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Abstract 
Introduction: The causes of superficial lymphadenopathy are diverse and their prognosis is often 
unknown. The diagnosis of superficial lymphadenopathy remains a challenge because, alone, its 
clinical picture doesn’t allow differentiating between an infectious disease and a non-transmissible 
disease. The aim of this study is to describe epidemiological, clinical and pathologic aspects of su-
perficial lymphadenopathy observed in the internal medicine department at the University of Lu-
bumbashi Clinics (DR Congo). Patients, Materials and Methods: This is a descriptive and transver-
sal study on superficial lymphadenopathy observed over a period of 24 months from November 
2013 to October 2015 at the University of Lubumbashi Clinics. Parameters studied were gender, 
age, clinical particular of superficial lymphadenopathy and associated patient clinical signs and 
pathology of these lymph nodes biopsy. Results: 36 patients’ data were identified with a sex ratio 
M/F = 1.76 and a mean age of 42.47 ± 15.64 years. 75% of patients had lymph nodes tumefaction 
as the main complaint during consultation and 61.1% had a poor general condition marked by 
fever. 27.8% were HIV positive and cervical lymphadenopathy was the most frequent. As for the 
pathologic diagnosis, non-Hodgkin lymphoma was the most frequent diagnosis (47.2%) followed 
by reactive hyperplasia (27.8%) and infectious lymphadenopathy (19.4%). Conclusion: The most 
frequent cause of lymphadenopathy in our study was non-Hodgkin lymphoma (47.2%) followed 
by lymph nodes reactive hyperplasia (27.8%) and infectious lymphadenitis. Lymph nodes biopsy 
plays an important role in confirming superficial lymphadenopathy diagnosis. It should be the ba-
sic procedure to diagnose extra pulmonary tuberculosis in the DRC National Program against TB. 
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1. Introduction 
Lymph nodes are tissues made of specialized cells that play an essential role in the organism defence mechanism 
[1]. The generic word referring to all lymph nodes disease is lymphadenopathy. This abnormality can be defined 
by its dimensions, consistency and/or the number of abnormal lymph nodes [2]. The causes of superficial lym-
phadenopathy are multiple and their prognosis is often unrecognized; and that, whatever their localized or gene-
ralized character [3]. Lymphadenopathy is part of symptoms of a wild range of diseases covered under the 
acronym: “MIAMI” (Malignant, Infectious, Autoimmune, Miscellaneous/unusual, Iatrogenic) [4] for some and 
“CHICAGO” (Cancer, Hypersensitivity syndromes, Infectious, Connective tissue disorders, Atypical lympho-
proliferative disorders, Granulomatous, Others) [5] for others and no prevalence could be determined; however, 
Fijten has determined prevalence of malignancy in case of superficial lymphadenopathy estimated at 1.1% [6]. 
The diagnosis of superficial lymphadenopathy remains a challenge due to the fact that its clinical presentation 
solely doesn’t allow differentiating infectious disease lymphadenopathy from non-transmissible lymphadenopa-
thy disease [7]. Therefore the diagnosis of lymphadenopathy should relay, in low income countries like the 
Democratic Republic of Congo, on lymph nodes biopsy despite its invasive aspect and highly infectious risk 
[8]-[12]. Thus, the objective of this study is to describe epidemiological, clinical, and pathologic aspects of su-
perficial lymphadenopathy observed in Internal Medicine Department of the University of Lubumbashi Clinics 
(DR Congo). 

2. Materials and Method 
2.1. Type and Study Period 
This is a descriptive and transversal study on patient with superficial lymphadenopathy who had consulted in the 
department of internal medicine at the University of Lubumbashi Clinics (DR Congo) from 1st November 2013 
to 31 October 2015. 

2.2. Study Population  
We have proceeded by a convenience sampling including all patients with superficial lymphadenopathy seen at 
the internal medicine outpatient department or those admitted in the department of internal medicine at the Uni-
versity of Lubumbashi Clinics where 36 patients were listed. 

Were admitted, any patients with hypertrophy affecting one or more palpable superficial lymph nodes in the 
cervical, axillary or inguinal area, measuring more than one centimeter in diameter, irrespective of the gender. 
We have retained the age above 15 for our series. Were excluded, all patients on TB treatment and/or on anti- 
mitotic treatment. 

The study was done using and analyzing patients medical records including sociodemographic parameters 
(age, gender), clinical description of lymphadenopathy (localization, consistency, mobility, sensibility) and as-
sociated signs (fever, visceromegaly), biologic (HIV serology) and histopathologic parameters.  

2.3. Biologic and Histopathogy Analysis 
1) HIV infection diagnosis: HIV serology was determined by a screening rapid test: Determine™ HIV-1/2 

(Alere) and positive cases were confirmed by ELISA: Vironostika and Enzygnost done on IMMUNOWASH 
type WELLWASH 4 MK 2N˚SERIE 006-9-7943. 

2) Bacteriologic analysis of infectious lymphadenopathy: Secretions culture was done on an ordinary micro-
bial culture medium: Sabouraud and Loweisten. 

3) Cytopathology analysis: Tissue sampling was done by excision biopsy where the all lymph node tissue is 
entirely removed under local anesthesia. Once excised the tissue is fixed in formalin 10% sealed and sent to the 
pathologist and deposited in plastic cassettes. Tissues contained in plastic cassettes are then dehydrated passed 
through alcohol (ethanol, isopropanol), alcohol is eliminated by solvents (xylene), and then liquid paraffin at 
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56˚C impregnates the tissue which is then cooled. These steps are automated by inclusive devices. The solid 
block of paraffin containing the tissue is cut with a microtome, 3 to 5 microns thin slices are then spread on 
slides. After paraffin dissolution, then rehydration, the tissue is colored. The coloration associate a basic nuclear 
colorant (hematoxylin) and an acid colorant (eosin). The colored slice is protected with a glued glass or a trans-
parent plastic film and is ready for histological analysis. The reading on the optic microscope brand Leica mi-
crosystems CMS Gmbh Ernest-Leitz-straBe 17-37 allowed the diagnosis. 

4) Ethics considerations: The study was approved by the Ethical Committees of Lubumbashi’s University. 
For Ethics and code of practice reasons and trying to avoid stigma, data were collected in such a manner that pa-
tients remained anonymous after obtaining their consent. 

2.4. Datas Statistics Analysis Technique 
Different datas collected were coded then captured on a computer and statistical analysis were performed on 
Microsoft Excel 2010 for encoding of datas and Epi Info7® for determining frequencies. 

3. Results 
In our study, the diagnosis of superficial lymphadenopathy was made on 36 patients and Table 1 shows us cha-
racteristics of superficial lymphadenopathy patients. 
 

Table 1. Superficial lymphadenopathy patients characteristics. 

Variable Effective (n = 36) Percent 

Gender   

Female 13 36.1 

Male 23 63.9 

Age   

<20 years 3 8.4 

20 - 29 years 8 22.4 

30 - 39 years 4 11.2 

40 - 49 years 11 30.8 

50 - 59 years 5 14 

≥60 years 5 14 

Reason for consultation   

Lymph node tumefaction 27 75 

Other complaints* 9 25 

Associated symptoms   

General condition altered by fever 22 61.1 

Existence of visceromegaly 13 36.1 

HIV serology 10 27.8 

Pathology diagnosis   

Non-Hodgkin lymphoma 17 47.2 

Reactional hyperplasia 10 27.8 

Infectious lymphadenopathy 7 19.4 

Hodgkin lymphoma 1 2.8 

Undifferentiated 1 2.8 
*Others complaints: Abdominal pain, fever, cough, nasal bleeding. 
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This table shows that male patients consulted more (63.9%) compare to female patients giving a sex ratio of 
1.76 in favour of male gender. The group of age between 40 and 49 is the most predominant and the mean age 
of these patients was 42.47 ± 15.64 years with extremes from 17 to 83 years old. 75% of patients who were 
coming for consultation complained mainly of one or more lymph nodes tumefaction. On physical examination, 
61.1% of patients had a general condition altered by fever and 36.1% of them had one visceromegaly (hepato-
megaly, splenomegaly or both at the same time). 

27.80% of patients had a positive HIV serology. Non-Hodgkin lymphoma, lymph node reactive hyperplasia 
and infectious lymphadenopathy are pathologic diagnosis mostly encountered in our series with proportion of 
respectively 47.20%, 27.80% and 19.40%. 

Figure 1 and Figure 2 describe respectively location and clinical characteristics of superficial lymphadeno-
pathy seen in our patients 

Figure 1 shows location that cervical lymphadenopathy is most frequent (72.2%) with combined form and 2.8% 
of patients had generalized lymphadenopathy. 

Figure 2 shows that 88.9% of lymphadenopathy were mobile, 66.7% were hard in consistency and 41.7% 
presented pain on palpation. 

4. Discussion 
During this study, datas of 36 patients with superficial lymphadenopathy were captured. Among these, 23 were 
male and 13 were female with a sex ratio of 1.76 in favour of male. This demonstrates predominance of male 
patients in our sampling which seems to be confirmed by a numerous literature [9] [12]-[21] and in proportions 
ranging from 1.2 to 1.7. Nevertheless, some authors seem to report female predominance [22]-[24]. 

Even though our findings are similar to those of the first group of authors, it seems difficult to confirm any 
predominance of the gender because superficial lymphadenopathy has diverse aetiologies as said by Bazemore  
 

 
Figure 1. Location of superficial lymphadenopathy. 

 

 
Figure 2. Clinical characteristics of superficial lymphadenopathy. 
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[4] and Mosheni [5] in their studies and this pathology has different sex ratios depending on their aetiology. 
However, Lukic in a literature review on superficial lymphadenopathy report that male gender was a predictive 
factor for malignancy with relative risk estimated at 2.72 [25]. 

According to Karnath, multiple key factors should be considered to evaluate patients with superficial lym-
phadenopathy, including age in particular. In our study, the age group between 40 and 49 years old (30.8%) was 
the most preponderant and the mean age for our patients was 41.47 years ± 15.64 with extremes from 17 to 83 
years. The mean age in our study is sensibly higher compared to majority of studies done [15] [19] [23] [26]- 
[28]. However, Chau in Britain have noticed a mean age of 40 years in patients with lymphadenopathy; propor-
tion closer to our results [24]. We do not find patterns that can explain these results. 

Lymph nodes tumefaction was the main reason for consultation in our study (75%). Abba had, in their study 
in internal medicine department at Riyad Medical Complex in Saudi Arabia, found that 39% of cases had lymph 
node tumefaction as the reason for consultation [23]. Diallo reported almost identical figures to Abba just that he 
didn’t consider patients with seropositivity to HIV [27]. Our study shows that lymph nodes tumefaction is the 
chief complaint for patients with superficial lymphadenopathy (75% of cases). We believe these results would 
explain the importance an anodin lymph node tumefaction on the body could illicit. Importance justified by the 
ignorance of the prognosis of the tumor that could be benign or malignant and maybe for aesthetics reasons 
when located on the neck. 

With regard to our patients general condition, this was altered by fever in 61.1% of cases in our study and 
Ndongo in Senegal reported that fever was present in 89.4% of his patients [15]. Even though other authors rec-
ognize that fever might be present in patients with superficial lymphadenopathy, they believe that its presence 
wouldn’t be as frequent as Ndongo observation had suggested [21] [23]. However, some literatures justify the 
presence of fever in these patient by the fact that this later would be one of signs of natural progression of two 
principal causes of superficial lymphadenopathy: tuberculosis and lymphoma; and this more particularly in cer-
vical lymphadenopathy [29]-[31]. 

Appearance of splenomegaly associated or not with hepatomegaly in the presence of superficial lymphade-
nopathy is often rare [32]. Our study’s found that visceromegalieswere present in 22.9%. Abba and Ndongo had 
found respectively 22.7% and 36.7% [15] [23]. However, multiple literatures say that the presence of spleno-
megaly associated with hepatomegaly is often found in malignant non-Hodgkin lymphoma and acute leukemia 
[24] [29] [33]. 

Our study report a seroprevalence to HIV of 27.8% in our patients with superficial lymphadenopathy. These 
results compared to Mohan in South India (8%) are very high [28]. In fact acquired immunodeficiency syn-
drome (AIDS) [34]. Although HIV can infect several tissues and organs, there are two main sites of infection 
predilection: the immune system and the central nervous system [35]. Superficial lymphadenopathy are early 
manifestation of HIV infection [36] and other authors believe that they should be regarded as an opportunistic 
manifestation of HIV infection [37]. Our results challenges us because HIV is still frowned upon in our envi-
ronment and the efforts put in place to have a free treatment, acceptance of the disease is still very difficult. It 
would therefore be necessary to conduct a systematic serological screening in HIV-patients with superficial 
lymph nodes during our consultations. 

Whether they are localized or generalized, superficial lymphadenopathy are part of symptoms of variable pa-
thologies: “MIAMI” (Malignant, Infectious, Autoimmune, Miscellaneous/unusual, Iatrogenic) [4] for some and 
“CHICAGO” (Cancer, Hypersensitivity syndromes, Infectious, Connective tissue disorders, Atypical lympho-
proliferative disorders, Granulomatous, Others) for others [5]. In our study, 47.2% of patients with superficial 
lymphadenopathy has an as most frequent pathology diagnosis, non-Hodgkin lymphoma followed by reactive 
hyperplasia (27.8%) and infectious lymphadenopathy (19.4%) from which 85.7% were tuberculosis lymphade-
nopathy. A study done in Sub-Saharan Africa, showed that non-Hodgkin lymphoma is the 4th most frequent 
cancer responsible of death after cervix, liver and prostate cancer [42]. We believe that these should most attract 
our attention to the fact that cancer is a scourge whose impact is growing rapidly and is responsible for 7.6 mil-
lion deaths worldwide [42]. However, studies done across different continents showed that tuberculosis would 
be the most frequent cause [16] [17] [28] [38]-[43]. On the other hand, Arun, in his study done in tertiary hos-
pital in India reported that the most frequent cause was neoplasia lesions in 53% of cases and more than 50% of 
these lesions were non-Hodgkin lymphoma (32.1% of all of the analyzed sample) [9]. 

This reinforce our opinion based on the fact that the biopsy remain a key element in the prognosis of superfi-
cial lymphadenopathy. Thus, the National Program against Tuberculosis (NTP) in the Democratic Republic of 
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Congo, in particular, the diagnosis of tuberculous lymphadenitis is selected based on the clinical picture marked 
by chronic lymphadenopathy, a biological assessment (leukocyte formula lymphocytic trend) and conclusive 
tuberculosis treatment [44]; should be based on lymph node biopsy as a certainty diagnosis for superficial lym-
phadenopathy in order to ensure better management of these patients and to make a good rationalization in the 
management anti tuberculosis drugs. 

5. Conclusion 
36 patients were identified in our study and the most common etiology met in this series is non-Hodgkin lym-
phoma (47.2%) followed by reaction nodal hyperplasia (27.8%) and infectious lymphadenitis. The lymph node 
biopsy is important in confirming the diagnosis of superficial lymphadenopathy. Thus, it would be useful to 
consider this diagnosis means as an indispensable element in the confirmation of the aetiology of lymphadeno-
pathy, even for resource-limited countries like the Democratic Republic of Congo to improve the management 
and prognosis of patients with superficial lymphadenopathy. 
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