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INTRODUCTION

Lymph nodes enlargement is a very common presentation of
many benign and malignant diseases. Peripheral
lymphadenopathy has a wide differential diagnosis,
including infection, autoimmune disorders, and a number of
reactive conditions(l). The most common benign condition
encountered is infective, while the most common malignant
disorder found is lymphoma(2). Etiological profile of
lymphadenopathy varies from region to region. In developing
countries like India, tuberculosis is the main cause while in
developed countries secondary carcinoma is the most
frequent cause for lymphadenopathy(3). Lymphomas are a
heterogeneous group of cancers that have a variety of clinical
presentations ranging from an indolent course to aggressive
disease. The diagnosis of lymphoma often presents as a
diagnostic challenge(4). Lymph nodes are the most common
site of metastatic malignancy and sometime constitute the first
clinical manifestation of a disease(5).

Most cases of lymphadenopathy are primarily assessed by
FNAC procedure and also it is a simple, quick, inexpensive
and equally reliable procedure which can be used as a routine
OPD procedure but the frequency of indeterminate or incorrect
diagnosis is higher in comparison to excisional biopsy.
Aspiration cytology of lymphoma is difficult to interpret and
distinguish reliably between Hodgkin lymphoma (HL), non-
Hodgkin lymphoma (NHL) as well as subtype of either. So
excisional biopsy is the procedure of choice in suspected
lymphoma.

Histologic diagnosis depends on changes in the overall
architectural pattern of the lymph node as well as
identification of individual cell. Excisional biopsy yields more
tissue for diagnostic studies facilitating preparation of
multiple histological sections for routine and special stains as
well as providing adequate material for culture. Although the
advent of new immuno-histochemical analytic technique has
improved the diagnostic accuracy, however histological
examination of lymphoid tissue remains the gold standard for
diagnosis(6).

AIMS and OBJECTIVES :
To evaluate and frame the differential diagnosis of the cases
presenting with lymphadenopathy at a teritiary care centre.

MATERIALS AND METHODS :

This is a Retrospective study conducted in department of
pathology in ASRAM medical college from February 2017 to
September 2021, for a period of 3year 9months.

METHOD OF DATA COLLECTION:
In all patients, biopsy was performed as an out-patient
procedure with minimal morbidity and no mortality. The

clinical details were provided by the respective clinical
departments. Sections were prepared from formalin fixed,
paraffin embedded blocks and stained with Hemotoxylin and
Eosin in all cases. Special stains including Ziehl Neelsen,
periodic acid Schiff and Gomori's methenamine silver were
used whereever needed. Selected cases were additionally
stained with Immunohistochemistry (IHC) using a panel of
antibodies or markers through avidin-biotin peroxidase
method. The lymphadenopathy cases detected as lymphoma,
were classified according to WHO classification of hemato-
lymphoid malignancies (2016).

INCLUSION CRITERIA:
A total of 75 cases of lymphadenopathy which are
histopathologically confirmed were included in this study.

EXCLUSION CRITERIA:

Cases where Histopathological studies were inconclusive due
to lack of adequate material and cases with En bloc
lymphnode dissection with known cases of primary or
associated with evidence of primaries elsewhere in the body
were excluded from the study.

STATISTICAL ANALYSIS:

Data were entered into the computer and analysed using
software SPSS trial version 26.0. The mean[ standard
deviation(SD)] was computed for all the quantitative
variables, the frequency and percentage were computed for
allthe qualitative variables.

RESULTS:

Out of the total of 75 lymph node biopsies, 53.3% (40 cases)
were males and 46.6% (35 cases) were females giving a male
to female ratio of 1.1:1. The age range was 3-75 years in case
of male and 13-75 years in case of female(Tab/Fig3,4).The
most common lymph node involved is cervical region showing
40 cases (53.3%)(Tab/Fig 1). Out of 75 lymph node biopsies
analyzed, the non-neoplastic lesions were more common
comprising 47 cases(62.6%), which included 22 cases (29.3%)
of non-specific reactive lymphoid hyperplasia, 3 cases (4%) of
specific lymphoid hyperplasia, 22 cases (29.3%) of
tuberculous lymphadenitis. The neoplastic lesions were 28
cases (37.3%), which included llcases (14.6%) of non-
Hodgkin lymphoma (NHL), 8 cases (10.6%) of Hodgkin
lymphoma (HL) and 9 cases (12%) of metastatic lesions(Tab/
Fig2,4).

Tuberculous lymphadenitis comprising 22 cases (29.3%) of
nonneoplastic lesions and the second most common
histologic pattern encountered occurred predominantly in
young adult female and 19 cases (86.3%) occurred before the
age of 40 years with a peak between 21 and 30 years with
slight female preponderance (M:F-0.83:1).
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Table/Figl. Distribution of lymphadenopathy cases.

Lymphadenopaty | Cervical |Axillary | Inguinal | Submandibular |Supraclavicular| Parotid | Tonsillar [ Mesentric | Others
1.Reactive 11 1 4 1 1 2 - 5 -
2. Tuberculosis 18 - - 1 1 - - - 2
3.HL 4 2 1 - - - - - 1
4.NHL 3 - 4 1 - - 2 - 1
5.Metastatic 4 1 3 - - - - - 1

Table /Fig2: Distribution of different types of lesions on
lymphnode biopsy.

Metastatic

Non-hodgkins
lymphoma deposits

Reactive Tuberculosis
lymphadenapathy

Hodgkins
lymphoma

W Male(%) W Female(%)

Table/Fig4. Age and gender distribution of patients

Lymphadenopathy Sex |[<10yrs|11-20 yrs|21-30 yrs| 31-40 yrs | 41-50 yrs | 51-60 yrs | 61-70 yrs |>70 yrs| Total | %

1.Reactive M 1 3 1 2 2 2 1 3 15 | 20%

lymphadenopathy F - 2 2 2 1 1 1 1 10

2. TUBERCULOSIS M 1 2 2 2 1 1 1 - 10 | 138.3%
F - 5 7 - - - - - 12

3. HODGKIN'S lymphoma| M 2 2 - 1 1 - - 1 7 6.6%
F - - - - - - 1 - 1

4. NHL M - - - 2 - 1 2 - 5 9.3%
F - - 2 - 1 3 - - 6

5. Metastatic deposit M - - - - 1 2 - 3 3 4.0%
F - - 1 1 2 1 1 6 6

Among the non-neoplasticlesions, reactive lesions were by far
most common accounting for 25 cases (33.3%). There was
male preponderance showing M:F ratio of 1.5:1. Common age
group affected was 11-20 years. Among the non-specific
reactive lymphoid hyperplasia, 16cases(21.3%) showed
follicular hyperplasia, 6 cases(8%) showed sinus
histiocytosis. The rest 3cases (4%) had other specific patterns
of lymphoid hyperplasia comprising of 2 cases(2.6%) of
kimura disease and 1 case(1.3%) of castleman’s disease.

There were 8 cases(10.6% ) of HL which constituted 42.1% of
all lymphomas. The most common age group was between
11lyrs to 20 yrs of age with male preponderance (M:F - 7:1).
Nodular sclerosis (NS) was the most common subtype of
HL(Figure5).

Table/fig5. Distribution of cases according to subtype of
Hodgkins lymphoma

Subtype No of cases(%)
1. Nodular sclerosis 4(5.3%)
2. Mixed cellularity 3(4.0%)
3. Lymphocyte predominant 1(1.3%)

There were 11 cases(14.6% ) of NHL which constituted 57.8% of
all lymphomas. The most common age group affected was 51
and 60 years with a female preponderance (M:F = 0.5:1). A
single case(1.3%) of T-cell lymphoma and 10 cases (13.3%) of
B-cell lymphoma which includes 4 cases (5.3%) of diffuse
large B-cell lymphoma (DLBCL) being the most common
subtype . Other subtypes are 2cases(2.6%) of follicular
lymphoma(FL), lcase (1.3%) of burkitt lymphoma, 3
cases(4%) of chronic lymphocytic lymphoma/small
lymphocytic lymphoma (CLL/SLL). A single(1.3%) of T-cell
variant of NHLs which is angioimmunoblastic T-cell
lymphoma (AITL) type(Figure6)

Table/tig 6.Distribution of cases according to subtype of
Non-Hodgkins lymphoma

Subtype No of cases(%)
1. Diffuse large B cell lymphoma(DLBCL) |4(5.3%)
2. Small cell lymphoma(SLL) 3(4.0%)
3. Follicular lymphoma 2(2.6%)
4. Burkitt's lymphoma 1(1.3%)
5. Angioimmunoblastic T cell lymphoma [1(1.3%)

Metastases constituted the remaining malignancies
representing 12% of total lymph node biopsies. The majority of
cases were found within the age group 50-70 years.The M:F ratio
was 0.6:1. Out of 9 cases of metastatic lymphadenopathies, 5
cases (6.6%) adenocarcinoma and a single case(1.3%) each
of squamous cell carcinoma, papillary carcinoma of thyroid,
sebaceous carcinoma and poorly differentiated carcinoma
respectively(Figure7).

Table/tig7. Metastatic deposits with their unknown primary
site

Deposits with Unknown primary site No of cases
1. Squamous cell carcinoma 1(1.3%)
2. Adenocarcinoma 5(6.6%)
3. papillary carcinoma thyroid 1(1.3%)
4. Sebaceous carcinoma 1(1.3%)
5. Poorly differentiated carcinoma 1(1.3%)

DISCUSSION

Palpable lymph nodes offer an important diagnostic clue to
the etiology of the underlying condition. Though fine needle
aspiration cytology is commonly used to establish the
etiological diagnosis, excision biopsy of the lymph node
remains the “gold standard” for diagnosis. Our study shows
that males were more commonly affected. Patients with
benign etiology were younger, whereas those with malignant
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etiology were older which was similar to the findings of the
study conducted by Arun roy et al(7).

The most common lymph node involved is cervical region
showing 40 cases (53.3%) which was similar Sarsu SB et al(8)
study, where the most commonly involved lymphnode was
cervical followed by inguinal and mesenteric.

In our study unilateral lymphadenopathy was 98% and
bilateral was 2% which was similar to the study conducted by
Nasheenbagali et al(9).

The present study showed, Reactive lymphnodal hyperplasia
similar to the study conducted by Zahir et al and Thomas et al.
In Zahir et al reactive lymphnodal hyperplasia was followed
by malignancy and infectious disease(10). In Thomas et al
study reactive lymphnodal hyperplasia followed by
granulomatous pathology and malignancy(11).

Tuberculous lymphadenitis is the second most common cause
of lymphadenopathy in our present study involving cervical
lymphnodes of female of younger age(21-30) which was
similar to the study conducted by Albasri AM etal(12).

In our study lymphoma was the most common malignant
pathology. Non-Hodgkins lymphoma was more common than
hodgkins lymphoma which was similar to the study conducted
by Groves FD etal(13) . Most of the lymphomas shows size
>1lcm with hard consistency and fixed texture. The features
are similar to the study conducted by Bosch etal(14).

Hodgkins lymphoma was the most common in younger age
(45years), while the distribution of NHL was equal among both
<45 and >45 years group. This finding was in consistent with
the study conducted by Reddy DL et al(15).

Among B-cell lymphomas, DLBCL is accounting for 36.3%
similar to Naresh et al(16) study. DLBCL is considered as
single largest subset of NHLs in India.

Among HL, nodular sclerosis is the most common subtype
comprising 5.3% of cases. In USA and Europe it comprises
70% of classical HL; however, rate varies greatly among other
geographical regions and the risk is the highest among those
with high socio-economic status.

In Metastatic lymphadenopathy the deposit of adenocarcinoma
is most common(6.6%) which is similar to Henry P et al study
(17).

CONCLUSION:

» Reactive lymphadenopathy is the most common type of
lymphnodal enalargement.

« Cervical lymphnodes are the common site of
lymphadenopathy.

e There by we conclude that lymphadenopathy, though
worrisome, biopsy is the diagnostic methodology to
categorise the etiology.
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