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INTRODUCTION

 Tuberculosis (TB) is an ancient disease and it is 
evident from reports that it existed 14000 years ago. It 
is caused by mycobacterium tuberculosis which survive 
in dry condition for longer time. In 2004 tuberculosis 
is declared as global emergency and is an important 
component of millennium development goal (MDG). 
Almost 90% of world population is infected with TB 
organism but major group remains latent, and it be-
comes clinically evident when immunity deteriorates. 
Nine million new TB cases develop every year and 2 
million die annually1,2. More than 90% death occur in 
developing countries. It is second major killer to HIV 
and affects most economically productive age group 
(15-45yrs). Pakistan ranks eighth among the countries 

with highest disease incidence and contribute 55% of 
disease burden in the Eastern Mediterranean region. 
There are about 3 lacs new cases each year in Pakistan.

 Infection spreads through droplet from person 
to person. Active disease person can infect ten healthy 
persons in a year. Tuberculosis is a systemic disease 
and can attack any tissue of the body. The most com-
mon tissue affected is lung and is called Pulmonary 
Tuberculosis while tissue affected other than lung is 
Extra pulmonary. The common extra pulmonary tissue 
affected are pleura, brain and meninges, bone and 
lymphatic. Tuberculous lymphadenitis is common entity 
amongst extra pulmonary tuberculosis and cervical 
lymph node tuberculosis is one of the most common 
differential diagnosis of cervical node enlargement3,4. 
Most common symptom of pulmonary tuberculosis 
is persistent cough and blood stained expectoration. 
Fever, night sweat, and weight loss are common symp-
toms of pulmonary as well as extra pulmonary tuber-
culosis. Sputum smear examination is diagnostic test 
for pulmonary tuberculosis while tissue histopathology 
with evidence of caseating granuloma are diagnostic 
of extra pulmonary tuberculosis particularly cervical 
node TB5,6. and excisional biopsy is recommended 
when feasible. The possible exception is when the di-
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agnosis of tuberculosis is suggested by constitutional 
symptoms,characteristic chest x-ray findings, a positive 
PPD skin test and positive culture of mycobacterium 
tuberculosis from another source such as sputum or 
gastric washings. Surgery is therefore, reserved for 
excisional biopsy to establish the diagnosis if system-
atic disease is not suspected and also for the removal 
of grossly enlarged nodes7,8. Incisional biopsy should 
be avoided if possible, as it can result in the formation 
of fistulous tracts.The DOTS (Directly Observed Treat-
ment Short Course Therapy) is the treatment strategy 
recommended by WHO9. Anti TB drugs Rifampicin, 
Isoniazid, Pyrazinamide and Ethambutol are given in 
fixed combination recommended by WHO. Dose is 
calculated according to the weight of the patient and 
recommended therapy is six months with two months 
intensive phase and four months continuation phase. 

MATERIAL AND METHODS

 Study was conducted in DHQ hospital, Swabi 
during a two years period from January 2013 to De-
cember 2014. Cases of cervical tuberculosis confirmed 
histologically were included in study with exclusion cri-
teria of non-tuberculous lymphadenopathy. Both male 
and female of all age group were included in study. Age 
group ranged from 2 to 60yrs(graph 1). In majority of 
our patients who present to our specialty with cervical 
lump or lymph node enlargement, we performed either 
excisional or incisional biopsy under local or general 
anesthesia, depending upon presentation of mass or 
fitness of patient. In clinically suspected metastasis we 
do examination of upper aero digestive tract as well. Bi-
opsy tissue were sent to more reliable histopathologists. 
Out of all cervical node’s biopsies done, fourteen cases 
(Table 1) were reported having confirmed lymph node 
tuberculosis during this period and completed a six 
month scheduled anti tuberculous therapy. Fixed drug 
combination treatment was given with combination of 
four drugs i.e. Rifampicin, Isoniazid, Pyrazinamide and 
ethambutol (R=150mg, H=75mg, Z= 400mg,E 275mg) 
in intensive phase for two month and two drugs com-
bination i.e. Rifampicin and Isoniazid(150mg+75mg)
for four months in continuation phase. Dose of drug 
was adjusted according to age of patient. All patients 
completed anti TB therapy through DOTS (Directly Ob-
served Treatment Short course).Drugs were provided 
by district TB office on monthly basis. Follow up was 
carried out through assessment of weight gain, loss of 
fever, improvement in ESR and general wellbeing of 
patient.

 The data of each patient was recorded in TB01 (TB 
treatment card) which contain all general information of 
patient i.e. name, age, sex, weight, address, contact no 
etc and treatment schedule (fig 1 ). At the same time this 

information is registered in TB 03 register while patient 
was given TB 02 card (it shows general information of 
patient given in TB 01 as well as drug and treatment 
information).

RESULTS

 We covered patients of cervical lymph node tuber-
culosis as component of extra pulmonary tuberculosis 
in collaboration with district TB control office. During 
two years period, 1393 TB cases were registered of 
which 659 were male and 734 were female. 271(19.45%) 
cases were extra pulmonary. We added fourteen cases 
of servical lymph node Tuberculosis to extra pulmonary 
bulk which counted 5% of extra pulmonary cases twelve 
cases were female and two male with age range from 
2 to 60years. The incidence of both pulmonary and 
extra pulmonary was more common in age group 15 
to 24 years(18% of Total). Our patients presented with 
enlarged cervical node either matted (35.7%), cold 
abscess(28.5%),discrete node (21.4%),Bi lateral nodes 
(14.2%). Cold abscess was commonly noted in supra 
clavicular region while matted mass was noted in deep 
group of nodes. The constitutional symptoms and signs 
noted were fever in 9 cases(64.2%), weight loss in 8 
cases(57.14%), poor apitite and anemia in seven cases 
each (50% each). Body aches and pains were noted 
in four cases (28.5%). Four patients coincidently had 
pulmonary tuberculosis as well two of which already 
had completed ATT for Cock,s lesion while two other 
developed cervical lesion during treatment. Except one 
Afghan patient who shifted to Afghanistan during con-
tinuation phase all other completed six months therapy 
and were declared as treatment complete cases. 

DISCUSSION

 Tuberculosis is one of the world wide occuring 
infectious disease spread by contact carrying high 
morbidity and mortality and is declared by WHO 
as global emergency. World Health Organization 
has taken tuberculosis control on top priorities and 
particular attention is given to Asian and African 
countries. Pakistan is one amongst the countries 
having high prevalence of the disease and particu-
lar attention is given with stress on case detection, 
contacts screening and vigilant treatment through 
DOTS (Directly Observed Treatment Short course). 
Pulmonary tuberculosis has got high incidence and 
prevalence and it is these cases who are great threat 
to community as one untreated case can infect 10 
healthy persons during one year In resource poor 
countries like Pakistan and India which are TB endemic 
zones, TB should be first line diagnosis in all cervical 
node enlargements unless proved otherwise10. Before 
starting anti TB therapy close monitoring and excision 
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biopsy is mandatory11,12. Interestingly out of our 13 
cases 11 were female and only two were males the age 
rang was 2yrs to 60yrs.weiler and nelly et al11 reported 
21 cases in 10yrs period of age range from 4 to 79 
years and Mert et al12 reported 2 and 1/2 time more 
common incidence in females. Cervical nodes TB is 
usually isolated but might occur coincidently along 
with pulmonary tuberculosis while in HIV/AIDS cases 
it remains the first extrapulmonary determination and 
rather more common than lymphoma, Kaposi sarcoma 
and generalised lymphadenopathy of HIV14. 4 of our 
patients had history of pulmonary tuberculosis two of 
which had already completed ATT and two developed 
cervical lymphadenopathy during treatment for pul-
monary lesion they responded to chemotherapy. P.R. 
Gupta15 in his study suggested management plan and 
concluded that most of nodes that enlarge during ther-
apy will ultimately respond to treatment. The diagnosis 
of pulmonary TB is made by non-invasive procedure 
is by sputum smear examination and x ray chest and 
same are tools and yard sticks for detecting prognosis. 
The diagnostic and prognostic evaluation is different 
in case of extra pulmonary tuberculosis. Most of the 
time diagnosis is delayed as initially disease remains 
silent neither noted by patient nor noticed by health 
care provider. More over diagnostic tests are invasive 
and cost effective16,17. Under instructions of WHO Pa-
kistan, TB control program do not recommend anti TB 
therapy unless confirmed diagnosis either by sputum 
smear positivity or histopathology depending either 
pulmonary or extra pulmonary. In our set up FNAC 
reporting is getting more reliable however experts 
in field are not available easily and still there is poor 
communication and exchange of views and experties 
between surgeon and reporting pathologist. In our 
cases the diagnosis was made on basis of history 
with patient presenting with neck mass either discrete 
node,matted nodes,lump or absess with constitutional 
symptoms and signs like fever, weight loss poor ap-
petite, anaemia aches and pains and raised ESR and 
confirmed with open biopsy excisional or incisional 
under general or local anaesthesia depending upon 
general condition of patient Prognostic improvement 
was assessed from general well-being of patient, dis-
appearance of fever, improvement in ESR and weight 
gain. BC jha18 reported in his study presentation of 
patients with neck swelling in 95%, malaise in18%, 
fever in 10% and weight loss in10% with general wel-
being weight gain and ESR dropping to normal with 
6 months ATT. In their study Mert et al19 noted clinical 
improvement in three months and ESR dropt to normal 
with in 5 months after start of ATT. Interferon Gamma 
Release Assays (IGRAs) is a new diagnostic and 
prognostic technology for extra pulmonary and hidden 

tuberculosis which is considered to be more sensitive 
and specific. Of course it is wonderful improvement 
and success in management of extra pulmonary tuber-
culosis but yet at experimental stages and not widely 
in practice. The test is based on progress in genomic 
analysis of mycobacterium and discovery of antigens 
ESAT_6 and CFP_10 which induce strong interferon 
gamma (INF_gamma) from sensitized T cell20,21.

CONCLUSION

 For proper diagnosis and excellent management 
of cervical tuberculosis, it is advisable to have open 
biopsy done for enlarged lymph nodes.
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