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Introduction
Lymph node enlargement is a clinical sign with unpredictable 
definitive diagnosis since the causes are protean. Lymph nodes 
tend to occur in groups, particularly in areas where the lymphatics 
converge to form larger trunks as in the neck, axilla, groin, lung 
hilium and paraaortic regions. [1] 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. [2] In view of the avalanche of possible 
differential diagnoses, it is imperative for the clinicians to have 
the knowledge of the common causes of lymphadenopathy in 
their locality. [3]

The objective of this study is to define the common causes of 
both peripheral and visceral lymphadenopathy in Owerri and 
compare with the previous studies. [4,5]

Methodology
The archives of the Department of Pathology, FMC Owerri were 
the source of the data used in this study. Lymph node biopsies 
submitted to the department from January 1, 2014, to December 
31, 2016, was reviewed. The surgical daybooks, the histology 
request, and report forms, as well as the operative findings in 
the case notes, were used to retrieve the bio data of patients, 
clinical history, clinical and histology diagnoses. The histology 
slides were reviewed and unsatisfactory slides were reproduced 
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by making of 2-3 µm tissue sections from the formalin-fixed 
paraffin embedded tissue blocks and stained with hematoxylin 
and eosin (H&E). These were analyzed using simple statistics.

Results
A total of 56 lymph node biopsies met the criteria for this 
study in the period under review constituting 28.43% of the 
entire lymphoreticular lesion submitted to the Department of 
Pathology, FMC Owerri, in the past five years. The mean age 
was 37.41 years with age range of 2 to 84 years. The peak age 
of lymphadenopathy was in the 11-20 years age groups. There 
was a female preponderance with a male to female ratio of 1:1.2 

Regional lymphadenopathy constituted 96.9% (54/56) while 
generalized lymphadenopathy made up 3.1%. Visceral lymph 
nodes constituted 25%. Neoplastic lesion made up 58.93% of 
the lymph node diseases in this study. The most involved group 
of lymph nodes was the cervical group 15 (26.79%) followed 
closely by an axillary group of lymph nodes 14 (25%). This is 
shown in Table 1.

The commonest disease involving the lymph nodes in this study 
is metastatic carcinomas which constituted 50% (28 cases). The 
second lesion was reactive lymphoid hyperplasia which made 
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up 17.86% (10/56), tuberculous lymphadenitis 14.29% (8/56), 
the lymphomas constituted 8.93% (5 cases), dermatopathic 
lymphadenitis and Kikuchi-Fujimoto disease contributed 2 
cases each (3.57%) and a single case (1.79%) of chronic non-
caseating granulomatous inflammation. Table 2 and Table 3 
summarize the histological diagnosis, age groups involved and 
the sex distribution.

Discussion
A total of 56 lymph node biopsies met the criteria for this study 
in the period under review. The mean age was 37.41 years with 
age range of 2 to 84 years. The peak age of lymphadenopathy 
was in the 11-20 years age group. There was a slight female 
preponderance with a male to female ratio of 1:1.2 The mean 
age of the patients agreed with studies in Benin City, Ibadan, 
Malawi, Saudi Arabia. [6-9] However, other reports demonstrated 
mean ages between 8.3 ± 3.1 and 42.47 ± 15.64 years. [1,10] The 
gender ratio was similar to observations in Nepal, India, and 
South Africa. [11-13] Nonetheless, several other reports maintained 
a marked male preponderance. [3-7,9,10]

Regional lymphadenopathy constituted 96.9% (54/56) while 
generalized lymphadenopathy made up 3.1%. The most 
involved group of lymph nodes was the cervical group 15 
(26.79%) followed closely by axillary group of lymph nodes 14 
(25%), omental 10.71% (6), Inguinal 8.93% (5/56), mesenteric 
7.14% (4/56), intramammary 5.36% (3/56), generalized 3.57% 
(2/56) and others 8.93% (5/56). Cervical lymphadenopathy is 
the leading regional lymph node enlargement in most studies 
ranging from 45.4% in a previous study in this center to 73.8% 
in Enugu. [14-18] However, axillary lymphadenopathy is the 
commonest in Ibadan even though the majority of the reports 
demonstrated that it is almost always the second regional 
lymphadenopathy after the cervical group. [2,7,9,12,14]

The commonest disease involving the lymph nodes in this 
study is metastatic carcinomas which constituted 50% (28 
cases). Despite the reports that metastatic diseases involving 
the lymph nodes are commoner in developed countries, [19] our 
study showed that 50.0% (28/56) was due to lymphatic spread 
of malignant epithelial neoplasm. Several reports from Nigeria 

Table 1: Showing the relative frequency of regional lymph node involvement.
s/n Regional lymph nodes Freq %
1 Cervical 15 26.79
2 Axillary 14 25.00
3 Omental 6 10.71
4 Inguinal 5 8.93
5 Mesenteric 4 7.14
6 Intramammary 3 5.36
7 Generalized 2 3.57
8 Cubital fossa 1 1.79
9 Greater curvature 1 1.79
10 Mesocolic 1 1.79
11 Iliac 1 1.79
12 Antral 1 1.79
Total 56 100.00

Table 2: Summarizes the histological diagnosis, age groups involvement and the sex distribution.
S/N Age groups Freq % RH Tb Met NHL HD KF DL NCG
1 01‑Oct 4 7.14 2 1 ‑ ‑ 1 ‑ ‑ ‑
2 Nov‑20 12 21.23 2 4 1 1 ‑ 2 1 ‑
3 21‑30 7 12.5 3 1 1 ‑ ‑ ‑ ‑ 1
4 31‑40 9 16.07 ‑ 2 7 ‑ ‑ ‑ ‑ ‑
5 41‑50 7 12.5 ‑ ‑ 6 ‑ ‑ ‑ 1 ‑
6 51‑60 8 14.29 2 ‑ 5 ‑ 1 ‑ ‑ ‑
7 61‑70 5 8.93 ‑ ‑ 3 2 ‑ ‑ ‑ ‑
8 71‑80 3 5.36 ‑ ‑ 3 ‑ ‑ ‑ ‑ ‑
9 81‑90 1 1.79 ‑ ‑ 1 ‑ ‑ ‑ ‑ ‑

Total 56 100 9 8 28 3 2 2 2 1
 % ‑‑‑‑ ‑‑‑‑ 16.1 14.3 50 5.36 3.57 3.57 3.57 1.79

M:F 1:12 ‑‑‑‑ 2:3.5 1:1 1:2.1 2:1 2:0 1:1 1:1 01:0
RH: Reactive Hyperplasia, Tb: Tuberculous Lymphadenitis, Met: Metastasis, NHL: Non‑Hodgkin's Lymphoma, HD:Hodgkin’s Disease, KF: Kikuchi‑
Fujimoto Disease, DL: Dermatopathic Lymphadenitis, NCG: Non-Caseating GranulomatousInflammation.

Table 3:  Shows a comparison of the two studies in FMC Owerri, all the figures are presented in percent of the lesions.
Title M: F Peak RH Tb MET NHL HL KF Derm NCG RD Onch
Egejuru [1] 1:1.2 11‑20 16.6 14.3 50.0 5.36 3.57 3.57 3.57 1.79 ‑‑‑ ‑‑‑
Mbata [15] 1:1.3 20‑29 32.62 28.37 19.15 12.06 4.96 ‑‑‑ ‑‑‑‑ ‑‑‑‑ 0.71 0.71
1: Current study. RH: Reactive hyperplasia, Tb: Tuberculous lymphadenitis, Met: Metastasis, NHL: Non‑Hodgkin's Lymphoma, HD: Hodgkin’s 
Disease, KF: Kikuchi-Fujimoto Disease, Derm: Dermatopathic lymphadenitis, NCG: Non-caseating Granulomatous Inflammation, RD: Rosai 
Dorfman, Onch: Onchocerciasis.
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appear to reflect an increase in the involvement of lymph nodes 
by either primary or secondary neoplastic diseases. For instance, 
the commonest cause of lymphadenopathy in Ibadan (35.7%) 
and Lagos (33.6%) was metastatic carcinomas. [7,20] Similar 
report was made by Anthony and Al-Sohaibani et al. [21,22] in the 
United Kingdom and Kingdom of Saudi Arabia respectively. 
Moreover, metastatic neoplasm to the lymph nodes constituted 
19%, 26.7%, 19.97%, 12.57% in Kano, Benin City, India and 
Bangladesh respectively. [2,6,12,17] The marked increase in the 
secondary carcinoma to the lymph nodes in this study could 
be due to the increased biopsies from intra-abdominal groups 
(visceral) on which constituted 25% (14/56) of all the biopsies 
studied. In Texas, USA Lu et al. [23] reported that malignancies 
are more likely to be diagnosed from a supraclavicular, 
retroperitoneal and intra-abdominal group of lymph nodes. In 
this study, most of the people affected by secondary neoplasm 
were in the 4th and 6th decades of life. Similar observations 
were made in India and Netherlands respectively. [24,25] 

Non-specific reactive lymphoid hyperplasia was the second 
most common lesion and constituted 17.86% (10/56) in this 
study. However, three years ago Mbata et al. [15] reported that 
reactive lymphoid hyperplasia was the commonest peripheral 
lymph node pathology Owerri and constituted 32.6%. Similar 
reports were made from Kano, India, Zimbabwe respectively. 

[2,26,27] Moreover, our observation is relatively lower than 
reports from Benin City, Nepal, and India where non-specific 
hyperplasia constituted 25.4%,19% 21.6% respectively. [3,11,26] 
Tuberculous lymphadenitis is a common clinical finding in 
sub-Saharan Africa and the tropics. Chronic granulomatous 
inflammation constituted 16.07% (9/56) with tuberculous 
lymphadenitis making up 14.29% in this study. Sixty-two and 
a half percent involved the cervical group of lymph nodes and 
37.5% occurred in patients below the age of 20 years. Several 
reports demonstrated that tuberculosis is a leading cause of 
lymph node enlargement in our environment. [2-3,6,14,15] Similar 
reports were made from Ethiopia, Zimbabwe, Nepal, India and 
Bangladesh. [11,17,26-29]

The primary malignancies of the lymphoid system constituted 
8.93% (5cases); two (3.58%) were Hodgkin’s while 3 (5.37%) 
were non-Hodgkin’s lymphoma. This is markedly lower than 
the report by Mbata et al. [15] from the same center three years ago 
in which Hodgkin’s and non-Hodgkin lymphoma constituted 
5% and 12% respectively. Similarly, other reports from Nigeria 
showed the same trend. For instance, Ochicha and Olu-Eddo 
et al. [2,6] reported that lymphomas constituted 24% and 26.3% 
of the causes of lymphadenopathy in Kano and Benin City 
respectively. Furthermore, higher frequencies were reported 
from DR Congo, India and Saudi Arabia were lymphomas 
constituted 47.2%, 44.5%, 44.3% respectively. [9,10,26] There was 
no defined predilection for the regional group of nodes as the 
cervical, axillary, inguinal groups and generalized patterns were 
represented with insignificant differences.

Conclusion
Dermatopathic lymphadenitis and Kikuchi-Fujimoto disease 
(KFD) contributed 2 cases each (3.57%). These lesions are 

inflammatory in nature; while the former follows chronic 
dermal inflammatory responses the latter is idiopathic. Aramide 
et al. [7] reported that 1.6% of lymph node lesions in UCH Ibadan 
were due to Dermatopathic lymphadenitis. Moreover, 0.3% and 
0.5% were reported in South Africa and India respectively. 

[9,12] Kikuchi-Fujimoto disease is a rare, self-limiting disease, 
which is characterized by regional lymphadenopathy. It occurs 
worldwide with a higher prevalence among Asians and women 
below the age of forty years. [30] Akingbami et al. [30] reported a 
case of KFD in a 41-year-old female in Lagos. In this study, the 
cases of KF occurred in people less than 25 years of age with no 
sex predilection. Similarly, Famularo et al. [31] reported a single 
case of KFD in Rome, Italy.

Limitations
The most important limitation of this study was the incomplete 
records observed during the data collection which led to rejection 
of some cases of lymph node biopsies in the departmental 
archives. The authors were also compelled to out-of-pocket 
spending to ensure the research was given adequate funding as 
there was no grant attracted for it.

Ethical considerations
The research ethical clearance was obtained from research 
ethics committee, FMC Owerri

Conflict of Interest
All authors disclose that there was no conflict of interest.

Acknowledgement
We the authors humbly acknowledge the staff especially the 
Consultants Histopathologists, laboratory scientists, laboratory 
technicians and secretarial staff of Department of Histopathology, 
Federal Medical Centre Owerri. We appreciate the Physicians 
of the Federal Medical Centre, for being dependable in the 
provision of clinical information and histology requests.

References
1. Young B, Lowe JS, Stevens A, Heath JW, Deakin PJ. Lymph nodes in 

wheater’s Functional Histology. Elsevier, Edinburgh. 2006;218-222.

2. Ochicha O, Edino ST, Mohammed AZ, Umar AB, Atanda AT. 
Pathology of peripheral lymph node biopsies in Kano, Northern 
Nigeria. Ann Afr Med 2007;6:104-108

3. Olu-Eddo AN, Egbagbe EE. Peripheral lymphadenopathy in Nigerian 
children. Niger J Clin Pract. 2006;9:132-138 

4. Federal Republic of Nigeria Official Gazette (15 May 2007). “Legal 
Notice on Publication of the Details of the Breakdown of the National 
and State Provisional Totals 2006 Census” (PDF). Archived from the 
original (PDF) on 2007-07-04. Retrieved 2017-3-16.

5. Alex DW. Water quality studies of Nworie River in Owerri, Nigeria. 
Mississippi Academy of Sciences. 2008.

6. Olu-Eddo AN, Ohanaka CE. Peripheral lymphadenopathy in Nigerian 
adults. JPMA.2006;56:405

7. Aramide K, Ajani MA, Oluwasola O. Ten-year review of peripheral 
lymphadenopathy in tertiary Hospital in South Western Nigeria. The 
Pan African Medical Journal. 2016;23:73

8. Mabedi C, Kendig C, Liomba G, Shores C, Chimzimu F, Kampani 
C, et al. causes of cervical lymphadenopathy at Kamuzu Central 
Hospital. Malawi Medical Journal. 2014;26:17-19 



14 Annals of  Medical and Health Sciences Research | January 2018 | Vol 8 | Special Issue 1 |

Egejuru RO, et al.: Changing Trends in Lymph Node Lesions in Owerri, South East Nigeria

9. Albasri AM, El-Siddig AA, Hussainy AS, Alhujaily AS. Pattern of 
lymph node pathology in Western Saudi Arabia. Asian Pac J Cancer 
Prev.2014;15:4677-4681 

10. Kakisingi C, Mukuku O, Manika M, Kashal M, Kyabu V, Kasamba 
E, et al. Peripheral Lymphadenopathy:A descriptive study from a 
Tertiary Care Centre in Lubumbashi (D.R.C). OALibJ. 2016;3:1-9 

11. Tiwari M, Aryal G, Shrestha R, Rauniyar SK, Shrestha HG. 
Histopathologic diagnosis of lymph node biopsies. Nepal Med Coll 
J. 2007;9:259-261

12. Vidyadhar R, Prakash CSR, Philip KS. Histopathological study of 
Lymph node lesions Journal of International Medicine and Dentistry 
2016;3:24-33.

13.  Reddy DL, Venter WDF, Pather S. Patterns of lymph node 
pathology;Fine needle aspiration biopsy as an evaluation tool for 
lymphadenopathy:A retrospective descriptive study conducted at the 
Largest Hospital in Africa. PLoS One. 2015;10:e0130148.

14. Ukekwe FI, Olusina DB, Banjo AAF, Akinde OR, Nzegwu MA, 
Okafor OC. Tuberculous Lymphadenitis in South-Eastern Nigeria;A 
15 Years Histopathologic Review (2000-2014). Ann Med Health Sci 
Res. 2016;6:44-49. 

15. Mbata GC, Nweke IG, Egejuru RO, Omejua EG, Nwako OF, 
Chima EI, et al. (2015) South Eastern Histologic Pattern of Lymph 
Node Biopsies in a Tertiary Hospital in Nigeria. J AIDS Clin Res. 
2015;6:475-478

16. Nwagbara VI, Asuquo ME, Akpan S, Nwachukwu IE, Nnoli M, 
Ugbem T. Tuberculous axillary lymphadenopathy:A Case Report. J 
Trop Dis. 2013;1:113-114

17. Rahman, Biswas AA, Siddika ST, Sikder AM. Histopathological 
evaluation of lymph node biopsies:A hospital-based study. J Enam 
Med Col. 2012;2:8-14

18. Buli GA, Lukas FY. Cytologic patterns of lymph node diseases in 
Hawassa University Referral Hospital, Southern Ethiopia. Journal of 
Coastal Life Medicine. 2015;3:395-397

19. Ioachim HL, Medeiros LJ. Ioachim’s lymph node pathology, ed. 
Philadelphia, Lippincott Williams & Wilkins, USA, 2008.

20. Anunobi CC, Banjo AA, Abdulkareem FB, Daramola AO, Abudu 

EK. Review of the histopathologic patterns of superficial lymph node 
diseases, in Lagos (1991-2004). Niger Postgrad Med J. 2008;15:243-
246.

21. Anthony PP, Knowles SA. Lymphadenopathy as a primary 
presenting sign:A clinicopathological study of 228 cases. Br J Surg. 
1983;70(7):412-4.

22. Al-Sohaibani MO. Cervical lymphadenopathy in the Eastern Province 
of Saudi Arabia. East Afr Med J. 1996;73(8):533-7.

23. Lu H, Pundole X, Palla S, Vu K. Baseline characteristics predictive 
of malignancy among patients presenting with lymphadenopathy:A 
cancer center experience. Clin Cancer Investig J 2013;2:325-329.

24. Qadri SK, Hamdani NH, Besina S, Makhdoomi R, Rasool R. 
Cytological study of cervical lymphadenopathy in a Tertiary Care 
Institution from Kashmir Valley, India. J Cytol Histol,2016;7:418. 

25. Fijten GH, Blijham GH. Unexplained lymphadenopathy in family 
practice. An evaluation of the probability of malignant causes and the 
effectiveness of physicians’ workup. J Fam Pract. 1988;27:373-376.

26. Roy A, Kar R, Basu D, Badhe BA. The spectrum of histopathologic 
diagnosis of lymph node biopsies:A descriptive study from a tertiary 
care center in South India over 5½ years. Indian J Pathol Microbiol 
2013;56:103-108 

27. Muluye D, Biadgo B, Woldegerima E, Ambachew A. Prevalence of 
tuberculous lymphadenitis in Gondar University Hospital, Northwest 
Ethiopia. BMC Public Health. 2013;13:435

28. Kamat GC, A ten-year histopathological study of generalized 
lymphadenopathy in India. Afr Fam Pract 2011;53:267-270

29. Eshete A, Zeyinudin A, Ali S, Abera S, Mohammed MM. Tuberculosis 
in lymph node biopsy paraffin-embedded sections. Tuberc Res Treat. 
2011;2011:127817

30. Akinbami A, Odesanya M, Soyemi S, John-Olabode S, Adediran A, 
Oshinaike O, et al. The Kikuchi-Fujimoto disease in Nigeria:A case 
report and literature review. Case Rep Med. 2014;2014:171029.

31. Famularo G, Giustiniani MC, Marasco A, Minisola G, Nicotra GC, 
De Simone C. Kikuchi Fujimoto lymphadenitis:A case report and 
literature review. American Journal of Hematology. 2003;74:60-66. 


