seen. The aspirate from affected lymph nodes did
not reveal AFB in majority of the cases. About 30%
samples showed AFB after ZN staining. In few samples
where FNAC yielded non-specific results, incision/
excision biopsy confirmed the diagnosis.
All the cases were put on Category I regimen.
At the end of 6 months, 44 (97.8%) patients had
complete recovery of their lesions. They were symptom
free three months after completion of treatment. One
patient was considered as failure as the patient did not
respond to Category I regimen.
DISCUSSION
Tuberculosis, “Captain of all these men of
death”, as referred to by John Bunyan in the 18th
century is still the biggest health challenge of the world.
Available online at http://saspublisher.com/sjams/

It is known that 1.5% of India's population is affected
with
tuberculosis[2].
Cervical
tuberculous
lymphadenopathy or “scrofula”, which used to be
treated in medieval times in England by the “King's
touch” and issuance of a “gold coin”, is still the most
common cause of persistent cervical lymph node
enlargement in the developing countries[3]. In this
study we analyzed 45 cases of head and neck
tuberculosis. Gender wise female patients outnumbered
male counterparts (46.7% males and 53.3% females).
Purohit MR et al. recorded similar findings in his study
from Central India (Ujjain)[8]. The result of this study
is in agreement with two other previous studies[9,10].
Regarding most commonly affected group, we
observed that 15–24 years of age group was worst
affected (62.2%). In the study conducted at Assam,
most affected age group was from 15–24 years age,
which constituted 57% of the total cases[11]. Another
study from South Delhi, most affected age group was
again same age group comprised of 38% of total
3287
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cases[12].
Lymph node tuberculosis has increased over
last two decades. In a retrospective study of 459
children of tuberculosis started on anti- tubercular drugs
from a tertiary referral institute of Delhi, pulmonary
tuberculosis was the commonest followed by lymph
node tuberculosis. The mean age of the children was 93
months and sex distribution was almost equal[13]. In
our study Cervical tubercular adenitis was most
commonly observed lesion seen in 39 (86.7%) subjects
followed by Laryngeal tuberculosis (5, 11.1%). Another
study from LRS Institute of Tuberculosis and
Respiratory Diseases, New Delhi observed that Cervical
tuberculous lymphadenitis (88.2%) was the commonest
form for all ages[14]. A similar retrospective study of
165 cases over a period of 10 years found laryngeal
tuberculosis in 14.5% of the cases and tubercular otitis
media in 2.4% of the cases[15].
In this study, Tubercular otitis media with
mastoiditis was seen in 1 patient only. Diagnosis was
made in this case by the presence of numerous acid fast
bacilli in the middle ear discharge. Tuberculosis of the
middle ear cleft is a very rare entity and its incidence
was found to be 0.05% during the period of 1950-1959.
It may also be secondary to pulmonary tuberculosis due
to entry of the tubercle bacilli through the Eustachian
tube during regurgitation, cough or sneezing[3].
Of all the cervical lymph node swellings, level
II was most commonly affected. In concordance with
various studies tubercular lymphadenitis most
commonly presents as multiple matted nodes[8,11].
Dandapat et al. found upper deep jugular nodes to be
most commonly affected[16]. Another study from
Khartoum by Kheiry and Ahmed observed that the most
affected nodes were in the posterior triangle[17].
Before the advent of chemotherapy, surgical
excision of all the lymph nodes was the mainstay of
treatment for tuberculous lymphadenopathy[18]. In
1950s, when chemotherapy for tuberculosis was just
introduced, excision of all involved lymph nodes
followed by anti-tuberculous chemotherapy for 12–24
months was found to be more effective treatment[19].
In this study, at the end of 6 months, 97.8% patients had
complete recovery of their lesions. They were symptom
free three months after completion of treatment.
Another author observed a success rate of
71.8% with Category III and category I regimen[20].
Six months anti tubercular therapy is the standard
protocol as per guidelines of RNTCP and studies have
shown no difference in cure rates or relapse rates
between 6 and 9 months therapy. The role of surgical
treatment in tuberculosis of head and neck region is
limited and not well defined and should be considered
Available online at http://saspublisher.com/sjams/

as an adjunct to anti tubercular therapy for disease
caused by drug resistant organisms[21].
CONCLUSION
Early diagnosis and treatment is important in
reducing the prevalence of tuberculosis of the head and
neck region. The clinical presentation of tuberculosis of
the head and neck region can be varied and misleading.
It is therefore essential for the clinician to be aware of
the condition and consider it in their differential
diagnosis.
REFERENCES
1. Singh A, Bhardwaj A, Mukherjee AK, Arya R,
Mithra P. Current status of timing of treatment
interruption and pattern of default among
tuberculosis patients on directly observed treatment
(DOTS). J Dr NTR Univ Health Sci 2013;2:17780.
2. Khatri G.R. The Revised National TB Control
Programme. A status Report on First 5,00,000
patients. Ind J Tub 1999; 46:157-66.
3. Jha BC, Dass A, Nagarkar NM, Gupta R, Singhal
S. Cervical
tuberculous
lymphadenopathy:
changing clinical pattern and concepts in
management. Postgrad Med J. 2001;77:185-87.
4. Haas DW, Des Prez RM. Mycobacterium
tuberculosis. In: Mandell GL, Bennett JE, Dolin R,
eds. Mandell, Douglas and Bennett‟s Principles and
Practice of Infectious Diseases, 4th edn. New York:
Churchill Livingstone, 1995: 2213–43.
5. Artenstein AW, Kim JH, Williams WJ, Chung
RCY.
Isolated
peripheral
tuberculous
lymphadenitis in adults: current clinical and
diagnostic issues. Clin Infect Dis 1995; 20: 876–82.
6. Aisenberg GM, Jacobson K, Chemaly RF, Rolston
KV, Raad II, Safdar A. Extrapulmonary
tuberculosis active infection misdiagnosed as
cancer: Mycobacterium tuberculosis disease in
patients at a Comprehensive Cancer Center (20012005). Cancer. 2005;104(12):2882-87.
7. Jennings CR. Surgical anatomy of the neck, ScottBrown‟s Otohrhinolaryngology Head and Neck
Surgery (seventh edition), Gleeson M et al
(eds),Hodder Arnold, USA. 2008; pp 1748.
8. Purohit MR, Mustafa T, Mørkve O, Sviland L.
Gender differences in the clinical diagnosis of
tuberculous lymphadenitis--a hospital-based study
from Central India. Int J Infect Dis.
2009;13(5):600-5.
9. Mohapatra PR, Janmeja AK, Tuberculosis
Lymphadenitis. J Assoc Physicians India.
2009;57(6):585-90.
10. Agarwal AK, Sethi A, Sethi D, Malhotra V, Singal
S. Tubercular cervical adenitis: clinicopathologic
analysis of 180 cases. J Otolaryngol Head Neck
Surg. 2009;38(5):521-25.
11. Das S, Das D, Bhuyan UT, Saikia N. Head and
3288

Chaitali Gupta et al., Sch. J. App. Med. Sci., Sep 2016; 4(9B):3285-3289

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

Neck Tuberculosis: Scenario in a Tertiary Care
Hospital of North Eastern India. J Clin Diagn Res.
2016;10(1):MC04-7.
Arora VK, Gupta R. Trends of extra-pulmonary
tuberculosis under Revised National Tuberculosis
Control Programme: A study from South Delhi.
Indian J Tuberc. 2006;53:77-83.
Kabra SK, Lodha R, Seth V. Tuberculosis in
children what has changed in last 20 years? Indian
J Pediatr. 2002;69 Suppl 1:S5-10. Indian Pediatr
2004 Sep;41(9):927-37.
Sharma S, Sarin R, Khalid U.K, Singla N, Sharma
PP, Behera D. Clinical profile and treatment
outcome of tuberculous lymphadenitis in children
using DOTS strategy. Indian J Tuberc. 2010;57:411.
Prasad KC, Sreedharan S, Chakravarthy Y, Prasad
SC. Tuberculosis in the head and neck: experience
in India. J Laryngol Otol. 2007;121(10):979-85.
Dandapat MC, Mishra BM, Dash SP. Peripheral
lymph node tuberculosis: a review of 80 cases. Br J
Surg 1990;77:911–912
Kheiry J, Ahmed ME. Cervical lymphadenopathy
in Khartoum. Journal of Tropical Medicine &
Hygiene 1992;95:416–419.
Dowd CN. The surgical treatment of tubercular
cervical lymph nodes. Ann Surg 1905;42:49–74.
Byrd RB, Bopp RK, Gracey DR, Puritz EM. The
Role of Surgery in Tuberculous Lymphadenitis in
Adults 1, 2. American Review of Respiratory
Disease. 1971;103(6):816-20.
Jain NK, Bajpai A, Jain S. Outcomes of category
III and I in immunocompetent patients of
tuberculous lymphadenopathy treated in revised
national tuberculosis control programme. Lung
India. 2010;27(3):115–17.
Fontanilla JM, Barnes A, von Reyn CF. Current
diagnosis and management of peripheral
tuberculous lymphadenitis. Clin Infect Dis.
2011;53(6):555-62.

Available online at http://saspublisher.com/sjams/

3289

