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Background: Tuberculous lymphadenitis (TBL) is the most common form of extrapulmonary
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tuberculosis and a major cause of lymph node enlargement in tuberculosis-endemic countries. It is
characterized by chronic, painless lymphadenopathy with granulomatous inflammation and caseous
necrosis. Although antitubercular therapy (ATT) is the standard treatment, clinical response is often
slower than in pulmonary tuberculosis and treatment outcomes remain variable despite the

recommended 6-month regimen in Bangladesh. Objective: To evaluate the clinical outcome of anti-
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tubercular therapy in rifampicin-sensitive tubercular cervical lymphadenopathy at a tertiary-level
hospital. Methods & Materials: This prospective interventional study was conducted in the
Department of Otolaryngology and Head-Neck Surgery, Dhaka Medical College Hospital, from

October 2021 to September 2022. Patients with newly diagnosed, cytologically confirmed

*Corresponding author

tubercular cervical lymphadenopathy were enrolled using purposive sampling. Detailed history,
clinical examination and relevant investigations were performed. All patients received Category |
ATT according to national guidelines. Data were recorded in structured case report forms and
analyzed using SPSS version 22 and Microsoft Excel. Results: A total of 100 patients were
included. The majority (44%) were aged 31-45 years, with a mean age of 39.05 + 9.32 years.
Females predominated (68%), with a male-to-female ratio of 1:2.1. Painless lymph node swelling
was present in all patients. Common associated symptoms included weakness (35%), weight loss

(26%), cough (15%), and night sweats (12%). Lymphadenopathy was unilateral in all cases, single
in 87%, and most commonly measured 3-6 cm (65%). Solid lymph nodes were noted in 92% of patients. Successful treatment outcomes
were observed in 92% of cases after 6 months of ATT. Treatment failure occurred in 8%, including 3 presumptive and 5 bacteriologically
confirmed failures. Five percent of cases were microbiologically positive. Eight patients required surgical excision due to persistent

lymphadenopathy despite clinical

improvement.

Conclusion:

Six-month ATT for

rifampicin-sensitive tubercular cervical

lymphadenopathy demonstrated high efficacy with a 92% treatment success rate and an 8% failure rate supporting its effectiveness as

standard therapy.

Keywords: Tuberculous lymphadenitis; Cervical lymphadenopathy; Extrapulmonary tuberculosis; Anti-tubercular therapy; Rifampicin-

sensitive tuberculosis; Treatment outcome.
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INTRODUCTION

Tuberculous lymphadenitis is the most
common  form  of  extrapulmonary
tuberculosis (EPTB) and a leading cause of
peripheral lymphadenopathy worldwide.
Previously known as scrofula, peripheral
tuberculous lymphadenopathy is caused by
organisms belonging to the Mycobacterium
tuberculosis complex. The disease most
frequently affects individuals between 30
and 40 years of age and shows a female
predominance. Patients typically present
with a painless, slowly enlarging swelling
of a single group of cervical lymph nodes
persisting for one to two months. Although
antimycobacterial therapy remains the
cornerstone of treatment, response is often
slower than pulmonary tuberculosis, with
persistent lymph node swelling, pain and
paradoxical reactions occurring in up to
20% of casesl]. Retrospective case series
have reported a median age of 38 years and
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a male-to-female ratio of 1:1.3. Cervical
lymph node involvement was present in
approximately 80% of cases, while
systemic symptoms such as fever and
weight loss were observed in 36%. Most
patients (89%) reported lymphadenopathy
lasting longer than one month. Diagnostic
yields varied among investigations with
tuberculin skin testing positive in 83%,
chest radiography in 27%, fine-needle
aspiration cytology (FNAC) in 46% and
excisional lymph node biopsy in 97% of
casesl?l. Lymph node tuberculosis (LNT) is
characterized by chronic granulomatous
inflammation, with cervical lymph nodes
being the most frequently affected.
Tubercular  cervical lymphadenopathy
accounts for approximately 63.8% of
generalized  cervical lymph  node
enlargementlsl,  The most common
presenting complaint is a palpable neck
mass. Epidemiological studies show a

higher prevalence among females and
contact history with active tuberculosis or
previous  pulmonary tuberculosis s
infrequently reported, Following
diagnostic confirmation, standard anti-
tuberculous therapy (ATT) administered
for at least six months has demonstrated
favorable outcomes. Historically,
Mycobacterium bovis was a common cause
of  tuberculous lymphadenitis,  but
pasteurization of milk and bovine
tuberculosis control programs have largely
eliminated this source in developed
countries. Currently, M. tuberculosis is the

predominant  causative  organism[s-€l,
Differential ~ diagnoses  of  chronic
lymphadenitis  include  nontuberculous

mycobacteria, toxoplasmosis, bartonellosis,
fungal infections, malignancy, sarcoidosis,
Castleman disease, drug reactions and
nonspecific reactive hyperplasia.
Clinically,  tuberculous  lymphadenitis
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usually presents as a unilateral, painless
lymph node enlargement involving one to
three nodes. Symptom duration ranges
from three weeks to eight months, with a
mean duration of one to two monthsl-l,
Median lymph node size is approximately
3 c¢m, though nodes may enlarge up to 8-
10 cm. Tenderness is reported in only 10—
35% of cases and draining sinuses occur in
4-11%. Cervical lymph nodes are involved
in 45-70% of cases, with supraclavicular
involvement in 12-26% and bilateral
disease in about 209%l°"],  Systemic
symptoms vary by geographic region and
immune status. Fever and weight loss are

reported in 19-60% of HIV-negative
patients and are significantly more
common among HIV-positive

individualsl*o-2], HIV-associated
tuberculous lymphadenitis often presents
with asymmetric, larger lymph nodes
compared to  HIV-related reactive
lymphadenopathy. Definitive diagnosis
requires culture or polymerase chain
reaction (PCR) detection of M. tuberculosis
from lymph node tissue. Although culture
remains the gold standard, it may take
several weeks for results. Acid-fast bacilli
(AFB) staining has high specificity but
limited  sensitivity.  Histopathological
findings such as caseating granulomas and
Langhans giant cells support the diagnosis
in culture-negative casesll. Excisional
biopsy offers the highest diagnostic yield
and may provide symptomatic relief,
particularly in patients with multiple lymph
nodes involvedl. The Infectious Diseases
Society of America (IDSA) recommends a
six-month regimen for drug-susceptible
tuberculous lymphadenitis consisting of
isoniazid, rifampicin, pyrazinamide and
ethambutol for two months, followed by
isoniazid and rifampicin for four monthst2.
Studies have demonstrated comparable
cure and relapse rates between six-and
nine-month regimenslt4-16], WHO
guidelines also support six months of ATT
for rifampicin-sensitive disease, with no
additional benefit observed from extended
therapyl'-18l,  Post-treatment lymph node
enlargement is most commonly due to
paradoxical reaction rather than relapse and
typically does not require retreatment.
However, microbiological relapse may
occur and surgical excision can aid in
diagnosis in such cases'. Therefore, this
study aims to evaluate the clinical
outcomes of six-month ATT in patients

with rifampicin-sensitive tubercular

cervical lymphadenopathy.

MATERIALS & METHODS

This was a prospective interventional study
conducted in the Department of
Otolaryngology and Head-Neck Surgery,
Dhaka Medical College Hospital (DMCH),
Dhaka. The study period extended over six
months from October 2021 to September
2022. Purposive sampling technique was
applied for selecting study participants.
The sample size was calculated using the
formula:

n = (Z2pq) / d?, where Z = 1.96, p = 0.10
(peripheral  tuberculous  lymphadenitis
constitutes  approximately  10%  of
tuberculosis cases), q = 0.9, and d = 0.05.
The calculated sample size was 138.
Considering a 15-20% dropout rate, the
adjusted sample size became 162.
However, due to time constraints, a total of
100 patients were finally enrolled.

Selection Criteria

Inclusion criteria were newly diagnosed
cases of tubercular cervical
lymphadenopathy, cytologically or
histopathologically confirmed, patients of
both sexes and patients receiving a 6-
month anti-tubercular therapy (ATT)
regimen.

Exclusion criteria included presumptive
TB cases, treatment failure, relapse or
drug-resistant TB, cervical
lymphadenopathy due to other causes
(lymphoma, infective, inflammatory, or
neoplastic), chronic lung disease, previous
TB, alcohol or substance use disorder and
immunocompromised patients.

Data Collection Procedure

After fulfilling the inclusion and exclusion
criteria, 100 newly diagnosed cases of
tubercular cervical lymphadenopathy were
enrolled and assigned unique identification
numbers. Written informed consent was
obtained after explaining the study
objectives, benefits, risks, and
confidentiality issues. Detailed history
taking and thorough general and local
examinations were performed. Routine
laboratory investigations were conducted,
including complete blood count, ESR,
chest X-ray and neck X-ray. Diagnostic
confirmation was based on lymph node
aspirate or tissue sampling for Acid-Fast
Bacilli (AFB) smear, culture,
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histopathology and TB-PCR (Xpert
MTB/RIF). AFB smears were stained using
auramine-rhodamine fluorescence staining
and confirmed by Ziehl-Neelsen staining.
Mycobacterial cultures were performed on
solid media in the pathology department of
DMCH. A diagnosis of tuberculous
cervical lymphadenitis was confirmed by
positive MTB culture, positive AFB smear
with TB-PCR, or histopathological features
compatible with TB with positive TB-PCR.
Patients were treated according to
Category-I TB treatment protocol and
followed up at two-month intervals until
completion  of  therapy.  Treatment
outcomes were recorded using a pre-
structured case record form (CRF).

Data Analysis
Socio-demographic and clinical data were
collected through a  pre-designed

questionnaire. Data were checked, coded,
entered and analyzed using SPSS version
23. Results were presented as tables and
graphs using MS Excel. A p-value <0.05
was considered statistically significant.

Ethical Considerations

The study was conducted in accordance
with the ethical principles of the
Declaration of Helsinki. Ethical approval
was obtained from the Ethical Review
Committee  (ERC), Dhaka Medical
College, Dhaka, Bangladesh, before
commencement of the study. Written
informed consent was obtained from all
participants prior to enrollment.
Confidentiality and anonymity of all
participants were maintained throughout
the study and all data were used solely for
research purposes.

RESULTS

Among the 100 study patients, the majority
(44.0%) belonged to the 31-45 years age
group, followed by 46-60 years (30.0%).
The mean age was 39.05 + 9.32 years.
Females predominated (68.0%) with a
female-to-male ratio of 2.1:1. Most patients
were from urban areas (64.0%). Regarding
occupation, housewives constituted the
largest group (26.0%), followed by day
labourers (24.0%) and farmers (20.0%).
Nearly half of the patients (48.0%)
belonged to the poor socioeconomic class
(Table I).
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Table |

Socio-demographic characteristics of the study patients (n = 100).

2026, 10(1)

Variable Category Frequency (n) Percentage (%)
Age (years) 18-30 16 16.0
31-45 44 44.0
46-60 30 30.0
>60 10 10.0
Mean + SD — 39.05+£9.32
Gender Male 32 32.0
Female 68 68.0
Female: Male ratio — 21:1
Residence Rural 36 36.0
Urban 64 64.0
Occupation Service holder 12 12.0
Business 18 18.0
Day labourer 24 24.0
Housewife 26 26.0
Farmer 20 20.0
Socioeconomic status Poor 48 48.0
Middle 34 34.0
Upper 18 18.0
60
50
40
30
20
10
0
18-30 31-45 46-60 >60

emmms \gle eFemale

Figure 1 Frequency of tubercular cervical lymphadenopathy with age -gender variation (n=100).

Line chart shows the prevalence of
tubercular  cervical ~ lymphadenopathy

Table 11

gradually increased with age. More male is
affected in elderly age (Figure 1).

Distribution of respondents by clinical presentation’s (n=100).

clinical presentation’s Frequency* Percentage (%)

Indolent painless swelling 100 100.0

Systemic symptoms (n/%) 38 38.0

Coughing 15 15.0

Night Sweats 12 12.0

Weight loss 26 26.0

Weakness 35 35.0

*Multiple responses.

Above Table Il shows that indolent Table Il shows the Ilymph node node was 3-cm. Solid lymph nodes were
painless swelling was detected in all cases.  examination findings. All cases were most frequently involved in (92.0%)

Most common symptom was coughing
(15.0%), night sweats (12.0%), weight loss
in 26.0% and weakness in 35.0% of
patients.

unilateral distribution. Number of enlarged
lymph node revealed that single 87.0%
cases and multiple 13.0% cases. The most
common size (65.0%) of involved lymph

patients.
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Table 111
Lymph node examination findings (n=100).

2026, 10(1)

Clinical characteristics of LN Frequency Percentage (%)
Distribution
Unilateral 100 100%
Bilateral 0 0
Number of enlarge lymph node
Single 87 87%
Multiple 13 13%
Number of involved Neck swelling
<3cm 5 5.0%
3-6cm 65 65.0%
>6 cm 30 30.0%
Mode of presentation
Solid mass 92 92.0%
Abscess 6 6.0%
Discharging sinus 2 2.0%

80
60
40
20

Histological findings TB culture positive

*Multiple responses.

Figure 2 shows the results of the intial
diagnostic work-up. Histological findings
compatible with TB and positive TB-PCR
was detected in 74.0% cases, TB culture
positive isolation of MTB in lymph node
specimen was found in 42.0% patients and

Table IV

Diagnostic work-up

isolation MTB in
lymph node
specimen

Figure 2 Intial diagnostic work-up.

AFB positive with positive TB-PCR in 21
patients.

Table IV shows the evaluation of Ancillary
Diagnostic ~ Tests  in  Tuberculous
Lymphadenitis. Associated chest lesions on
radiography were evident in 22 cases: local

Evaluation of Ancillary Diagnostic Tests in Tuberculous Lymphadenitis (n=100).

AFB positive with
positive TB-PCR

pulmonary lesions in seven cases, hilar
tuberculosis lymphadenopathy in 15 cases.
The chest radiography was normal in other
patients (78.0%). Tuberculin skin test was
positive in 83.0% cases.

Ancillary skin test Frequency Percentage (%)

Tuber skin test

Positive 83 83.0%
Negative 17 17.0%
CXR

Normal 78 78.0%
Positive radiography evident 22 22.0%
Local pulmonary les/fibrosis 7 7.0%
Hilar/mediastinal/paratracheal nodes 15 15.0%

Table V shows the follow up after
treatment completion. At 2nd follow-up
(4th  month later), indolent painless
swelling, systemic symptoms and lymph

node size was improved (35.0%, 17.0% &
23.0% respectively). At final follow-up
(6th month later) significant improvement
occurred. But indolent painless swelling

present in 9.0% patients and lymph node
size >3 cm found in 8 patients.
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Table V
Assessment of major symptomatic improvement/ deterioration at different follow-up time (n=100).
Follow up Significant findings Frequency Percentage
time (%)
At 2nd month Indolent painless swelling 100 100.0
Systemic symptoms (n/%) 38 38.0
LN (size >3) 95 95.0
At 4th month Indolent painless swelling 35 35.0
Systemic symptoms (n/%) 17 17.0
LN (size >3) 23 23.0
At 6th month Indolent painless swelling 9 9.0
Systemic symptoms (n/%) 0 0
LN (size >3) 8 8.0
Figure 3 shows the outcome of cases. found in 92 patients. Presumptive treatment  Bacteriologically — confirmed treatment

Study revealed that successful treatment

DISCUSSION

This prospective interventional study was
conducted in the Department of
Otolaryngology & Head-Neck Surgery,
Dhaka Medical College Hospital, Dhaka,
to evaluate the clinical outcome of a 6-

month anti-tubercular therapy (ATT)
regimen in patients with rifampicin-
sensitive tubercular cervical

lymphadenopathy. Cervical tuberculous
lymphadenitis (CTL) remains one of the
most common forms of extrapulmonary
tuberculosis  (EPTB), particularly in
endemic regions such as Bangladesh. In the
present study, the majority of patients
(44.0%) belonged to the 31-45-year age
group with a mean age of 39.05 + 9.32
years. This finding is consistent with
previous studies reporting a peak incidence
in the third to fifth decades of life. [
Tuberculous lymphadenitis is commonly
seen in young and middle-aged adults,
likely reflecting higher exposure rates and
active immune responses during these
years. Female predominance was observed
with females comprising 68.0% of cases
and males 32.0%, vyielding a male-to-

failure developed in 3 patients and

Outcome of cases

3% °%

= Successfully treated

= Presumptive treatment failure

Bacteriologically confirmed treatment failure

Figure 3 Overall outcome of cases (n=100).

female ratio of 1:2.1. Similar findings have
been reported in earlier studies. One study
involving 21 patients reported 61.9%
females and 38.1% males with a mean age
of 41 £ 21 years and a female-to-male ratio
of 1.6:1.1 In contrast, another study
involving 140 patients found a more
balanced distribution with a male-to-female
ratio of 1:1.15 and a higher mean age of
59.55 + 14.46 years. [0 Although
pulmonary tuberculosis is traditionally
more common in males, recent studies
have reported a higher incidence of
cervical lymph node tuberculosis among
females, 122 supporting the findings of
the present study. Several explanations
have been proposed for this gender
difference. Women may present earlier due
to cosmetic concerns related to neck
swelling, whereas men may delay seeking
medical attention until the disease is
advanced. 2321 Biological differences in
immune response, hormonal influences,
nutritional status, and socioeconomic
factors may also contribute.?] Ramanathan
et al. suggested that hormonal modulation
of immunity may explain the higher

failure in 5 patients.

susceptibility or different disease patterns
in women. 121 Clinically, all patients in this
study presented with indolent, painless
cervical lymph node swelling, which is
characteristic of tuberculous lymphadenitis.
Constitutional symptoms were variably
present, including weakness (35.0%),
weight loss (26.0%), cough (15.0%) and
night sweats (12.0%). These findings align
with previous reports describing painless,
slowly enlarging lymph nodes
accompanied by systemic symptoms such
as fever, malaise, weight loss and night
sweats.?l All cases in the present study
had unilateral cervical lymphadenopathy,
with single lymph node involvement in
87.0% of patients and multiple nodes in
13.0%. The most common lymph node size
was 3-6 cm (65.0%) and most nodes were
solid (92.0%). Similar observations were
reported in a study of 140 patients, where
87.85% presented with solid lymph nodes,
unilateral involvement was seen in 87.14%,
and lymph node size ranged predominantly
between 3 and 6 cm. 2% These consistent
findings reinforce the typical clinical
presentation of cervical tuberculous
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lymphadenitis. Diagnostic evaluation in
this study showed that 74.0% of cases had
histopathological findings compatible with
tuberculosis along with positive TB-PCR.
Culture positivity for Mycobacterium
tuberculosis was found in 42.0% of
patients, while acid-fast bacilli positivity
with TB-PCR was detected in 21 cases.
These results highlight the diagnostic
challenges of tuberculous lymphadenitis,
where culture positivity rates are often low
due to the paucibacillary nature of the
disease.l! Fine-needle aspiration biopsy
(FNAB), histopathology, and molecular
tests such as TB-PCR play complementary
roles, especially in resource-limited
settings. Ancillary investigations revealed
associated chest lesions in 22.0% of
patients, including local pulmonary lesions
(7 cases) and hilar lymphadenopathy (15
cases). Chest radiography was normal in
78.0% of patients, similar to previous
studies reporting normal chest X-rays in
approximately 75-76% of cases. [420
Tuberculin  skin test positivity —was
observed in 83.0% of patients, supporting
its utility as an adjunctive diagnostic tool in
endemic areas. Treatment outcomes in the
present study were highly favorable.
Successful treatment was achieved in
92.0% of patients following a standard 6-
month Category | ATT regimen while
treatment failure occurred in 8.0%. Among
failures, 3 patients had presumptive
treatment failure and 5 had
bacteriologically confirmed failure.
Although lymph node size did not regress
in these cases, patients showed
improvement in general health and weight
gain. Surgical excision was performed, and
microbiological positivity was confirmed
in five cases. These findings are consistent
with international guidelines and published
literature. The Infectious Diseases Society
of America (IDSA) recommends a 6-month
regimen for drug-susceptible tuberculous
lymphadenitis, consisting of isoniazid,
rifampicin, pyrazinamide and ethambutol
for 2 months, followed by isoniazid and
rifampicin for 4 months. [ Multiple
studies have demonstrated no significant
difference in cure or relapse rates between
6- and 9-month regimens. 461 WHO
guidelines  similarly endorse 6-month
regimens for rifampicin-susceptible and
even isoniazid-resistant lymph node
tuberculosis. (1718 Surgical intervention in
tuberculous cervical lymphadenitis is
generally reserved for diagnostic biopsy or
for residual lymphadenopathy after
adequate chemotherapy. Tuberculosis of
cervical lymph nodes is primarily a
medical disease, and surgery plays a
limited, adjunctive role. [2627.28 |n the
present study, surgical intervention was
required only in a small proportion of
patients, further supporting the
effectiveness of short-course

chemotherapy. In this study demonstrates
that a 6-month ATT regimen is highly
effective in the management of rifampicin-
sensitive tubercular cervical
lymphadenopathy. Early diagnosis using a
combination  of  clinical  evaluation,
histopathology, and molecular methods,
followed by timely initiation of standard
therapy, results in excellent treatment
outcomes with minimal need for surgical
intervention.

CONCLUSIONS

This study suggests that lymph node
tuberculosis is seen more frequently in
female than male. In this study total 8 cases
(8.0%) had TB treatment failure. The
failure in all cases was diagnosed as
clinical or presumptive failure and
microbiological ~ confirmed  treatment
failure was 5 patients. Six months anti
tubercular therapy was effective in 95%
cases of RIF sensitive tubercular cervical
lymphadenopathy.

LIMITATIONS
This study was not without limitation. The
limitations of the studies were as follows:
e It was a short follow up time.
Only patients admitted in
DMCH, were taken for the study.
So this will not reflect the overall
picture of the country. A large
scale study needs to be
conducted to reach to a definitive
conclusion
e  Study was conducted in tertiary
care hospital which may not
represent the real scenario of the
country.
e  Sample size is not adequate.

RECOMMENDATION

1. Study with larger sample size.

2. Sample should be representative the
whole country by taking sample from all
socio-cultural and geographical groups of
the country.

3. A health care policy should be
formulated with wide range publicity for
developing awareness of TB for
prevention, detection, accurate treatment.

CONFLICT OF INTEREST

The authors declare that there is no conflict
of interest regarding the publication of this
article.

SOURCE OF FUNDING

This research received no external funding.
The study was conducted using
departmental and personal resources of the
investigators.

ACKNOWLEDGEMENT

The authors express their sincere gratitude
to the Department of Otolaryngology and
Head-Neck Surgery, Dhaka Medical

2026, 10(1)

College Hospital, Dhaka, for providing the
necessary facilities and institutional
support to conduct this study. The authors
are also grateful to all patients who
willingly participated in the study and to
the physicians, nursing staff, laboratory
personnel and hospital authorities for their
valuable cooperation during data collection
and follow-up.

REFERENCES

1.  Fontanilla JM, Barnes A, von Reyn CF.
Current diagnosis and management of
peripheral tuberculous lymphadenitis. Clin
Infect Dis. 2011 Sep;53(6):555- 62

2. Memish ZA, Mah MW, Mahmood SA,
Bannatyne RM, Khan MY. Clinico-
diagnostic experience with tuberculous
lymphadenitis in Saudi Arabia. Clin
Microbiol Infect. 2000 Mar;6(3):137-41.

3. National Guidelines and Operational
Manual for Tuberculosis Control, Fourth
Edition. National Tuberculosis Control
Programme, Directorate General of Health
Services, Ministry of Health and Family
Welfare, Dhaka, Bangladesh, 6th edition,
2021: 1-44. (Guideline)

4. M. Fatih Garca, Mehmet Aslan, Guner
Demir, Suayip Bilgen, Muhsin Uysal.
Evaluation of the patients with lymph node
tuberculosis. Eastern J Med. 2013; 18(3):
118-122

5. Kazwala RR, Daborn CJ, Sharp JM,
Kambarage DM, Jiwa SF, Mbembati NA.
Isolation of Mycobacterium bovis from
human cases of cervical adenitis in
Tanzania: a cause for concern? Int J
Tuberc Lung Dis 2001; 5:87-91.

6. Yates MD, Grange JM. Bacteriological
survey of tuberculous lymphadenitis in
southeast England, 1981-1989. J Epidemiol
Community Health 1992; 46:332-5.

7. Artenstein AW, Kim JH, Williams W/,
Chung RC. Isolated peripheral tuberculous
lymphadenitis in adults: current clinical
and diagnostic issues. Clin Infect Dis 1995;
20:876-82.

8.  Polesky A, Grove W, Bhatia G. Peripheral
tuberculous lymphadenitis: epidemiology,
diagnosis, treatment, and outcome.
Medicine (Baltimore) 2005; 84:350-62

9.  Purohit MR, Mustafa T, Morkve O,
Sviland L. Gender differences in the
clinical diagnosis of tuberculous
lymphadenitis-a hospital-based study from
Central India. Int J Infect Dis 2009;
13:600-5.

10. Wei YF, Liaw YS, Ku SC, Chang YL,
Yang PC. Clinical features and predictors
of a complicated treatment course in
peripheral tuberculous lymphadenitis. J
Formos Med Assoc 2008; 107:225-31

11. Khan FY. Clinical pattern of tuberculous
adenitis in Qatar: experience with 35
patients. Scand J Infect Dis 2009; 41:128-
34

12. Bem C. Human immunodeficiency virus-
positive tuberculous lymphadenitis in
Central Africa: clinical presentation of 157
cases. Int J Tuberc Lung Dis 1997; 1:215-9

13. Treatment of tuberculosis. Centers for
Disease Control. MMWR Recomm Rep
2003; 52:1-77

14. Campbell 1A, Ormerod LP, Friend JA,
Jenkins PA, Prescott RJ. Six months versus

Page 20



The Planet

15.

16.

17.

18.

nine months chemotherapy for tuberculosis
of lymph nodes: final results. Respir Med
1993; 87:621-3.

Yuen AP, Wong SH, Tam CM, Chan SL,
Wei WI, Lau SK. Prospective randomized
study of thrice weekly six-month and nine-
month chemotherapy for cervical
tuberculous lymphadenopathy. Otolaryngol
Head Neck Surg 1997; 116:189-92.

van Loenhout-Rooyackers JH, Laheij RJ,
Richter C, Verbeek AL. Shortening the
duration of treatment for cervical
tuberculous lymphadenitis. Eur Respir J
2000; 15:192-5 —

WHO. INDEX-TB GUIDELINES
Guidelines on extra-pulmonary
tuberculosis for India. World Health
Organization 2016: 1-34

WHO. WHO consolidated guidelines on
tuberculosis. Module 4: treatment - drug-
resistant tuberculosis treatment. World
Health Organization 2020: 1-45

19.

20.

21

22.

23.

Kimura Y, Shimada M, Kawashima M,
Yamane A, Nagai H, Matsui H. Relapse of
cervical tuberculous lymphadenitis
immediately after completion of effective
anti-tuberculosis treatments. Respirol Case
Rep. 2020 Apr 7;8(4): e00555.

Gautam H, Agrawal SK, Verma SK, Singh
UB. Cervical tuberculous lymphadenitis:
Clinical profile and diagnostic modalities.
Int J Mycobacteriol 2018;7:212-6.
Al-Sherhani AM. Mycobacterial infections
of the head and neck: presentation and
diagnosis. Laryngoscope 2001; 111: 2012-
2016.

Polesky A, Grove W, Bhatia G. Peripheral
tuberculous lymphadenitis: epidemiology,
diagnosis, treatment, and outcome.
Medicine (Baltimore) 2005; 84: 350-362.
Lau SK, Kwan S, Lee J, et al. Source of
tubercle bacilli in cervical lymph nodes: a
prospective study. J Laryngol Otol 1991;
105: 558-561.

24.

25.

26.

217.

28.

2026, 10(1)

Sloane MF. Mycobacterial Lymphadenitis.
In: Rom WN, Garay SM, eds.
Tuberculosis. Boston/New
York/Toronto/London: Little, Brown and
Company; 1996. p. 577-583.

Ramanathan VD, Jawahar MS,
Paramasivan CN, et al. A histological
spectrum of host responses in tuberculous
lymphadenitis. Indian J Med Res 1999;
109: 212-220

Jha BC, Dass A, Nagarkar NM, Gupta R,
Singhal S. Cervical tuberculous
lymphadenopathy: Changing clinical
pattern and concepts in management.
Postgrad Med J 2001; 77:185-7

Ibekwe AO, Al Shareff ZA, Al Kindy S.
Diagnostic problems of tuberculosis
cervical adenitis (scrofula). Am J Otol
1997; 18: 202-205.

Dasgupta A, Ghosh RN, Poddar AK, et al.
Fine needle aspiration cytology of cervical
lymphadenopathy with special reference to
tuberculosis. J Indian Med Assoc 1994; 92:
44-46.

Page 21



