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Introduction :
The human body has 600 lymph nodes1. Spleen ton-
sils, adenoids, and peyer’s patches are part of the lym-
phoid tissue, and there role is to clean antigen from ex-
tracellular fluid4. It is important to take careful history to 
consider a variety of disorder, which may be clue to un-
derlying  disorder. Tuberculosis is most common cause of 
cervical lymphadenop[athy in endemic area such as africa5. 
In patient with TB, the assessment of the human immuno-
deficiency virus (HIV) is advised because it increase it in-
cidence of extrapulmonary TB to more than 50% 6.  De-
spite the low prevalence of malignancy among patient with  
lymphadenopathy (LAP), it remains to be the main concern 
of both patient and physician4. Studies have shown that its 
prevalence is less than one percent among patients with 
unexplained LAP in general practice7. 

Hodgkin’s disease is rare before 10 years old and a small 
male predominance is present, especially in childhood. 
The Epstein –barr virus infection in combination with im-
mune deficiency is a risk factor for increase, hodgkin’s dis-
ease, particularly in less developed countries and low so-
cioeconomic conditions. Non Hodgkin’s  lymphoma (NHL), 
the fourth common wordwide malignancy in males with 
frequency of 6.1% 8.  

A family history of malignant disorders may raise the physi-
cian’s suspicion to distinct etiologies of LAP such as breast 
carcinomas, melanoma,and dysplastic nevus syndrome9.

A recent upper respiratory infection can cause cervical LAP, 
which is usually self-limited. A  triad of moderate to high 
fever, pharyngitis, and moderate tender lymph node with 
splenomegaly charactrise classic infectious mononucleo-

sis10. Cytomegalo-virus, toxoplasmosis,HIV, human herpes 
virus type 1 can cause mononucleosis like syndrome10.

A recent travel to an endemic area or exposure to infected 
patient with TB along with pain less, gradually progressive, 
single or matted lymph nodes can suggest mycobacterium 
TB involvement11. Organomegaly is some time associated 
with LAP, as in infectious mononucleosis, acute lymphoma, 
hodgkin’sdisease ,non hodgkin’s lymphoma and sarcoido-
sis12. There are varieties of etiology which can lead either 
to localized or generalized LAP (Table-1)12,13,14.

Table 1
Table shows differential Diagnosis of Peripheral Lym-
phadenopathy

Localized Peripheral Lym-
phadenopathy 

Infections / neoplastic pathol-
ogy 

Cervical 

Viral: Upper respiratory tract 
infections, mononucleosis, 
herpes virus, coxsackie virus, 
cytomegalovirus, HIV 

Bacterial: Staphylococcus au-
reus, Streptococcus  pyogenes 
(group A), mycobacterium,  
dental abscess, cat scratch 
disease 

Malignancy: Hodgkin’s dis-
ease, non-Hodgkin’s lympho-
ma , thyroid cancer, squamous 
cell carcinoma of the head 
and neck 

ABSTRACT Peripheral lymph nodes, located in the subcutaneous tissue ,clean antigen from extracellular fluid. Pe-
ripheral lymphadenopathy  (LAP) is frequently due to local or systemic, benign, self-limited, infectious 

disease.   

However, it could be a manifestation of underlying malignancy . Seventy five percent of all  lymphadenopathies (LAPs) 
are localized, with more than 50% seen in head and neck area. Based on different geographical areas, the etiology is 
varied. For example in tropical areas, tuberculosis is main benign cause of lymphadenopathy (LAP) in adults and chil-
dren. Complete history taking physical examination are mandatory for diagnosis; however laboratory tests, imaging 
diagnostic methods and tissue samplings are the next steps. Tissue diagnosis by fine needle aspiration biopsy Or exci-
sional biopsy is the gold standard evaluation for lymphadenopathy (LAP)

Human body has about 600 lymph nodes 1. A normal size of lymph node is usually less than 1 cm in diameter. Of 
course,  there are exceptional in lymph nodes in different regions and different ages have different sizes. For example, 
some authors have proposed that an inguinal lymph node size up to 1.5 cm should be considered normal, while the 
normal range for the epitrochlear nodes is 0.5 cm2. In general, normal lymph node are larger in children (age 2- 10 
year), in whom a size of more than 2cm is suggestive of malignancy or a granulomatous disease3.
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Localized Peripheral Lym-
phadenopathy 

Infections / neoplastic pathol-
ogy 

Supraclavicular 

Malignancy: Abdominal/tho-
racic neoplasm, thyroid cancer, 
Hodgkin’s disease, non-
Hodgkin’s lymphoma, breast 
carcinoma 
Infections: Mycobacterial, 
fungal 

Axillary 

Infections: Staphylococcal and 
Streptococcal skin infections, 
cat scratch disease, sarcoidosis
Malignancy: Breast cancer, 
lymphomas, luekemias

Inguinal 

Benign Reactive Lymphad-
enopathy
Infections: Sexually transmitted 
disease, cellulitis 
Malignancy: Lymphomas, 
squamous cell carcinoma of 
the penis and vulva, meta-
static melanoma 

Generalized Peripheral 
Lymphadenopathy    

Infections 
Mononucleosis, HIV, miliary 
tuberculosis, typhoid fever, 
syphilis, plague 

Malignancy Lymphomas, acute leukemias

Autoimmune Disorders 
Systemic lupus erythematosus, 
rheumatoid arthritis, Sjögren’s 
syndrome, sarcoidosis

Drug Reactions Phenytoin, Allopurinol, At-
enolol 

Lipid Storage Diseases Gusher’s disease, Neiman-
Peak 

The data of the table are derived from references cited in 
the text.

Aims and objectives:
To study the;

1.	 	 Incidence of various disease in lymph nodes in pedi-
atric age group

2.	 	 Site of lymph node involve
3.	 	 Age incidence and sex ratio
 
Material and method:
A study was conducted from September 2010 to au-
gust 2012 for two years in department of pathol-
ogy, G.R. medical college and J.A. group of hospitals, 
Gwalior (M.P.). patient divided into five group: reactive, 
malignant,granuloma, acute suppurative and others. FNA 
was conducted using standard procedure taking aseptic 
precautions using 23G needle and no used of anesthesia. 
Prior informed consent was taken. Smear were stained us-
ing may gruwaldgeimsa stain we studied the histology of 
the removed lymph nodes and compare them in term of 
size, location,  ultrasonography and fine needle aspiration 
cytology (FNAC)

Result:
Total 467 cases of lymphadenopathy were observed in the 
study duration at department of pathology  G.R. medi-
cal college Gwalior in which 164 cases were pediatric age 
group. The distribution of diagnosis is shown in table-2.

Table 2
Table shows different type of diagnosis in lymph node.

s.no. Disease No. of cases

1 Tubercular (TB) lymphadenitis 80 (48.78%)

2 Reactive lymphadenitis 63(38.14%)

3 NHL 03(1.82%)

4 HD 01(0.6%)

5 Acute suppurative lymphadenitis 11(6.70%0

6 Others 06(3.65%)

HD- Hodgkin’s Lymphoma, NHL- Non Hodgkin’s lymphoma

Maximum 57 cases( 34.7%) were reported 11-14 year of 
age group followed by 54 cases (32.9%) were in 6-14 year 
of age group patients.youngest patient was one month old 
male presenting with tubercular lymphadenitis.

Maximum 80 cases(48.78%) were of tubercular lymphad-
enitis followed by 63 cases (38.14%) reported of reactive 
lymphadenitis. 11 cases (6.70%) were acute suppurative 
lymphadenitis,3 casee (1.82%) were non hodgkin’s lympho-
ma and one case was of Hodgkin’s lymphoma.

One patient diagnosed with castleman disease and an-
other with autoimmune lymphoprolifrativedisease.theywere 
classified as other.

Lymphadenopathy (LAP) presented unilaterally in 123 cases 
and bilateral in 41 cases. All malignant lymph node were 
1.5 cm or above.

We found that the malignant lymph node size were 1.5 – 2 
cm in the supraclavicular region.three out of three malig-
nant lymphnodes were located in supraclavicular region.

Discussion :
FNA was the best predictive diagnostic tool to predict ma-
lignancy when lymphoma is suspected an excisional biopsy 
remain necessary. FNA is particularly suitable in suspect-
ed pediatric mycobacterial disease15. In line with other 
studies  we found no complication after FNA 15,16. In 
our study, over all inflammatory lymphadenitis comprised  
90.57% cases, including tubercular lymphadenitis, reactive 
lymphadenitis and acute suppurative lymphadenitis; this is 
accordance with Handa U. et al.17and Dhingra V.et al.18. 
They reported 88.5%  cases of inflammatory lymphadenitis.

Reactive hyperplasia and tubercular lymphadenitis is main 
disease in children 19,20as we observed in our study.

In our study malignancy was 2.4%, while S.khurshid et al. 
observed 3% of malignancy in children .we  observed that 
the risk of malignancy was significantly higher when the 
lymphadenopathy was located in supraclavicular region 
than in other cervical region.

Conclusion :
FNA emerged as rapid, simple, safe, accurate, cost effec-
tive and reliable diagnostic procedure. Peripheral lymph 
node is common finding in routine clinical practice. When 
physicians are faced with it, the most serious task is to dif-
ferentiate beningn from malignant disorders. Special clues 
in the patient’s history and physical finding can help to se-
lect suitable work-up for the patient.

In general lymphnodes are considered abnormal if, their 
diameter exceeds one cm. however, there is no uniform 
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nodal size at which the greater diameter can raise suspi-
cion for a neoplastic etiology. Cervical region is most fre-
quent site involved in peripheral lymphadenopathy at any 
age.
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