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ABSTRACT:

Background: Lymphadenopathy is a common clinical problem and biopsies are usually undertaken to determine the cause of nodal
enlargement, which may be neoplastic or non-neoplastic. The present study was conducted to evaluate the spectrum of
histopathological diagnosis of peripheral lymph node biopsies. Materials & Methods: This study was conducted in the department of
general pathology in year 2013. Sections from formalin fixed, paraffin embedded blocks and stained with H and E, stains were studied
in all cases. Results: Out of 850 biopsies, 450 were of males and 400 were of females. The difference was non - significant (P > 0.05).
Age group 11-20 years had 50%, 21-30 years had 12%, 31-40 years had 27%, 41-50 years had 7% and > 50 years had 4% of lesions.
The difference was significant (P - 0.02). Different lesions on lymph node biopsy were Non Hodgkin lymphoma (35%), Hodgkin
lymphoma (12%), Tuberculosis (22%), Follicular hyperplasia (10%), Sinus histiocytosis (6%), Paracortical hyperplasia (5%) and
metastatic lesion (10%). The difference was statistical significant (P - 0.05). Among 102 hodgkin lymphoma patients, the most
common type was nodular sclerosis (39) followed by mixed cellularity (32), lymphocytic rich (10), lymphocytic depleted (9), not
otherwise specified (6) and nodular lymphocyte predominant (4). The difference was statistical significant (P - 0.05). Among types of
non Hodgkin lymphoma, we reported T-cell/ histiocyte rich large B cell lymphoma (TCHRBL) (3%), Follicular lymphoma (7%),
burkitt’s lymphoma (4%), diffuse large B- cell lymphoma (30%), lymphoplasmacytic lymphoma (8%), marginal zone lymphoma
(9%), Mantle cell lymphoma (8%), angioimmunoblastic T-cell lymphoma (17%), Peripheral T- cell lymphoma (14%). Conclusion:
For establishing the cause of lymphadenopathy, lymph node biopsy plays an important role. Maximum cases were of non hodgkin’s

lymphoma. Younger age group was commonly encountered. Among HL, nodular sclerosis was the commonest involved type.
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NTRODUCTION

Lymphadenopathy may be defined as one or more

lymph nodes that are abnormal in size, consistency

or number. It can be due to benign, self limited

process or may be sign of serious underline disease.
Infections, malignancy and immunologic disorders lead to
lymphadenopathy. Lymphadenopathy is a common clinical
problem and biopsies are usually undertaken to determine
the cause of nodal enlargement, which may be neoplastic or
non-neoplastic.' The neoplastic disorders are mainly
lymphohematogenous malignancies and metastases while
the causes of non-neoplastic lymphadenopathy are more
varied such as infections (bacterial, viral, fungal), drug
reactions (including certain vaccines), lipid storage

disorders and a wide variety of miscellaneous non-
neoplastic lymphoproliferative disorders such as Castleman
disease, Kimura disease, and systemic lupus erythematosus
(SLE).

Clinically, lymphadenopathy may be peripheral or visceral.
Peripheral lymphadenopathies are easily detected by
routine physical examination and are often biopsied as they
are easily accessible for lymphadenectomy, which is a
minor surgical procedure. Visceral lymphadenopathy on
the other hand requires laparotomy or sophisticated
imaging techniques for detection.” Among the peripheral
nodes, those in the upper part of the body (cervical,
supraclavicular, axillary) are preferentially biopsied than
lower limb nodes (popliteal, inguinal or femoral) as the
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former are more likely to yield definitive diagnosis,
whereas the latter are often characterized by non-specific
reactive or chronic inflammatory and fibrotic changes.*
The present study was conducted to evaluate the spectrum
of histopathological diagnosis of peripheral lymph node
biopsies.

MATERIALS & METHODS

This study was conducted in the department of general
pathology in year 2013. It included 850 cases of peripheral
lymph node biopsies. All the cases were retrieved from the
departmental archives and were reviewed. The patient
information such as name, age, gender and clinical details
were obtained from histopathology form.

Sections from formalin fixed, paraffin embedded blocks
and stained with H and E, stains were studied in all cases.
Where indicated, special stains including Ziehl Neelsen,
periodic acid Schiff and Gomori's methenamine silver were
used. Immunohistochemistry (IHC) was performed using
relevant antibodies according to the histomorphological
features. The panel of antibodies included cluster of
differentiation (CD)3, CD5, CD10, CD15, CD20, CD23,
CD30, CD56, CD68, Leukocyte Common Antigen (LCA),
Epithelial membrane antigen, cytokeratin, Bcl-2, Bcl-6,
cyclin D1, kappa light chain, lambda light chain, Ki-67,
TdT, smooth muscle actin, desmin, vimentin, Human
Melanoma Black (HMB)-45, synaptophysin, chromogranin
and S100. IHC was performed by avidin-biotin peroxidase
method with pre-treatment by microwave heating. All
lymphoma cases were classified according to standard

lymphoid malignancies. Results were subjected to
statistical analysis using chi square test. P value < 0.05 was
considered significant.

RESULTS

Table I shows that out of 850 biopsies, 450 were of males
and 400 were of females. The difference was non -
significant (P > 0.05). Table II shows that age group 11-20
years had 50%, 21-30 years had 12%, 31-40 years had
27%, 41-50 years had 7% and > 50 years had 4% of
lesions. The difference was significant (P - 0.02). Table III
shows that different lesions on lymph node biopsy were
Non Hodgkin lymphoma (35%), Hodgkin lymphoma
(12%), Tuberculosis (22%), Follicular hyperplasia (10%),
Sinus histiocytosis (6%), Paracortical hyperplasia (5%) and
metastatic lesion (10%). The difference was statistical
significant (P - 0.05). Graph I shows that among 102
hodgkin lymphoma patients, the most common type was
nodular sclerosis (39) followed by mixed cellularity (32),
lymphocytic rich (10), lymphocytic depleted (9), not
otherwise specified (6) and nodular lymphocyte
predominant (4). The difference was statistical significant
(P - 0.05). Graph II shows that among types of non
Hodgkin lymphoma, we reported T-cell/ histiocyte rich
large B cell lymphoma (TCHRBL) (3%), Follicular
lymphoma (7%), burkitt lymphoma (4%), diffuse large B-
cell lymphoma (30%), lymphoplasmacytic lymphoma
(8%), marginal zone lymphoma (9%), Mantle cell
lymphoma (8%), angioimmunoblastic T-cell lymphoma
(17%), Peripheral T- cell lymphoma (14%).

World Health Organization classification of hemato-
Table I Distribution of patients with biopsy
Male Female P value
450 400 0.1
Table II Age wise distribution of patients
Age group Percentage P value
11-20 years 50%
21-30 years 12% 0.02
31-40 years 27%
41-50 years 7%
>5() years 4%
Table III Different lesions on lymph node biopsy
Type Percentage P value
Non Hodgkin 35%
lymphoma 0.05
Hodgkin lymphoma 12%
Tuberculosis 22%
Follicular 10%
hyperplasia
Sinus histiocytosis 6%
Paracortical 5%
hyperplasia
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Graph II Distribution of patients of Non- Hodgkin lymphoma
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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.’

The present study was conducted to evaluate the spectrum
of histopathological diagnosis of peripheral lymph node
biopsies. We found that out of 850 biopsies, 450 were of
males and 400 were of females.

We found maximum number of biopsies in age group 11-
20 years which had 50%, 21-30 years had 12%, 31-40
years had 27%, 41-50 years had 7% and > 50 years had 4%
of lesions. This is in accordance to Grooves FD et al® who
also reported maximum specimen in younger age group in
their study. We found that different lesions on lymph node
biopsy were Non Hodgkin lymphoma (35%), Hodgkin’s
lymphoma (12%), Tuberculosis (22%), Follicular
hyperplasia (10%), Sinus histiocytosis (6%), Paracortical
hyperplasia (5%) and metastatic lesion (10%). Anderson JR
et al’ in their study found maximum of NHL cases.

However a study by Ko YH® found maximum cases of
Hodgkin lymphoma cases in their study.

Tuberculosis has been reported by several authors as the
predominant cause of lymph node enlargement in adults in
the tropics. In the Western countries, infections like
tuberculosis have become rare and malignancies including
lymphoma are now the predominant causes of lymph node
enlargement.

In this study we found that that among 102 hodgkin’s
lymphoma patients, the most common type was nodular
sclerosis followed by mixed cellularity, lymphocytic rich,
lymphocytic depleted, not otherwise specified and nodular
lymphocyte predominant. Similar results were obtained in
the study of Sukhpanichnant S.'° However, Walter'' found
lymphocytic rich to be the commonest form.

We found that among types of non Hodgkin lymphoma,
commonly reported were T-cell/ histiocyte rich large B cell
lymphoma (TCHRBL), Follicular lymphoma, burkitt
lymphoma,  diffuse large B- cell lymphoma,
lymphoplasmacytic lymphoma, marginal zone lymphoma,
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Mantle cell lymphoma, angioimmunoblastic T-cell
lymphoma, Peripheral T- cell lymphoma. This is in
accordance to Ahmad M et al."

CONCLUSION

For establishing the cause of lymphadenopathy, lymph
node biopsy plays an important role. Maximum cases were
of non hodgkin’s lymphoma. Younger age group was
commonly encountered. Among HL, nodular sclerosis was
the commonest involved type.
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