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ABSTRACT Cervical lymphadenopathy is a clinical finding and may be a sign of an indolent inflammation, infection

or a malignant disorder. Fine Needle Aspiration Cytology of lymph node has become an integral part of
the initial diagnosis and management of patients with lymphadenopathy due to easy availability of results, simplicity and
minimal trauma with less complications. In some cases, reactive lymphadenopathy can be discerned on clinical grounds , and
may require no specific therapy. The objective of this study is to correlate the findings of FNAC to biopsy in all cervical

lymphadenopathies.

INTRODUCTION

The term lymphadenopathy refers to nodes that are abnormal
in size, shape, consistency or number '. Cervical
lymphadenopathy is a common clinical finding and may be a
sign of an indolent inflammation, infection or a malignant
disorder, depending upon many factors including the
geographical condition and socio-economical setup” . In our
country ,infective aetiology like tuberculosis predominates
over the other causes. It remains a diagnostic and therapeutic
challenge, because tuberculous lymphadenitis mimics other
pathological process and yields inconsistent physical and
laboratory findings. Various diagnostic modalities like fine
needle aspiration cytology(FNAC), ultrasonography (USG),
computerised tomography and PET CT neck are now
available to diagnose underlying disease in cervical lymph
nodes . These investigating tools have high sensitivity and
specificity for cervical lymphadenopathy. FNAC of lymph node
has become an integral part of the initial diagnosis and
management of patients with lymphadenopathy, due to early
availability of results, simplicity and minimal trauma with less
complications. When FNAC for cervical lymphadenopathy
results in a non diagnostic or an equivocal report, open biopsy
is frequently performed as a second step in reaching the
diagnosis. The advantage of open biopsy is that it always
provides tissue diagnosis and IHC. The objective of this study
is to correlate the findings of FNAC to histopathology in
persistent cervical lymphadenopathy and in patients with
reactive lymphadenopathy.

MATERIALS AND METHODS :

The clinical material consists of 60 cases, during the period of
Feb 2021 to Jan 2022 enrolled from surgery department,
tertiary care centre mumbai India. Diagnosis was made on
basis of FNAC and biopsy findings. All patients with persistent
reactive cervical lymphadenopathy diagnosed on FNAC as
reactive or inflammatory or infective aetiology, age greater
than 18 years were included .

Ethics committee approval was taken. This is a prospective
observational study in patients to correlate the yield of FNAC
and biopsy in cervical lymphadenopathy. Records of the
patients were assessed with respect to the age, sex, clinical
features. This study included 60 patients whose FNAC showed
reactive or TB aetiology and were subjected to lymph node
biopsy. Analysing this data was done establish the correlation
between the FNAC and biopsy in cervical lymphadenopathy.
The data of the 60 patients so collected, was tabulated and
epidemiological outcomes were discussed. Data was then
analysed using SPSS software.
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RESULTS:
Table 1. Age distribution of cervical lymphadenopathy
Age No of cases

18-30 40

30-40 16

40-60 04
Table 2. Sex distribution of cervical lymphadenopathy
Sex No of cases

Male 34

Female 26
Table 3. Anatomical sites of cervical lymphadenopathy
Site No of cases Percentage
Anterior cervical 36 60
Posterior cervical 19 31.6
Submandibular 5 8.3
Table 4. Lymph node side

Side No of cases
Both posterior triangle 8

Right side posterior triangle 5

left posterior triangle 6

Right side anterior triangle 16

Left side posterior triangle 20
Submandibular region 5
Table 5. Duration of lymphadenopathy

Duration No of cases

3-6 months 41

6-8 months 16

9-12 months 3
Table 6. FNAC Report

Diagnosis No of cases

TB 28

lymphoma 6

Normal Salivary gland 1

Reactive LN 25
Table 7. biopsy report

Diagnosis No of cases %

TB 40 66
lymphoma 6 10

Normal Salivary gland |1 0.6

Reactive LN 13 21

Table 8. Cytomorphological and biopsy diagnosis and
correlation
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Histopathological No of FNAC FNAC NOT

diagnosis cases correlating |correlating
with biopsy |with biopsy

TB 40 28 12

NHL 6 6 0

Normal SG 1 1 0

Reactive lymph node |13 13 0

Total 60(100%) |48(80%) 12(20%)

Table 9. Sensitivity and Specificity of FNAC in diagnosing
tuberculosis cervical lymphadenopathy

FNAC No of cases
True positive 28

False positive 0

False negative 12

True negative 40

Total 60

During a period of 12 months , there were 60 patients who
underwent FNAC and biopsy. There were 34 males and 26
female patients with a ratio of 3:2 . Majority of patients were in
age group of 18 to 30 years , followed by 30 to 40 years, the
mean age getting affected were 27 and youngest was 12 years
ofage.

The time interval between onset of symptoms and time to visit
in hospital varied from 3 to 6 months. We enrolled 60 cases
with cervical lymphadenopathy, anterior triangle lymph node
were commonly involved, followed by posterior triangle and
submandibular triangle respectively.

Clinical examination revealed that 34 patients had matted
lymph node and 26 patients showed single discrete node.

Of the 60 patients underwent both FNAC and Biopsy, 28
diagnosed on FNAC as TB, rest 32, 25 showed reactive lymph
node, 6 NHL, 1 Normal Salivary gland cells on FNAC.

Of the 25 lymph node diagnosed on FNAC as reactive, on
biopsy 12 diagnosed as tuberculosis.

In our study, sensitivity and specificity of FNAC in diagnosing
tubercular cervical lymphadenitis was 70% and 100%
respectively.

There were 12 patients (20%) in which there was no correlation
between FNAC and biopsy. Of the 25 cases reported on FNAC
as reactive lymph node and on biopsy in 25 cases, 12 showed
tuberculosis. Overall correlation of FNAC and biopsy was 80%
(Table 8).

DISCUSSION

We analysed the clinical behaviour and investigations and
management in 60 cases in tertiary care centre Mumbai India.
Cervical lymphadenopathy is one of the commonest clinical
presentation of patients attending outdoor clinics in most
hospitals’.

The aetiology varies from an inflammatory process to a
malignant condition. Persistent Cervical lymphadenopathy is
the most common head, neck and extra pulmonary
manifestation of tuberculosis °. It possess diagnostic and
therapeutic challenge because it mimics other pathological
process and yields inconsistent physical and laboratory
findings.

FNAC of lymph node has become an integral part of initial
diagnosis and management of patients with
lymphadenopathy due to easy availability, early results,
simplicity and minimal trauma with less complications.

In some situations, conditions resulting in reactive
lymphadenopathy can be discerned on clinical grounds, and

may require no specific therapy. However, patients with
persistent reactive lymphadenopathy require further
investigations often with the aim to rule out tuberculosis and
malignancy.

FNAC for head and neck masses has several limitations.
Failure to establish an accurate diagnosis may be because of
sampling error. In these circumstances, repeat usg guided
aspiration is suggested, and excision biopsy may be
considered as a second step in reaching the diagnosis.

In our study ,cervical lymphadenopathy was most commonly
seen in age groups of 18 to 30 years followed by 30 to 40 years,
40 to 60 years these findings are similar to study done by
Dukare SR et al’ and Chandanwale S et al,‘where Sharma P et
al’reported maximum number of cases during 11 - 20 years of
age.

Tuberculous lymphadenopathy is seen most commonly
between age groups of 18 to 30 years and reactive
lymphadenopathy's seen commonly in age group of 30 to 40
years. A study done by Dandapat M C et al *° showed younger
age group commonly affected by TB.

Of the 60 cases, 34 were male, 26 were female. The sex ratio in
the present study was 3:2(M:F) preponderance has also been
observed by Pradeep et al ', they showed female
preponderance, but in our study male preponderance was
seen.

Cervical lymphadenopathy was most commonly seen in
anterior cervical group of lymph node (60%) followed by
posterior cervical group (31%) and submandibular group
(8.3%). Most of patients presented as unilateral cervical
lymphadenopathy (88.3%). Bilateral cervical
lymphadenopathy is observed in 8 cases (11%) in our study.

A study done by Jha et al ** showed that upper deep cervical
node were commonly involved group(Anterior cervical group).
A study done by kirti et al ** showed posterior triangle lymph
node were commonly involved. In our study, it was the second
most common group to be involved.

In our study , on FNAC common cause of cervical
lymphadenopathy was found to be reactive
lymphadenopathy, tuberculosis, which is similar to Hirachand
S et al” study where FNAC diagnosis was found to be as
follows: reactive hyperplasia, tubercular lymphadenitis.

A study done by Igbal et al showed tuberculosis
lymphadenopathy 86% on FNAC while 14% cases underwent
biopsy to get diagnosis. In our study, 25 cases who showed
reactive lymph node on FNAC but in them on biopsy of 12 were
tuberculosis lymph node. Overall correlation of FNAC and
HPE was 80%.

There were 12 patients (20%) in which there was no correlation
between FNAC and biopsy. In our study after doing biopsy of
cervical lymph node, tuberculosis (66.6%) is predominant
cause of cervical lymphadenopathy, followed by reactive
lymphadenopathy (21.6%), than lymphoma (10%) was
diagnosed.

In Our study, sensitivity and specificity of FNAC in diagnosing
tubercular cervical lymphadenitis is 80 % and 100%. Negative
predictive value and positive predictive value of FNAC in
tuberculosis is 100% and 80%.

The sensitivity in various studies ranged from 46 to 87 % for
tuberculous cervical nodes which is similar to our study.
Prasad et al reported FNAC in 2,216 cases of clinically
significant lymphadenopathy over a period of five years. He
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correlated FNAC with biopsy in 1041 cases. The sensitivity
rates of FNAC in tuberculosis, metastatic tumours and
lymphoma, were 83.3, 97, 30, and 80.3% respectively, the
specificity were 94.3,98.9 and 97.4% respectively™.

Ahmed et al ‘evaluated the accuracy and efficacy of FNAC in
cervical lymphadenopathy in 50 patients. Sensitivity was
95.8%, Specificity was 100%, and Accuracy was 93.0%.

In our study, sensitivity and specificity of FNAC in diagnosing
tubercular cervical lymphadenitis is 80% and 100%.Overall
correlation of FNAC and biopsy was 80%.

CONCLUSION:

Sensitivity of FNAC in diagnosing cervical lymphadenopathy
can be increased by doing FNAC under USG guidance and
interpretation by experienced cyto pathologist. In cases of
persistent reactive lymphadenopathy for more than 3 month
duration to be clinically reviewed and biopsy to be used as a
first consideration in the management.
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