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Tuberculous Lymphadenitis with Papillary Carcinoma Thyroid
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Abstract: Papillary thyroid cancer (PTC) is the most frequent histological subtype of thyroid cancer. In a high
proportion of patients with PTC at the time of surgery, lymph node metastasis is identified. Tuberculous
lymphadenitis is a common cause of cervical lymphadenopathy in Asian countries. (1)

A 25-year-old female presented with papillary thyroid carcinoma and was diagnosed to have tuberculous
lymphadenitis also. She was subsequently managed for both.

The cervical tuberculosis co-existence should be considered in the etiology of an enlarged lymph node for
patients with PTC. (2) (3)
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I. Introduction:

Papillary thyroid cancer management is based on the general and local conditions involving tumor site,
size, and lymph node metastasis. Total thyroidectomy is performed in most cases. Lymph node metastasis is
identified by ultrasonography, computed tomography (CT) scanning, or fine-needle aspiration biopsy or
cytology. Tuberculous lymphadenitis is a common cause of cervical lymphadenopathy in Asian countries. Here
we report a case of tuberculous lymphadenitis mimicking metastatic lymph nodes from PTC and emphasize that
the coexistence of cervical tuberculosis should be considered in the etiology of an enlarged lymph node for the
patients with PTC.

I1. Case presentation:

25-year-old female presented with swelling in the anterior aspect of the neck for 2 weeks. It was
incidentally noticed with no pain or fever. No features of hyper or hypo-thyroidism were present. She did not
have history of fever or dysphagia or other pressure symptoms. There was no history of contact to an open case
of TB. No history of malignancy in the family.

She had no comorbid history and no prior surgical history. Her menstrual cycles are regular andshe is
unmarried.

On examination, she was moderately built and nourished. Systemic examination was normal. Local
examination of the neck revealed a 5*3cm swelling of the neck at the region of the thyroid to the left. The
swelling was found to move on deglutition and was deep to the deep cervical fascia. It was hard in consistency
with no warmth or tenderness. Also, a 1*1cm firm swelling was palpable in the left upper jugular region, deep
to deep cervical fascia. It was a single lymph node which was mobile, non-tender and skin over the node was
normal.

Routine investigations were normal except for an elevated esr. The thyroid function test and serum
calcium was normal. Ultrasound of the neck showed a well-defined heterogeneous lesion — 3.2x1.8x2.2 with no
significant lymphadenopathy. CECT of the neck was reported to have a heterogeneously enhancing nodule in
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the left lobe of the thyroid with infiltration of the left lateral wall of the trachea, oesophagus. Chest x-ray
showed a thin walled cavity in the left upper lobe with fibrosis and consolidation.FNAC of the thyroid swelling
was done and the cellular smears showed well defined cell margins, increased cytoplasmic density and
vacoulation, enlarged nucleus, intra-nuclear lesions, nuclear grooving, foam cell change and associated multi-
nucleated and langhanoid giant cells, epithelial giant cells and hurthle cells.

Patient was taken up for total thyroidectomy with functional and central node dissection and specimen
was sent for histopathology study. Post-operatively there was no complication and the patient was discharged
after 12 days.

Histo-pathology report was that of papillary carcinoma thyroid (T2N1MO) with no angio-invasion, no
lymphaticor capsular or peri-neural invasion, and no extra-thyroidal invasion. (Fig 1) Also, out of the 14 nodes,
around6 showed metastatic deposits and 2 nodes had caseating granulomatous lymphadenitis (Fig 2).

Chest medicine opinion was obtained and the patient was started on AKT4.Patient was followed up
after 3 weeks.

I11. Conclusion

The most common clinical presentation of extrapulmonary tuberculosis is cervical lymphadenitis.
There is a history of tuberculous contact in only 21.8% and tuberculous infection in only 16.1% of the cases
with cervical lymphadenitis. (4) Cervical tubercular lymphadenitis occurs in the posterior triangle or supra-
clavicular region of the neck. They usually present as single or multiple painless matted lymph nodes. Whereas
nodal metastasis from papillary thyroid carcinoma involve the jugulo-digastric and pre-tracheal lymph nodes.
()

Tuberculous lymph nodes are seen as round, hypo-echoic lesions, showing intra-nodal cystic necrosis
and calcification in ultrasonography. These features are similar to metastatic PTC cervical nodes. Enhanced
conglomerate nodal masses are observed in CT. (6)

FNAC can detect cervical tuberculosis in 25-77% cases. The sensitivity and specificity of FNAC in the
diagnosis of tuberculous lymphadenitis are 88% and 96%, respectively. (7)

Cervical tuberculous lymphadenitis responds to anti-tuberculous medications and the need for surgery
is not warranted unless the development of an abscess, needing incision and drainage.

Total thyroidectomy with neck dissection was done which showed that the involvement of the lateral
lymph nodes was not due to metastases but due to tuberculosis.

Hence pre-op diagnosis of tuberculous infection is important to avoid unnecessary surgical and
secondary complications.
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