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Abstract 

Background: FNAC of head and neck region lymph nodes provides a great opportunity to explore 

the myriad lesions that involve these lymph nodes. Fine needle aspiration in the investigation of 

lymphadenopathy has become a standard and frequently practiced invasive technique and it is cheap 

and accurate first line of investigation in lymphadenopathy. 

Materials and methods: This study was carried out over a period of 6 months (March 2020 to 

August 2020). A total of 73 patients with head and neck lymphadenopathy were subjected to FNAC. 

Out of 73 cases, 3 cases were excluded because of failure to aspirate the material from lymph nodes; 

hence only 70 cases were available for analysis. 

Results: In the present study, the various causes of head and neck lymphadenopathy were classified 

according to cytomorphological patterns. Among the diagnostic outcome, overall prevalence of 

tuberculosis was 25 (35.71%), reactive hyperplasia was 16 (22.85%), secondary metastases were 14 

(20%), lymphoma was 9 (12.85%) and acute non-specific lymphadenitis was 6 (8.57%). 

Conclusion: The present study confirmed that FNAC of lymph nodes is an excellent first line method 

for investigating the nature of the lesions. Also combination of fine needle aspiration cytology with 

acid fast staining is highly valuable for routine diagnosis of tuberculosis. 
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Introduction  

FNAC of head and neck region lymph nodes 

provides a great opportunity to explore the 

myriad lesions that involve these lymph nodes. 

Fine needle aspiration in the investigation of 

lymphadenopathy has become a standard and 

frequently practiced invasive technique and it is 

cheap and accurate first line of investigation in 

lymphadenopathy [1]. FNAC is a simple, quick, 
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and inexpensive and is equally reliable procedure 

which can be used as a routine outdoor patient 

department (OPD) procedure for diagnosis of 

lymphadenopathy [2]. FNAC is also widely used 

in the head and neck regions, such as in the 

thyroid, lymph nodes, major salivary glands, and 

other neoplasias [3-7]. In the head and neck 

regions, FNAC is of great value because of the 

multiplicity of accessible organs and 

heterogeneous pathologies encountered. An early 

differentiation of benign from malignant 

pathology greatly influences the planned 

treatment [8]. 

 

Photograph – 1: Cervical lymph node swelling.    

 
 

Photograph – 2: Cervical lymph node swelling 

in posterior triangle.  

 
 

Photograph – 3: Metastatic squamous 

carcinoma in cervical lymph node (H & E stain, 

40X). 

 

Photograph – 4: Tuberculosis granuloma in 

cervical lymph node (H & E stain, 10X). 

 
 

Materials and methods 

This study was carried out over a period of 6 

months (March 2020 to August 2020). A total of 

73 patients with head and neck lymphadenopathy 

were subjected to FNAC (Photograph - 1, 2). 

The palpable lymph node was fixed with one 

hand and the skin was cleansed and 23-25 gauge 

-1.5 cm long, needle with 10 ml syringe was 

inserted into the lymph node and a full suction 

pressure was applied. The tip of the needle was 

moved around. The pressure was neutralized and 

the needle was withdrawn. The aspirated material 

was placed on the glass slides. The slides were 

both air dried and wet fixed in alcohol for May-

Gruenwald and Giemsa and Papanicolaou stains 

respectively [9-14]. The criteria of selection of 

patients were lymphadenopathy of more than 

four weeks duration. Documentation of age, sex, 

site, size, duration, involvement of other lymph 

nodes and other investigations were done. The 

patients were followed up and in 22 patients, 

lymph node biopsy was performed. Whenever 

possible, the histopathological findings were 

compared with initial cytology report rendered. 

Out of 73 cases, 3 cases were excluded because 

of failure to aspirate the material from lymph 

nodes; hence only 70 cases were available for 

analysis. 

 

Results 

In the present study, a total of 70 patients 

presented with head and neck lymphadenopathy 

that were clinically assessed and investigated, by 

laboratory test and FNAC were included. FNAC 

was found to be convenient and safe test without 
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any complication. Among 70 patients, highest 

number of patients (38.57%) was between 31-40 

years of age group and 38 were males and 32 

were females (Table – 1). The various causes of 

head and neck lymphadenopathy were classified 

according to cytomorphological patterns (Table 

– 2). Tuberculosis was more common in age 

group of 21-30 years (35.71%) while metastatic 

malignant lesions were more common in 41-50 

years (20%) (Photograph - 3, 4). Tuberculosis 

and lymphoma were more common among the 

females, while reactive hyperplasia and 

secondary metastatic lesions in cervical lymph 

nodes were more common among males. Among 

the diagnostic outcome, overall prevalence of 

tuberculosis was 25 (35.71%), reactive 

hyperplasia was 16 (22.85%), secondary 

metastasis was 14 (20%), lymphoma was 9 

(12.85%), acute non-specific lymphadenitis was 

6 (8.57%). In almost all the groups, diagnostic 

accuracy by FNAC was 100%.  

 

Table – 1: Age and sex distribution of cases. 

Age group (Years)  Number of cases  Total  Percentage (%)  

Male Female 

<10 4 3 7 10 

11-20 4 3 7 10 

21-30 6 6 12 17.15 

31-40 15 12 27 38.57 

41-50 5 4 9 12.85 

51-60 4 2 6 8.57 

>60 0 2 2 2.86 

Total 38 32 70 100 

 

Table – 2: Distribution of causes of lymphadenopathy according to FNAC findings. 

FNAC findings Number of cases Percentage (%) 

Reactive hyperplasia 16 22.86 

Acute non-specific lymphadenitis  6 8.57 

Tuberculous lymphadenitis 25 35.72 

Metastatic tumors 14 20 

Lymphoma (Hodgkin’s and non-Hodgkin’s)  09 12.85 

Total 70 100 

 

Discussion 

In this study, FNAC was performed in swellings 

of the head and neck regions of the 70 patients. 

All procedures performed in this study were done 

in an outpatient clinic and were executed by a 

clinician, with or without local anesthesia. There 

were no contraindications in patients with 

co‑morbidities and the procedure was performed 

without complication, as described in the 

literature [15]. The complications of this 

procedure may be bleeding, infection, nerve 

injury, swelling, and bruising of the area in 

which the procedure was performed. We noted 

that in fibrous lesions, there was difficulty with 

aspiration and the ability to obtain a sufficient 

amount of material for the cytological analysis, 

which interfered with the interpretation by the 

pathologist. Lesions with high blood content, 

presence of necrosis and fibers with scattered 

atypical cells also proved difficult to analyze 

cytologically, resulting in the nine inconclusive 

cases of FNAC. The presence of a pathologist at 

the time of sample collection, as well as during 

the staining for the rapid interpretation, may help 

the clinician at the time of aspiration. This can, 

therefore, help to minimize the rate of 

inconclusive cases. Maximum number of cases in 

present study was recorded in the age group of 
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31- 40 years, which is comparable with those of 

other studies by P. Bhargav, et al. [16] and S. 

Rajshekaran, et al. [17]. In these studies, 

maximum cases of tuberculosis were found in 

this age group which is also true for our study 

[18, 19]. In the study performed by Bhattacharya, 

et al. [18], FNAC was found to be very useful 

adjunct in the diagnosis of T.B which can be 

made by the demonstration of epithelioid 

granuloma with or without caseation) even in the 

absence of acid fast bacilli (AFB) [18]. In our 

study, the incidence of reactive lymph node 

enlargement fell steadily as the age is increasing 

and malignant lesions took over. Hence, the 

pressing need for FNAC of neck node is 

significant in the elderly that can provide an 

early clue to the diagnosis. Reactive glands were 

mostly small and less than 1 cm in size in 80% 

cases whereas tubercular and malignant glands 

were larger and over 1 cm in size in 84.8% and 

83.1% cases, respectively [19]. In metastatic 

lesions, FNAC is not only helpful to detect the 

lesion but also gives clue to the physician about 

the primary tumor. Metastasis of unknown origin 

(MUO) is a clinical diagnostic challenge and 

often manifest as cervical lymphadenopathy [20]. 

In our study, metastatic squamous cell carcinoma 

(73.34%) formed bulk of the lesion, followed by 

metastatic adenocarcinoma (13.04 %) followed 

by metastatic malignant melanoma (6.66%) and 

metastatic papillary carcinoma of thyroid 

(6.66%). Diagnostic accuracy of metastatic 

carcinoma found in this study is comparable with 

other studies [21, 22]. The diagnostic accuracy of 

FNAC in cases of lymphoma is variable, but 

accuracy increases in higher grade lesions [23, 

24]. Out of 5 non-Hodgkin’s lymphoma, we had 

reported 2 cases of diffuse large B cell 

lymphoma which is high grade lymphoma. In 

lymphoma group, with presence of Reed 

Sternberg cell, the cytological diagnosis of 

Hodgkin's lymphoma is easy. FNAC is helpful in 

diagnosis of Hodgkin's lymphoma though biopsy 

is recommended for confirmation and 

classification. 

 

Conclusion 

Nowadays, with increasing cost of medical 

facilities, any technique which speeds up the 

process of diagnosis, limits the physical and 

psychological trauma to the patient, and saves 

the expenditure of hospitalization, will be of 

tremendous value. It may also help the surgeon 

to select, guide, and modify surgical planning in 

patients requiring surgery. The present study 

confirmed that FNAC of lymph nodes is an 

excellent first line method for investigating the 

nature of the lesions. Also combination of fine 

needle aspiration cytology with acid fast staining 

is highly valuable for routine diagnosis of 

tuberculosis. 

 

References 

1. Koo V., T.F. Lioe, R. Spence. Fine 

Needle Aspiration Cytology (FNAC) in 

the diagnosis of granulomatous 

lymphadenitis, Ulster Med. J., 2006; 

754: 59-64.  

2. Kanhere S, Seurange S, Khan SS, Jain 

GD, Ranganekar GV, Kanhere MH. 

Evaluation of FNAC in 

lymphadenopathy. Ind J Surg, 1994; 56: 

169-74.  

3. Amedee RG, Dhurandhar NR. 

Fine‑needle aspiration biopsy. 

Laryngoscope, 2001; 111: 1551‑7. 

4. Kline TS. Handbook of Fine Needle 

Aspiration Biopsy Cytology. 2
nd edition, 

New York: Churchill Livingstone; 

1988, p. 492. 

5. Florentine BD, Staymates B, Rabadi M, 

Barstis J, Black A. Cancer Committee of 

the Henry Mayo Newhall Memorial 

Hospital. The reliability of fine‑needle 

aspiration biopsy as the initial diagnostic 

procedure for palpable masses: A 4‑year 

experience of 730 patients from a 

community hospital‑based outpatient 

aspiration biopsy clinic. Cancer, 2006; 

107: 406‑16. 

6. Batra M, Wadhwa N, Mishra K. 

Cytologic diagnosis in benign 

odontogenic tumor with abundant 



Meenu Rani, Saba Khan. A study on usefulness of FNAC in head and neck region lymphadenopathy. IAIM, 2020; 7(10): 61-

65.  

 Page 65 
 

calcification: A case report. Acta Cytol., 

2009; 53: 460‑2. 

7. Carrillo JF, Ramírez R, Flores L, 

Ramirez‑Ortega MC, Arrecillas MD, 

Ibarra M, et al. Diagnostic accuracy of 

fine needle aspiration biopsy in 

preoperative diagnosis of patients with 

parotid gland masses. J Surg Oncol., 

2009; 100: 133‑8. 

8. Watkinson JC, Wilson JA, Gaze M, Stell 

PM, Maran AGD. Stell and Maran’s 

Head and Neck Surgery. 4
th edition, 

Oxford: Butterworth Heinemann; 2000, 

p. 20‑1. 

9. Rathod GB, Ghadiya V, Shinde P, 

Tandan RK. Pleomorphic sarcoma in 

60 years old male – A case report. 

International Journal of Current 

Microbiology and Applied Sciences, 

2014; 3(8): 510. 

10. Gunvanti Rathod, Pragnesh Parmar, 

Sangita Rathod, Ashish Parikh. 

Suprascapular malignant fibrous 

histiocytoma – A case report. Discovery, 

2014; 12(31): 50-53.  

11. Rathod GB, Goyal Goswami SS. 

Metaplastic carcinoma of breast in 65 

years old female report. Medical 

Science, 2014; 10(39): 77-81. 

12. Disha Singla, Gunvanti Rathod. 

Cytodiagnosis of renal cell carcinoma 

case report. IAIM, 2015; 2(2): 133-

137. 

13. Gunvanti Rathod, Pragnesh Parmar. Fine 

needle aspiration cytology of 

swellings of head and neck region. 

Indian Journal of Medical Sciences, 

2012; 66: 49-54. 

14. Gunvanti Rathod, Sangita Rathod, 

Pragnesh Parmar, Ashish Parikh. 

Diagnostic efficacy of fine needle 

aspiration cytology in cervical 

lymphadenopathy. International Journal 

of Medical and Pharmaceutical Sciences, 

2014; 4(5): 1-8. 

15. Fulciniti F, Califano L, Zupi A, Vetrani 

A. Accuracy of fine needle aspiration 

biopsy in head and neck tumors. J Oral 

Maxillofac Surg., 1997; 55: 1094‑7. 

16. Bhargava P, Jain AK. Chronic cervical 

lymphadenopathy a study of 100 cases. 

Ind J Surg, 2002; 64: 344-46.  

17. Raj Shekaran S, et al. Tuberculous 

cervical lymphadenitis in HIV positive 

and negative patients. Ind Jour Tub, 

2001; 48: 201-204.  

18. Bhattacharya S., C.V. Raghuveer, P. 

Adhikari. FNAC diagnosis of 

Tuberculosis an eight year study at 

Bangalore. Indian J. Med. Sci., 1998; 

52(11): 498-506.  

19. Serrano Egea A., M.A. Martínez 

González, A. PérezBarrios, N. Alberti 

Masgrau, P. de Agustín de Agustín. 

Usefulness of light microscopy in lymph 

node fine needle aspiration biopsy. Acta 

Cytologica., 2002; 46: 368-9.  

20. Fitzpatrick E.L., F.E. LeJeune. 

Mycobacterial cervical lymphadenitis: A 

review. J. La State Med. Soc., 1996; 

148(11): 451-4.  

21. Gupta AK, Nayar M, Chandra M. 

Reliability and limitation of fine needle 

aspiration cytology of 

lymphadenopathies: An analysis of 1261 

cases. Acta Cytol, 1991; 35: 777-83.  

22. Kumar AK, et al. A comparative study of 

cytological v/s histopathological method 

in malignant lymphadenopathies. Ind J 

Surg, 1994; 56: 198-202.  

23. Sloong L, Tani E, Lymphnodes, In: Gray 

W, Mckee GT, editors, Diagnostic 

Cytopathology, 2
nd

 edition, Edinburgh: 

Churchil Livingstone, 2003, p. 501-36.  

24. Schwartz MR, Ramzy I, Lymph nodes, 

In: Ramzy I, editor, Clinical 

Cytopathology and Aspiration Biopsy, 

2
nd

 edition, McGraw Hill, New York, 

2001, p. 409-39.  

 

 


