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Abstract: Lymphadenopathy is the rapid or slow growth of lymph
nodes. The differential diagnosis of lymphadenopathy frequently
encountered in internal  diseases, and department of
otorhinolaryngology, has a wide range. The growth of lymph nodes
is a common finding during physical examination and most of them
are benign. They usually develop due to infectious, neoplastic or
autoimmune diseases. Localization of lymphadenopathies may also
provide important clues in diagnosis. Lymphoma, toxoplasma,
rubella, tuberculous lymphadenitis in cervical lymphadenopathies;
gastrointestinal ~ system  malignancies or lymphoma in
supraclavicular lymphadenopathies; in patients with axillary
lymphadenopathies, infections such as lymphoma, brucellosis and
cat scratch fever disease are common. To review the diagnostic data
of lymphadenopathies in the pathology department of the Faculty of
Medicine of Atatiirk University. The diagnostic results of lymph
node excisions in Atatiirk University Faculty of Medicine Pathology
Department were retrospectively analyzed, categorized, and the
number of cases was determined according to the ages. Of the 1658
patients, 835 (52.7%) were reactive lymphadenitis, 462 (29.1%)
were malignant tumor metastasis positive lymph node and 165
(10.4%) were lymphoid malignancy, 122 (7.7%) Non-Hodgkin
lymphoma, 41 (2.5%) were reported as Hodgkin lymphoma and 2
(0.1%) as plasma cell dyscrasias. 96 (6.0%) of the cases were
diagnosed as necrotizing granulomatous lymphadenitis and 27
(1.7%) were diagnosed as non-necrotizing granulomatous
lymphadenitis. No histomorphological details of the lymph node
were found in 73 specimens (4.6%) that were sent as lymph node
excision. Most of the cases were excised from the cervical region
and the second line was axillary region. Lymphadenopathies may be
the first manifestation of infections and various cancers. In these
patients, delayed diagnosis may cause significant medical problems
and should be excised without delay for histopathological diagnosis.
© 2020 NTMS.
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1. Introduction

The word lymph means “clean water” in Latin.
Nutrients, electrolytes, immunoglobulins and some
proteins are transported to the tissues by the lymphatic
system. It acts like an immune control system for
tissues (1,2). The lymphatic system has a complex
structure and is associated with the circulatory system,
hematopoietic system, and the immune system. The
lymph fluid drained in the tissues enters the lymph
nodes through lymph canaliculi and the circulatory
system through the ductus thoracicus (3,4). The
lymphatic system is primarily responsible for fulfilling
cellular needs, ensuring the transfer of fat from the
gastrointestinal tract, and forming an immune response.
Lymph nodes are small stations mostly located on the
intermammary cleft, usually in the lymphatic canaliculi
located in the head and neck region in our body (5).
Lymphatic fluid has a place in transporting essential
nutrients such as proteins and especially lipids taken
from the gastrointestinal tract by enterocytes (6).
Immunoglobulins and proteins associated with the
immune system are also present in the lymphatic fluid
(2,4). The structure of the lymphatic system in the
abdomen and thorax is dense and complex compared to
other regions and lymphatic flow is quite slow. The
flow is very slow especially in the lower extremities.
There is no muscle tissue in lymphatic vessels. Of the
300-600 Iymph nodes in the human body,
approximately half of them are located in the head and
neck region. In addition to growing in systemic
diseases, lymph nodes can grow locally in diseases
localized to anatomical regions with lymph flow
drained to a particular node. This growth is called
“lymphadenomegaly” or “lymphadenopathy” (LAP)
(7,8).

LAP may be the first symptom in most diseases. In
physical examination, LAPs show certain distinctive
features in terms of etiology. Small lymph nodes in the
suboccipital region in children and in the inguinal
region in adults can be palpated without any pathology.
Cervical lymphadenopathies usually develop as a result
of infections and careful physical examination can
easily identify the underlying cause. However, growth
in supraclavicular, scalene, axillary and epitrochlear
lymph nodes is generally pathological, and more
detailed examination is required to determine the
etiology. LAPs that do not regress or continue to grow
after treatment or follow-up should be examined
histopathologically (9,10). Excisional biopsy of the
lymph node is accepted as the “gold standard” in the
diagnosis of LAP (11).

2. Material and Methods

The pathological results of lymph node excisions
examined in our tertiary center between 2010 and 2017
were retrospectively scanned from archival records.
The data were categorized as total number of cases by
age groups and histopathological results by mean age.
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3. Results

A total of 1658 lymph node resections were sent to our
clinic for histopathological examination from different
clinics of our university between 2010 and 2017.
Histopathological examinations of lymph node
resections revealed that 835 cases (52.7%) were
reactive lymphadenitis, 462 cases (29.1%) were
malignant tumor metastasis positive lymph node, and
165 cases (10.4%) were lymphoid malignancy. 122
(7.7%) of these malignancies were reported as Non-
Hodgkin Lymphoma, 41 (2.5%) as Hodgkin
Lymphoma, and 2 (0.1%) as plasma cell dyscrasia
(Table 1). 96 (6.0%) of the cases were necrotizing
granulomatous lymphadenitis and 27 (1.7%) were non-
necrotizing  granulomatous  lymphadenitis.  No
histomorphology details of lymph node were found in
73 (4.6%) lymph node excisions sent to out clinic, and
most of these were reported as ‘fibrous tissue’ and
‘fibrolipomatous tissue’. Most of our cases were
excised from the cervical region, followed by the
axillary region. The distribution of the patients with
lymphadenopathy according to age is shown in Figure
1 and the distribution of their diagnoses according to
average age is shown in Figure 2.
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Figure 1: Age distribution of patients with
lymphadenopathy.
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Figure 2: Average age of lymphadenopathy diagnoses.
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Table 1: Classification of lymphadenopathies according to histopathological diagnosis.

Diagnosis Number (n) Percentage (%)
Reactive Lymphadenopathy 835 52.7
Malignancy 627 39.5
Malignant Tumor Metastasis 462 29.1
Lymphoid Malignancy 165 10.4
Non-Hodgkin Lymphoma 122 7.7
Hodgkin Lymphoma 41 2.5
Plasma Cell Dyscrasia 2 0.1
Granulomatous Lymphadenopathies 123 7.8
Necrotizing 96 6.0
Non-necrotizing 27 1.7
Total 1585 100

4. Discussion

LAP is a common reason for patients to consult a
physician and it is coincidentally identified during
physical examination conducted for other reasons. LAP
may be a symptom accompanying many rare and
common diseases. LAP is usually seen in the course of
systemic infections. However, it may constitute one of
the findings of primary lymphoid malignancies or other
malignant conditions or may develop secondary to a
significant systemic disease. Various causes such as
autoimmune, infectious and malignant diseases are
considered in differential diagnosis, histopathological
diagnosis with excisional biopsy is therefore highly
important (12,13).

In the present study, the age range in which LAP
requiring excision was more frequent was also
investigated to assist the clinicians. LAP not
responding to initial treatments and requiring
excisional biopsy was seen in all age groups, but it was
most commonly seen in the 50-70 age group. While
LAP is also a common clinical symptom in childhood
and adolescence, most cases are due to infections and
resolve spontaneously or by various treatments.
However, excisional biopsy should be performed for
diagnosis in the presence of LAP not responding to a
treatment, not regressing spontaneously, being
protracted, solid and immobile, or when detected in an
area such as the supraclavicular region.

In the present study, the mean age of malignant cases
was 56 for malignant epithelial tumors, 49 for Non-
Hodgkin Lymphoma, 47 for Hodgkin Lymphoma, and
43 for plasma cell dyscrasias. These results were
similar to those of Darnal and Desforges (14,15).

Darnal et al. reported that malignant cases with a rate
of 47% were most common in adults (14). Reactive
lymphadenitis was the most common condition in the
present study.

In a study by Giil et al., male: female ratio of Non-
Hodgkin Lymphoma and Hodgkin Lymphoma was
reported to be 2.67:1 and 2.5:1, respectively (16). These
rates are similar to those reported by Darnal and
Desforges and the findings of our study (14,15).

In the study of Mohan et al., malignancy rate was
25.8%, after non-specific lymphadenitis and
tuberculosis lymphadenitis. It was stated that the
number of cases with metastatic lymph node was higher
than cases with lymphoma (11). In the present study,
calcified granulomatous lymphadenitis was the second
most common condition (29.9%).

In the study of Oksiiz et al., 192 pediatric cases
undergoing lymph node biopsy were included and
benign causes were detected in 139 (72%) and
malignant causes were detected in 53 (28%) cases (17).
Even though the pediatric age group was included in
that study, there are similarities in terms of
histopathological results. However, it is seen that
reactive LAP diagnosis was more frequent compared to

our study.
In a Nigerian study conducted by Adesuva et al. on 126
patients who underwent lymph node biopsy,

tuberculosis lymphadenitis, reactive changes, and
malignancy were reported in 48%, 25%, and 24% of the
cases, respectively (18). In the present study, reactive
lymphadenitis (52.7%) was the most common
condition.
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Malignancy followed reactive lymph nodes with a
frequency of 39.5%, and malignant tumor metastasis
was the most common form of malignancy (29.1%).
Oksiiz et al. reported that malignancy rate increases
with age. In the present study, it was seen that
malignant cases peaked between the ages of 40-60 (17).

Limitations

There are certain limitations of this study. Since our
unit is a regional, tertiary reference hospital, excisions
of long-term lymph nodes that cannot be diagnosed in
general polyclinics and family health centers or do not
respond to non-specific treatments are sent to our
pathology laboratory for histopathological
examination. Therefore, our histopathological results
may not reflect overall LAP results of the region. Also,
due to the retrospective nature of this study, we did not
have the opportunity to access more comprehensive
data other than the information in the archival records.

5. Conclusions

Since regional epidemiological distribution, incidence
and prevalence of diseases vary, interregional
differences are highly normal. Although this study does
not represent the overall population of our region due
to its limitations, the histopathological results of the
pathology laboratory of our hospital are important as
they reiterate the different causes of LAP. Reactive
LAP is the most common cause of LAP in our region,
followed by malignant diseases. Contrary to
expectation, granulomatous diseases are less common,
and tuberculosis takes the first place among them.
Considering that lymphadenopathies may be the first
finding in the course of various infections and cancers,
excision and histopathological diagnosis should be
performed as early as possible.
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