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Abstract 

In this article, some of the common types of granulomatous cervical lymphadenopathy are 

described. They can be classified as infective and non-infective. Non-infectious include sarcoidosis 

and sarcoid-like reactions. Their etiology is unknown but they have a better prognosis. Infectious 

include various organisms and some of the common organisms include Tuberculosis, Syphilis, 

Tularemia, Cat Scratch Disease, Brucellosis and fungal infections. So an accurate diagnosis is 

needed with pathological and histological evidence for prompt treatment. Here, we 

histopathologically describe the three representative types of granulomatous cervical 

lymphadenopathy namely Tuberculosis, Sarcoidosis and Kikuchi Disease. 

Keywords: Granulomatous lymphadenitis, Non-suppurative, Sarcoidosis, Suppurative, Tuberculous 

lymphadenitis. 

Introduction 

The immune system's lymph nodes are 

oval-shaped organs that are located all 

throughout the body and connected by 

lymphatic veins [1]. Lymphadenopathy refers 

to any kind of abnormalities involving the 

size, consistency, or quantity of lymph nodes. 

Granulomatous lymphadenopathy is a 

specialized immune response against various 

inflammatory insults like infections, 

autoimmunity and malignancy [2]. 

Common causes of cervical 

lymphadenopathy can be classified into 

suppurative and non-suppurative (TB, HIV, 

HSV, EBV, CMV, Toxoplasmosis), 

autoimmune disease (Sarcoidosis, SLE, 

Kawasaki disease) and malignancy (Hodgkin’s 

Lymphoma, Non-Hodgkin’s Lymphoma, 

Metastasis) [3]. We need histological, 

microbiological and immunohistochemistry 

evidence to establish the definitive diagnosis 

of cervical lymphadenopathy. 

Case 1 

A 32-year-old woman presented with 

chronic oedema on the left side of her neck 

that had persisted for the previous three 

months. The patient has been experiencing 

occasional low-grade fever and soreness over 

the swelling for the previous three months. 

Her brother had pulmonary tuberculosis. She 

did not have any co-morbid illness. On Local 

examination, Multiple matted cervical 

lymphadenopathy was noted at levels II and III 

on the left side. USG Neck and CT Chest were 

done and showed Multiple (12 - 15) enlarged 

left cervical lymph nodes at levels II, and III 

and a posterior group of cervical lymph nodes 

(Figure 1). The largest measuring 12*11 mm 

was seen. Fine needle aspiration was done and 

suggestive of hyperplasia of the lymph node. 

Excision biopsy was performed and showed 

Necrotising Granulomatous Inflammation with 

Acid Fast Bacilli- Consistent with 

Mycobacterial Lymphadenitis [4,5]. The 

patient was treated with antituberculous 

treatment. The patient completed 6 months of 



 

treatment and cervical lymph nodes were completely resolved. 

Figure 1. USG Neck showing Enlarged Cervical Lymph nodes. 

Case 2 

A 45-year-old woman made an appointment 

because she had been experiencing swelling 

on the right side of her neck for the last two 

months. She has a history of not wanting to eat 

and underweight. There is no prior record of 

fever. The patient had similar complaints in 

January 2022 and an excision biopsy was done 

and diagnosed to have a Tuberculous lymph 

node [4,5]. The patient also had a history of 

Seizures at that time for which an MRI brain 

was done and diagnosed with Cerebral 

Tuberculoma (Figure 2). For which patient 

was treated with antituberculous treatment for 

1 year. A repeat MRI was done which showed 

there was a decrease in the size and number of 

tuberculoma lesions as compared to the 

previous MRI and lymph node sizes were 

reduced. 

Now presented with the above complaints 

and on examination Multiple, Non-tender, 

Discrete lymph nodes were present in the 

Cervical and Axillary region (Maximum size 

of 4cm*3cm). On Systemic examination, the 

patient had Hepatomegaly and Splenomegaly. 

On suspecting Sarcoidosis, Angiotensin-

converting enzyme levels, Anti Nuclear 

Antibody test and IgG4 were done. 

Angiotensin Converting Enzyme levels were 

elevated (327.0). Anti Nuclear Antibody was 

weakly positive. Serum IgG4 was normal 

(0.32) and diagnosed to have Sarcoidosis [5,6]. 

The patient was started on Steroids. On 

follow-up, Lymph node sizes were reduced 

and the patient was symptomatically better. 

 

Figure 2. MRI Brain showing Cervical Tuberculoma lesions 

Case 3 

A 21-year-old female came with complaints 

of multiple swellings on both sides of the neck 

for the past 1 month. The patient also had 

symptoms of intermittent fever and loss of 

appetite in the last 1 month. History of cough 

for the past 2 days. The patient has been 



 

diagnosed with hypothyroidism for the last 8 

years but has not been taking medicine 

regularly. On examination, the Patient had 

pallor and Multiple Firm, Matted lymph nodes 

were palpable in left level I, II, III and V in the 

cervical region (Maximum size of 2cm*2cm) 

and right level II, III and V in the cervical 

region (Maximum size of 1cm*1cm). USG 

Neck was done and showed B/L Cervical 

lymphadenopathy. Sputum Acid Fast Bacilli 

and Gene Xpert were done and found to be 

negative. Sputum culture sensitivity showed 

streptococci growth. CT-CHEST was done 

and showed features of Active Pulmonary 

Infection and an enlarged prevascular lymph 

node(1.2cm*1cm) on the left side.  Fine 

Needle Aspiration from the right cervical node 

was done and showed features of Reactive 

Lymphadenitis. For confirmatory diagnosis, an 

Excision biopsy was done and showed 

Necrotizing Lymphadenitis in favour of 

KIKUCHI Disease [8]. The patient was started 

on NSAID and the size of the lymph nodes 

was decreased. On follow-up, the Patient still 

had some symptoms of intermittent fever and 

neck swellings and hence started on steroids 

and the symptoms were resolved completely. 

Discussion 

1. Mycobacterial lymphadenitis is still a 

common and often poorly treated disease. 

Tuberculosis remains a significant public 

health concern, despite a steady decline in 

its frequency. While pulmonary illness is 

the most common symptom of 

Mycobacterium tuberculosis, it may also 

appear in other parts of the body. It may be 

challenging to detect extrapulmonary 

tuberculosis (TB)[6]. In cases like ours, a 

lymph node excision biopsy is necessary for 

a definitive diagnosis. 

2. A granulomatous illness affecting many 

systems is known as sarcoidosis. 

Sarcoidosis may manifest as 

lymphadenopathy in the cervical region 

without the presence of mediastinal or 

pulmonary illness. Sarcoidosis is likely to 

be the cause if HPE reveals non-caseating 

granulomas with epitheloid macrophages. 

Consistent clinical and radiographic signs 

are necessary for the diagnosis of isolated 

cervical lymph node sarcoidosis [7]. 

Systemic sarcoidosis may present later in 

life, so it's crucial to keep an eye out for it 

in this situation. 

3. Japan has the world's highest prevalence of 

Kikuchi illness. It usually strikes young 

adults. Some characteristics of the disease's 

clinical course are particular, while others 

are more generic. Although other groups of 

lymph nodes may potentially be implicated, 

the specific case is unilateral cervical 

lymphadenopathy [8]. Common symptoms 

include a high temperature with no apparent 

cause and nocturnal sweats. All of the 

aforementioned symptoms were present in 

our case as well. Biopsy and high-power 

electron microscopy (HPE) confirm the 

diagnosis by revealing necrotizing 

lymphadenitis along with proliferating 

histiocytic, T lymphocyte, and immunoblast 

cells. As a rule, antipyretics and analgesics 

are prescribed. 

Conclusion 

An inflammatory, infectious, benign, or 

malignant lump in the neck might be a sign of 

any number of diseases. So, to get a definitive 

diagnosis and start treating the illness right 

away, a thorough examination and diagnostic 

procedures are required. The optimal course of 

therapy for achieving long-term disease-free 

survival free of recurrence depends on the 

specifics of the condition. 
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