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ABSTRACT: 
Objective: To observe the frequency of tuberculous lymphadenitis amongst the different socioeconomic populations 
of the city of Karachi, Pakistan. 
Methodology: This research article is a prospective, descriptive study, conducted in different hospitals of Karachi 
including Civil Hospital Karachi (CHK), Fauji Foundation Hospital (FFH) and Trauma and General Hospital (TGH), 
from July 2012 to June 2014. All adult patients coming with peripheral lymphadenopathy were included in the study. 
Results: Our study included 174 patients with an age range of 15-78 years. Out of 174 patients, 55.17% (n=96) were 
diagnosed with tuberculosis while 44.82% (n=78) had some other cause of lymphadenitis. The age range among 
tuberculous patients was 15-48 years with a female preponderance (68.75%). Tuberculosis was diagnosed among 92 
patients with cervical lymphadenopathy. In comparing the socioeconomic status of the patients included in the study, 
38.5% belongs to the poor class.  
Conclusion: This study concluded that tuberculosis is the commonest cause of cervical lymphadenopathy and it is 
more common amongst the female population of Karachi. People from lower socioeconomic group are more prone to 
develop tuberculosis. 
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INTRODUCTION: 
Tuberculosis is a chronic bacterial disease caused 
usually by the bacteria mycobacterium 
tuberculosis. It remains a major public health 
challenge worldwide with approximately 1/3rd of 
world’s population likely infected with statistical 
data predominating in the developing countries.1 

In 1993 World Health Organization had declared 
tuberculosis as a global emergency.2 In Pakistan, 
the incidence of tuberculosis is estimated to be 
181 per 100,000 populations (0.18%) with a 
yearly incidence of 286000 new cases.3 Although 

pulmonary tuberculosis is the commonest form of 
presentation, extra pulmonary tuberculosis 
remains an important clinical entity. The 
incidence of extra pulmonary tuberculosis has 
been increasing at a much faster rate than 
pulmonary tuberculosis since 1984.4 Extra 
pulmonary tuberculosis constitutes about 15-20% 
of all cases of tuberculosis,5 and lymphadenopathy 
is a presenting symptom in about 30-40% of cases 
in developed countries.6 Tuberculosis is 
responsible for up to 43% of the total cases of 
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peripheral lymphadenopathy in the developing 
world.7 In one study done in a pediatric rural 
population the numbers were as high as 4.4 cases 
per 1000.8 As is in other regions of Asia, 
tuberculous lymphadenitis is very common in 
Pakistan, ranking 8th among the 22 higher 
incidence countries and 1st in the Eastern 
Mediterrean region as stated by WHO.9 
Tuberculous lymhadenitis presents as an 
enlarging, painless mass in the lymphatic area. 
Occasionally, this may be complicated by the 
formation of an abscess which may progress and 
form a sinus. Cervical lymphatic tissue is the 
commonest site of involvement. Despite the 
decrease in number of cases of pulmonary 
tuberculosis in the developed nations; the 
incidence of tuberculosis presenting as cervical 
infections has remained unaffected.10One study 
done in Khyber Pukhtoonkhaw in 2011 
demonstrated tuberculous lymphadenopathy in 
39% of diagnosed cases.11Other studies conducted 
within the same region demonstrated cervical 
lymphadenopathy as the commonest presentation 
of tuberculosis to healthcare professionals.12,13 

Over the last years, reported cases of cervical 
lymphadenitis secondary to tuberculosis has been 
increasing amongst all reported tuberculous 
cases.13 
Therefore, the aim of this study was to observe the 
pattern of lymph node involvement within 
different socio economic groups in the city of 
Karachi, Pakistan and to compare its incidence to 
the incidence of tuberculosis within this 
population and other parts of the world. A 
literature review is also provided. 
Methodology: 
Our study was a prospective, descriptive study 
done in three different hospitals of Karachi 
covering different socioeconomic groups. The 

main hospital was Civil Hospital Karachi (CHK) 
where mainly people of lower or middle class 
consulted. The other two hospitals were Fauji 
Foundation Hospital (FFH) and Trauma and 
General Hospital (TGH) which covers mainly 
middle and upper middle class respectively.  This 
study was done during the period of July 2012 to 
June 2014. All patients coming with 
lymphadenopathy were included in the study with 
an age range of 15 to 80 years. All patients were 
subjected to have CBC, ESR, CRP, LFT’S, Chest 
X-ray, abdominal Ultrasound and lymph node 
biopsy of peripheral lymph node. Isolated 
abdominal or hilar lymphnodes were excluded 
from the study. Prior permission was taken from 
the patients and Hospital managements. The result 
was analyzed by SPSS version 16. 
Result: 
Total 174 patients were included in the study from 
three different hospitals,(table 1) with an age 
range of 15-78 years with mean of 35.03 ±17.127. 
Among them 102 (55.4%) were females. Out of 
174 patients 96 (52.5%) had tuberculosis,(table 1) 
and 78(42.4%) had other different 
illnesses.(table2) The age range among 
tuberculous patient was 15-48 years with mean of 
24.47±7.357. Out of 78, 14.1% had reactive 
lymphadenopathy involving different groups of 
lymph node. One female patient had rare illness 
like kukichi’s who came from Saudi Arabia, and 2 
patients had HIV. Among 133 patients who had 
cervical lymphadenopathy 69.17% had 
tuberculosis. (table2) Out of 96 tuberculous 
patients, 38.5% belongs to poor class while only 
10.4% belongs to upper class. (table 3) Fifty three 
out of 96 were females among tuberculous 
patients. 
                                                                              

Table 1 
No of patients from each hospital n=174 
 CHK FFH TGH 
Total no patients 92 50 32 
Patients with tuberculosis 47 36 13 
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Table 2: Categorization of illness and sites of lymphadenopathy. n=174 

Disease Lymph node Total 
 Cervical Axillary Abdominal Inguinal Hilar  
Tuberculosis 92 6 11 0 1 96 
Lymphoma 22 2 10 0 0 23 
Leukemia 12 6 3 0 0 12 
Breast CA with metastasis 0 16 0 0 0 16 
Sarcoidosis 0 0 0 0 6 6 
Metastatic disease 4 3 1 0 5 8 
Reactive lymphadenopathy 2 5 0 4 0 11 
Others 2 0 1 0 0 3 

 
Table 3: Site of lymph nodes involvement according to socioeconomic status 

Lymph nodes  Socioeconomic Status  Total 
 Lower class Middle class Upper middle class Upper class  
Cervical 54 41 25 13 133 
Axillary 17 6 5 10 38 
Abdominal 8 8 7 3 26 
Inguinal 2 1 1 0 4 
Hilar 4 2 2 4 12 
Tuberculosis 57 29 20 10 96 
 
DISCUSSION: 
Peripheral lymphadenopathy without an obvious 
cause after the history and physical examination 
presents a diagnostic dilemma. Lymphadenopathy 
can be caused by a vast array of diseases and 
drugs, and tuberculosis stands high on the list of 
differential diagnosis when a person has enlarged 
lymph node, and especially in the developing 
countries. In developed countries most cases of 
tuberculous lymphadenitis is seen in immigrants 
from endemic countries.15 It was illustrated in 

different studies done in France and Germany in 
whom 70% and 75% respectively had tuberculous 
lymphadenitis.15 One study done in USA showing 
the same pattern in immigrants from Asia Pacific 
Islanders and it was mostly in females.7In this 
study the same pattern of female preponderance is 
seen, which is also highlighting in different 
studies from Pakistan,12,16 Turkey 17and Ethiopia.18 

The prepotency of tuberculosis in females of this 
society is probably due to joint family system and 
supremacy of males. It is a common practice in 
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our society that they take their meals after male 
members of the family and this further increase in 
malnutrition. 
In most studies it is seen that tuberculous 
lymphadenitis is more common between 15-50 
years,19 as seen in our study as well. One study 
done in USA among South Asians living in United 
States showing involvement of lymph nodes 
between 15-44 years and less often among 
patients below 15 years or above 44 years.20 This 
pattern is also seen in various studies done before 
showing either reactive lymphadenitis 21 or 
atypical mycobacteria 22 as a major etiological 
cause in children while tuberculosis is mainly seen 
in adults. Most of the patients in our study also 
belong to age group 15-48 years with the 
maximum in second decade. 
This study also emphasizes the presence of 
tuberculosis in different socioeconomic groups. 
As in different studies done in different parts of 
the world, it was more common in lower 
socioeconomic group.23 The cause is probably the 
same in each study including small homes, lack of 
food and hygiene. Although this pattern was 
negated in one study done in KPK-Pakistan, 
where the tuberculous lymphadenitis was more 
commonly seen in upper class.13 
In our study, the complaints of the patients other 
than lymphadenopathy were fever (100%), weight 
loss (78.4%), abdominal pain (15.63%), 
discharging sinus (3.12%), and hemoptysis 
(1.04%). Cervical lymph node was present in 92 
(95.83%) patients while isolated axillary 
lymphadenopathy was seen in 4 (4.16%) patients.  
Most of the studies done in developed and 
developing countries showing the same pattern of 
involvement of cervical lymph nodes mostly 
representing 63-77% of cases.24 Oftentimes a 
unilateral mass appears in the anterior or post 
cervical triangle, bilateral disease is uncommon 
(up to 26% of cases).25 We found the same pattern 
in our study as well, with the involvement of 
cervical lymph nodes in 92 patients out of 96. It 
was also seen in different studies done in Pakistan 
26, or other part of the world. 27, 28 

Although pulmonary tuberculosis is a universal 
disease, but extrapulmonary tuberculosis is not so 
uncommon as well and cervical lymph nodes 
dominates all other groups of lymph nodes.  
Tuberculosis is the commonest cause of cervical 
lymphadenopathy in younger age group, and it 
should be evaluated in every patient with 
granulamatous lymphadenitis until proven 
otherwise. In our study tuberculosis was the 
commonest cause among cervical 
lymphadenopathy, and was found in 92 patients 
and most of them were young females. The 
second most common cause of cervical 
lymphadenopathy in our study was lymphoma 
(22) followed by leukemia (12). Axillary 
lymhadenopathy was mostly seen in females with 
breast carcinoma with metastasis. Reactive 
lymphadenopathy was seen in 11 patients with 
involvement of axillary, inguinal and cervical 
lymph nodes. The size of the lymph node also 
varies with the cause. It is seen that reactive 
lymphadenopathy is usually less than 1 cm while 
tuberculous lymphadenitis is greater than 1 cm 
21,29, and it is also proven in our study. 
 
Conflict of interest:None 
 
CONCLUSION: 
In conclusion, pulmonary tuberculosis remains a 
global public health challenge, and extra 
pulmonary tuberculosis presenting in the form of 
cervical lymphadenitis is now a common 
phenomenon. Tuberculous lymphadenitis remains 
of the commonest cause of lymph node 
enlargement and it is predominantly seen in lower 
socio economic status. Tissue biopsies remain the 
gold standard for the definitive diagnosis, and 
should be considered as early as possible to curb 
disease related morbidity and mortality. Public 
education regarding the initial symptoms of 
pulmonary tuberculosis and extra-pulmonary 
tuberculosis such as cervical lymphadenitis are 
essential for the general population as well as the 
primary health care physicians to initiate early 
management and to prevent its spread amongst 
healthy individuals. 
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