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What is 
TBLN



Site of involvement
• Lymph nodes are the most common 

extrapulmonary site of disease 

• Cervical and mediastinal glands are 
affected more frequently followed by 
axillary and inguinal 

• Rich vascularity of head and neck and 
extensive network of lymphatics and 
drainage area of URT making these sites 
favourable

• Cervical nodes are rich in macrophages 
which are primary target cells for tb

• Delayed immune response is often robust 
immune response and is more common in 
cervical region than other nodes

• Other sites that can be involved are

• Abdominal LN

• Intercostal LN



MICROBIOLOGY



Mode of spread

• Disease may represent as primary infection, spread from 
contiguous sites  or reactivation 
It may spread Through tonsils (Adenoids also)

• Occasionally through blood
• Rarely through Sibson's fascia from apex of lung



Pathogenesis 



PATHOGENESIS



Pathogenesis



Other forms of 
Extrapulmonary 
TB



STAGES OF LNTB
Jones and Campbell 
classified peripheral 
tuberculous lymph 

nodes into following 
five stages:



Pathogenesis 
of LNTB



SYMPTOMS



Clinical 
Features

• Usually presents as a slowly progressive , painless 
swelling  of a single group of lymph nodes .The lymph 
nodes are usually initially mobile but become matted 
together with time

• When cessation and liquefaction occurs the swelling 
becomes fluctuant and may discharge through skin 
with formation of a collar stud abscess and sinus 
formation

• Approximately half of cases fail to show any 
constitutional features such as night sweats and fever 

• The duration of symptoms at time of presentation is 
typically 1-2 months , varying from 3 weeks to 8 
months



continued



Progressive 
generalised 

lymphadenopathy

It can present as progressive generalised 
lymphadenopathy

Symmetrical adenopathy with nodes 
typically <3cm

HIV patients with tuberculous lymphadenitis 
have higher rate of disseminated disease 
than HIV negative patients



TBLN and 
HIV



How to clinically 
differentiate different 
types of nodes ? For 
diagnosis and better 
management



Clinical 
differences 

between 
benign and 
malignant 

nodes



Matted and 
non matted 

nodes



Consistency :based 
on consistency a 
rough guide to 
differentiate 
between benign 
and malignant 
nodes

• SOFT :inflammation/infection

• FIRM/RUBBERY: lymphomatous process

• HARD/FIXED: carcinomatous/metastasis

• FLUCTUANT: suppurative 

• MATTING: infective/malignant

• PAIN: due to stretching of capsule/inflammation 
but can also be due to rapid growth ,hemorrhage 
or necrosis within enlarging node  hence it is not 
now considered useful in differentiating benign 
from malignant



Lymphadenitis 
and lymphoma 

• How to differentiate clinically ?



MANAGEMNT

DIAGNOSIS /TREATMENT OPTIONS AVAILABLE



DIAGNOSTICS



Ultrasound 



continued



CT SCAN



continued

• On a CT scan, differentiating between tuberculous lymphadenopathy and lymphoma involves analysing the anatomical 
distribution and enhancement patterns of lymph nodes, with tuberculous lymphadenopathy often showing peripheral or 
multilocular enhancement, while lymphoma typically displays homogeneous enhancement

• Key CT Features to Differentiate Tuberculosis and Lymphoma in Lymph Nodes:

• Anatomic Distribution:
• Tuberculosis: May show involvement of specific lymph node regions like the mesentery, anterior pararenal space, upper 

para-aortic regions, and lesser omentum.
• Lymphoma: May show involvement of different lymph node regions, such as the lower para-aortic nodes and inguinal 

lymph nodes.

• Enhancement Patterns (after contrast administration):
• Tuberculosis: Often exhibits peripheral or multilocular enhancement, frequently with a cystic or necrotic center.
• Lymphoma: Typically shows homogeneous enhancement.

• Other Features:
• Tuberculosis: May demonstrate calcifications in some cases.
• Lymphoma: May demonstrate a "sandwich sign" (enlarged lymph nodes at the margin of the small bowel).



CONTINUED



MRI



FNAC



Culture 



Limitations of Culture:

• Culture remains the gold standard for diagnosis but may take 2-4 
weeks to yield results ,leading to delay in initiating treatment

• The paucibacillary nature of lymph node specimen means the 
number of bacteria present can be too low to detect by culture 
leading to false negative results



BIOPSY



Other test include

AFB SMEAR MICROSCOPY
• Can be used to detect MTB in various extrapulmonary samples like 

pleural fluid, cerebrospinal fluid (CSF), urine, pus, and lymph node 
aspirates.

• Specificity : 80.95% to 100%

• Limitations:

• Low sensitivity 34.6% to 74.1%, especially in samples with low bacterial 
load.

• Cannot detect rifampicin resistance

GENE XPERT
• Offers higher sensitivity compared to AFB smear microscopy, 71.6% to 

90.1% and specificity (around 78.8% to 100%) compared to AFB smear 
microscopy. leading to earlier and more accurate diagnosis

• Can detect rifampicin resistance, which is crucial for guiding treatment 
decisions

• May have lower sensitivity in some extrapulmonary specimens, like 
ascitic fluid.

• Cost can be higher than AFB smear microscopy.

• Requires specialized equipment and trained personnel



Combined Approach
• Combined Approach:

• In practice, a combined approach using both AFB smear microscopy and GeneXpert is often recommended for 
diagnosing EPTB.

• AFB smear microscopy can be used as a preliminary test, and GeneXpert can be used to confirm the diagnosis and 
detect rifampicin resistance.

• The choice of which test to use first or which test to use in combination depends on the specific clinical context, 
available resources, and the type of sample being tested.



Tuberculin skin test 

• The tuberculin skin test (TST), or Mantoux test, can be a useful tool in diagnosing 
tuberculous lymphadenitis, but it's not definitive and should be interpreted in 
conjunction with clinical findings and other diagnostic tests.

• A small amount of PPD is injected under the skin, and a reaction (induration) is measured 
48-72 hours late

• Limitations:

• False-positives: Can occur due to previous BCG vaccination or sensitization to non-
tuberculous mycobacteria.

• False-negatives: Can occur in immunocompromised individuals, elderly patients, or 
those with advanced TB



Tuberculin skin test interpretation 



Interferon gamma release assays (IGRAs)

GRAs are blood tests that measure the immune response to TB antigens (like ESAT-6 and CFP-10) by detecting the release 
of interferon-gamma (IFN-γ) by T-cells.

IGRAs can be helpful in diagnosing extrapulmonary TB (TB that affects organs other than the lungs) because they can 
detect TB infection even when the disease is not readily apparent through sputum samples

• Body Fluid IGRAs: IGRAs can be performed on body fluids (like cerebrospinal fluid, pleural fluid, etc.) to diagnose 
extrapulmonary TB.

• Blood IGRAs: Blood IGRAs can be used to assess overall TB infection status, which can be helpful in diagnosing 
extrapulmonary TB

Limitations:

• IGRAs cannot distinguish between active and latent TB infection.

• IGRAs may not be as accurate in diagnosing certain types of extrapulmonary TB, such as osteoarticular TB



TREATMENT



STEROIDS 
/ARE THEY 
USEFUL?



CONTINUED



PARADOXICAL 
REACTIONS 

/TB-IRIS



PUR



MECHANISM 
OF ADVERSE 

EVENTS 
AFTER ATT



PUR /HOW 
IT CAN BE 
TREATED ?



INDICATIONS 
FOR 
SURGERY



NTM 
LYMPHADENITIS



CONTINUED



BCG 
LYMPHADENITIS



BCG LYMPHADENITIS

DIAGNOSIS MANAGEMENT



SUMMARY



Thankyou 
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