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Computed Tomographic Differential Diagnosis of Cervical
Lymphadenopathy : Tuberculous versus Metastatic

Eun A Kim* - Soo Mee Lim** - Chung Sik Rhee***

Departments of Diagnostic Radiology,* National Cancer Center,
Departments of Radiology,** Mokdong Hospital and Dongdaemoon Hospital, *** Ewha Womans University

Purpose : To determine the computed tomographic findings of cervical lymphadenopathy which
distinguish tuberculous lymphadenitis from metastatic lymphadenopathy.

Materials and Methods : We retrospectively analyzed the CT findings of 21 patients with
tuberculous lymphadenitis and 19 with metastatic lymphadenopathy in terms of location, size,
shape, presence and shape of necrosis, and presence of extranodal extension.

Results : The tuberculous lymphadenopathy was predominantly located in spinal accessory
chain (level V) (42%), but metastatic lymphadenopathy was predominantly located in internal
jugular chain (level II) (37%) . Of the 21 patients with tuberculous lymphadenitis, the shape was
conglomerated lesion with irregular margin in 13 cases. Of the 19 patients with metastatic lymp-
hadenopathy, conglomerated Iesion in 4 cases, which were statistically significant (p<0.05) . The
presence of central necrosis was more frequent in tuberculous lymphadenitis (n=20) than metas-
tatic lymphadenopathy (n=11) (p<0.05). The presence of extranodal extension was significantly
different between tuberculous (n=19) and metastatic lymphadenopathy (n=1) (p<0.05).

Conclusion - Cervical tuberculous lymphadenitis frequently involves the spinal accessory
chain in young woman. The irregular conglomerated lesion with irregular central necrosis and
extranodal extension on CT scan is suggestive of cervical tuberculous lymphadenitis, which is
useful in differentiating from metastatic lymphadenopathy.

KEY WORDS : CT - Tuberculosis - Metastasis.
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Table 1. Comparison of patients between tuberculous
lymphadenitis and metastatic lymphadeno-

pathy
Tuberculous Metastatic

N=21)  (N=19) Pvalwe
Sex(M : F) 7:14 14:6 <0.05*
Mean age (yrs) 38.6 56.9 <0.05+
Unilaterality
Uniiateral 16(76%) 13(68%)
Bilateral 5(24%) 6(32%)
Pulmonary 5(24%) 4(21%)

tuberculosis

Active puimonary  2(9.5%)

fuberculosis
* : Fisher’s exact t-test, + : unpaired two fail t-test

Table 2. Location of lymph node in fuberculous lym-
phadenitis and metastatic lymphadenopathy

Location Tuberculous  Metostatic
(N=50) (N=56)
Level | 1( 2%) 2( 4A%)
Level Il 12(24%) 21(37%)
Level Il 2( 4%) 16(28%)
Level IV 5(10%) 1( 2%)
Level vV 21(42%) 15(27%)
Level VI 1( 2%) 1( 2%)
Level VII 2( 4%)
Supraciavicular 6(12%)

ek #@ddo] TRk A W= 545
o] 20 Q31 Mol fEA Fo)e] He= BT HE
BAo|3TH(Table 1).

Shahsd] &5l wfe} Y=& Fjo] A& v r3l
£ o, 294 FZHEL F 5099 W4T level Ve
218MA442%) 2 7P WSk level 1o 1(2%),
level Tl 1291(24%), level e 2¢1(4%), level IV
o 54(10%), level VIel 11(2%), level VIell 24
(4%) 2 BI3I5. Holy 824 Fie F 56419
HWAZ level 71 2141(37%) 2 71 9343, level 1
of 291(4%), level I 16 (28%), level IVel] 14
2%), level Vel 15(27%), level Vo= 14(2%)
7v Baxsilc). A2 g2 A 69 A9
4 FEAGAA iy Aol HZAE FrjelMe
ST gxA e Hlo] QlE A= YIitH(Table 2).

Table 3. Comparison of CT characteristic of lesions

between tuberculous lymphadenitis and me-
tastatic lymphadenopathy

Tuberculous Metastatic

N=2D)  (N=lg) Pvale

Maximum diometer

1 —-1.5cm 3(14%) 3(16%)

1.5-2cm 7(33%) 7(37%)

>2cm 11(52%) 9(47%)

Shape *<0.05

Conglomerate 13(62%) 4(20%)

Discrete 8(38%) 15(80%)

Irregular 0 2(11%)

Round 5(24%) 5(26%)

Ovoid 2(9%) 6(32%)

Irregular & round 1(5%) 2(11%)
Average number of 7 6

lymph node/

patient
Necrosis *<0.05

Necrotic 20(95%) 11(58%)

Round 2( 9%) 3(16%)

Irregular 18(86%) 4(21%)

Punctate and/or 0 4(21%)

paichy

Non-necrofic 1( 5%) 8(42%)
Extranodal extension +<0.05

Present 14(67%) 1( 5%)

Absent 7(33%) 18(95%)

* ! Fisher’s exact t-test, + : unpaired two tail t-test
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Fig. 1. Tuberculous lymphadenitis. A large ill-defined
mass-like lesion is noted at the right neck which
represents conglomerated peripheral enhancing
nodes with irregular-shaped central low density
necrosis. This lesion shows extranodal infittrations
in the regional sternocleidomasfoid muscle, fas-
cia, and fat.

S 0 EAFoR §93 2jo)7) ItHp<0.05).

TFAFo] 49](21%) AT H=Z
% ZAQ9] 2S¢ 144(67%) oA
=3 FoAE 19 (6%) AMT

341 (16%), 2%
A9 Ha-e @5‘1‘
(Fig. 1, 3), Ao}x

ol 0_);_“]

Fig. 2. Metastatic lymphadenopathy from fongue co-
ncetr. A 3cm sized and round shaped lymph
node is seen af the left interal jugular chain
(level Il) that has mulfiple necrosis showing the
patchy and punctate low density areas.

Fig. 3. Tuberculous lymphadenitis. A necrotic lymph no-
de at the right lower neck shows extranodal
extension fo regional subcutaneous fat and skin.
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