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Peripheral lymph node tuberculosis (PLNTB) is the commonest 
form of extra-pulmonary tuberculosis (EPTB), both in HIV infected 
and non-infected patients1,2. Cervical region is most frequently 
affected site3-5. Mycobacterium tuberculosis is the most common 
cause. Females and economically productive young adults are 
more commonly affected6,7. Tubercular lymphadenitis is mainly a 
medical disease as surgical excision is associated with slightly worse 
outcome as compared to medical treatment alone, but repeated 
aspiration of the affected node is sometimes required to avoid scar 
formation. But in spite of medical treatment, many of these patients 
show appearance of new lymph node or new disease, increase in the 
size of existing lesions and/ or sinus formation while on treatment. 
This becomes more problematic, while managing PLNTB in cosmo-
sensitive area i.e. cervical lymph node tuberculosis (CLNTB). Several 
studies have also shown better outcomes, when oral steroids are 
added to anti tubercular drugs (ATT), in EPTB cases i.e. pleural 
effusion8, pericardial effusion9, tubercular meningitis, mediastinal 
lymphadenitis causing pressure on vital structure10. But studies 
defining the role of add on steroids in management of PLNTB are 
sparse11-13.

In this regard, an open label, randomized, prospective, 
interventional and comparative study by our group, Bunkar et al.14 
should be a welcome sign. This study is being reviewed here in detail 
for the benefit of readers. 

This study was conducted in patients of CLNTB at the Institute 
of Respiratory Diseases, Sawai Man Singh Medical College, Jaipur, 
Rajasthan, India. Ethical clearance for the study was obtained from 
the institutional ethical committee (453/MC/RC/17/12/2012) and 
the study was registered with Clinical Trial Registry of India (Reg. 
no. CTRI/2014/12/005299). Informed consent was taken from all 
the patients.

All treatment naive CLNTB patients were included in the study 
but pregnant females, persons with diabetes mellitus, hypertension, 
acid peptic disease, acquired immunodeficiency syndrome, 
alcoholics and those with preformed lymph node abscess were 
excluded. Their demographic data including age, sex, address and 
occupation detailed history of constitutional and other symptoms, 
past treatment history/any comorbid illness was recorded. Their 
vital signs and body weight were also noted down. The site, size, 
number, consistency, mobility and tenderness of the LN was 
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noted down. Diagnosis of lymph node tuberculosis was 
confirmed either by cytopathological examination or 
microbiologically i.e. a positive acid-fast bacilli (AFB) 
smear of fine needle aspiration cytology (FNAC) of the 
lymph node. When diagnosis was not established by above 
methodology, excisional biopsy was also done. 

The study patients were randomised into two groups 
i.e. Group I who were given Category I treatment (as 
per Revised National Tuberculosis Control Programme, 
India) along with prednisolone 1mg/kg body weight for 4 
weeks followed by tapering at 0.5mg/kg body weight for 
4 weeks and Group II who received Category I treatment 
along with placebo. Patients were kept in close follow up 
during treatment and after completion of the therapy for at 
least next 6 month and monitored for clinical, radiological 
and bacteriological effects and side effects of the therapy. 
Pearson’s x2 test or fisher’s exact test and Student’s t- test 
were used, as applicable, to establish statistical significance. 

After excluding 8 patients due to poor compliance, 120 
patients were available for analysis. The demographic 
profile showed no significant difference in both the study 
groups. The mean age of patients was 27.5 + 12.9 for Group 
I & 26.3 + 11.7 for Group II. 46 were males and 74, females 
(M:F 1:1.60). Most patients were non-smoker and non-
alcoholic. Fever, loss of weight, loss of appetite and fatigue 
were equally frequent in the 2 groups. Solitary lymph 
node was noted in 28 patients (46.7%) in group I and 35 
patients (58.30%) in group II. Paired and multiple lymph 
nodes were present in 14 (23.3%) and 18 (30%) patients 
of Group I and 10 (16.7%) and 15 patients (25.0%) of 
Group II respectively (P>0.05). Majority of lymph node 
were mobile ≈ 96.7% and unilateral. Mantoux test was 
positive in 96.7% of the patients.

Skiagram chest was normal in >90% of the patients. 
Pleural effusion (2/120, 1.67%) and miliary shadows 
(4/120, 3.33%) were commonest radiological anomalies, 
being equally common in the 2 groups. The sputum smears 
were negative for acid fast bacilli in all of these patients. A 
total of 113 patients were diagnosed by lymph node FNAC 
alone. Six out of the 56 patients in group I had positive AFB 
smear as well as cytology, 2 had only AFB smear positivity 
and the remaining 48 patients had only cytopathological 
confirmation. The respective figures for group II were 8, 4 
and 45 out of 57 patients of group II. 7 patients (4 in group 
I & 3 in group II) were diagnosed by histopathological 
evidence of tuberculosis in the excised LNs.  

Complete resolution seen in 57 patients (96%) in 
group I and 40 patients (66.7%) of group II respectively. 
The remaining 3 patients (5%) in group I had residual 
lymph node (no change) while the remaining 20 patients 
(33.33%) patients of group II had residual lymph nodes no 
change/increase in size (p <0.01).

Paired & multiple lymph nodes showed 92.86% 
and 94.44% resolution in group I patients respectively 
compared to 40.00% and 53.33% resolution in group II 
patients respectively (p<0.05).  Thus, complete resolution 
was seen in significantly greater number of group I 
patients as compared to Group II. This difference was 
more so in patients with paired and multiple nodes. The 
time of resolution was also faster in group I patients as 
after two month, 16 patients (26.67%) and 44 patients 
(73.33%) showed complete or partial resolution of the LN 
as compared to only 4 patients (6.67%) and 49 patients 
(81.67%) in Group II. The Remaining 7 patients (11.66%) 
of group II have no change/increase in size/number of 
lymph nodes (p< 0.01).

Complications were noted in form of abscess, sinus 
and/or appearance of new lymph node/s. Only 3 patients 
in Group I (5.0%) had complications as compared to 
13(21.7%) in Group II. (p<0.001).  All these patients 
needed needle aspiration/surgical exploration during the 
course of treatment. Sequel in form of residual lymph node 
was seen in 3 and 20 patients of Group I and II (p<0.01). 
Fever, fatigue, loss of appetite and weight improved more 
frequently and faster in group I patients as compared to 
group II patients (p<0.01). Gastro-intestinal side effects i.e. 
nausea/vomiting and pain abdomen, were slightly more 
common and skin rashes and joint pain were lees common 
in Group-I patients than Group II, but the difference was 
statistically insignificant (p>0.05). 

The authors have concluded that add on steroids led 
to faster and earlier resolution of symptoms as well as 
the lymph nodes and was associated with less frequent 
complication and sequel, at least in treatment naïve 
patients. Add on steroid led to more frequent but self-
limiting gastro-intestinal upsets. 

Limitations of the study by Bunkar et al.14: Non-inclusion 
of the drug sensitivity testing is a major limitation of the 
above study. The same is now in order in all cases of EPTB15. 
Other limitations include

1. lack of mention of the details of the hypothesis for 
the study, 

2. Lack of mention of the method of randomization and 

3. Response as per size of the LN in result section. 

None the less this study by our group14 should open a 
case for use of add on steroids in the routine management 
of PLNTB, more specifically in treatment naïve cases of 
CLNTB. it is medically sound and saves ugly scars in this 
cosmo-sensitive area.
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