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Abstract 
INTRODUCTION: An adenopathy is a pathological hypertrophy of a lymph 
node of various etiologies requiring a rigorous approach. Thus we proposed in 
this work to study the etiological particularities of patients admitted for ade-
nopathy in order to identify their specificities. METHODS: This was an ob-
servational study of a transverse and descriptive type, which took place from 1 
July 2015 to 30 June 2016 in the internal medicine department of the Aristide 
Le Dantec national hospital in Dakar. RESULTS: We identified 84 patients, 
consisted of 46 male and 38 female. The sex ratio was 1.2. The mean age was 
37.5 years. The consultation period was on average 2 months with extremes of 
1 month and 1 year. The mean hospital stay was 29.2 days with extremes of 1 
week and 2 months. The etiologies found were classified into 6 groups. He-
mopathies (30.9%) were dominated by acute leukemia in 8 patients (9.52%), 
non-Hodgkin’s lymphoma in 9 patients (9.5%), Hodgkin’s disease in 5 pa-
tients (5.9%). Chronic lymphocytic leukemia was retained in 3 patients (3.5%) 
and Castleman disease in 1 patient. Systemic diseases (11.9%) were divided 
into lupus disease in 4 patients and rheumatoid arthritis in 4 patients, one 
case of Sjögren’s syndrome and one case of sarcoidosis. Infections were very 
frequent in our study, found in 34 patients (40.4%). Tuberculosis was more 
frequent (27.3%). The association with HIV was noted in 4 patients. The other 
infections were pyogenic in 3 patients (3.5%), HIV in 6 patients (7.1%), Bor-
relia and toxoplasma in 1 patient respectively. Cancers (8.3%) were metastatic 
of primary tumors including the esophagus, lung, prostate, cavum, stomach, 
pancreas and breast, one case each. One patient presented lymphadenopathy 
with inguinal localization, the etiology of which was found to be thromboph-
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lebitis of the right lower limb. The hystiocytic pathologies (3.5%) were all re-
lated to lymphohystiocytic activation syndrome (LHAS) secondary to tuber-
culosis in 2 patients and pyomyositis in 1 patient. The difficulties encountered 
were mainly the inaccessibility of certain complementary examinations and 
the delay in obtaining the results. CONCLUSION: Adenopathies are a very 
common reason for consultation in internal medicine. This study allowed us 
to draw up the etiological profile of adenopathies in our practice but also to 
identify the main difficulties which are among other things the inaccessibility 
of certain complementary examinations. 
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1. Introduction 

Lymph nodes are lymphoid organs in which the immune response develops. An 
adenopathy (ADP) is a pathological hypertrophy (≥1 cm at the lymph node or 
≥2 cm at the inguinal level) of a lymph node [1]. Lymphadenopathy is a very 
common reason for consultation in internal medicine. They generally show an 
infectious, inflammatory or tumoral process developed in the territory they 
drain (localized adenopathies) or a more generalized inflammatory or tumoral 
process (poly adenopathy of infections, leukemias) [2]. Despite the numerous 
etiologies, the diagnosis is most often based on the anatomopathological study of 
the ganglion accessible to the biopsy requiring a rigorous diagnostic approach 
beforehand. In Africa, especially in Senegal, a few cases have been reported with 
particularities of lymphadenopathy localized in an area [3] [4]. However, etio-
logical research still poses some limitations due to the inaccessibility of certain 
examinations and even the delay of the complementary examinations. 

Thus, in view of these data, we proposed to study the etiological characteris-
tics of patients admitted and followed in internal medicine for adenopathy re-
gardless of its location in order to identify their specificities. 

It is within this framework that we initiated this study by recruiting exhaus-
tively all patients followed in the department of internal medicine for lympha-
denopathy over a period of one year. 

2. Patients and Methods 

We conducted our study in the Department of Internal Medicine at the Aristide 
Le Dantec Hospital (HALD) in Dakar. This was a cross-sectional and descriptive 
observation survey. The study was conducted during the period from 1 July 2015 
to 30 June 2016. It consisted of all the patients followed in hospital, in the de-
partment of internal medicine. All patients over the age of 16 years with lym-
phadenopathy were included in the study and hospitalized in the service regard-
less of their location. A recruitment of all patients received during the period 
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and meeting the inclusion criteria was carried out. 
The patient was informed of the purpose of our study and consented to its in-

clusion in our study. He was also aware of his status. The data were collected in 
strict compliance with medical confidentiality. All of our patients who met the 
inclusion criteria were collected on a survey card. The clinical features of ade-
nopathies are well noted in the record as well as the associated signs. We also 
used the standards of the laboratories of biology, biochemistry, bacteriology and 
parasitology of the HALD and the Pasteur Institute of Dakar where certain bio-
logical examinations were carried out. 

A questionnaire was submitted to each patient. The data were collected on the 
basis of a pre-coded, anonymous and self-administered questionnaire. The pa-
tient was informed of the subject of our study and his consent requested in view 
of its inclusion in our study. He was also aware of his diabetes status and the 
complications he would be exposed to. Data were collected in strict compliance 
with medical confidentiality. 

To determine the size of the sample, this formula: ( ) ( )2 2 1 .n z p p d= −  
n = sample size; z = confidence level according to the normal centered reduced 
law (for a confidence level of 95%, z = 1.96, for a confidence level of 99%, z = 
2.575); p = estimated proportion of the population with the characteristic (when 
unknown, p = 0.5); d = tolerated margin of error (for example, the actual pro-
portion is to be 5%).  

The results were captured and analyzed using an electronic questionnaire de-
veloped using SPSS 24.0 software. A double seizure was carried out and the da-
tabases obtained were confronted. The cleaning of the file had allowed correc-
tion of the errors of entry. The graphics were made using the Excel module of 
the MS Office 2010 suite. This software was used to calculate frequencies, aver-
ages and standard deviations. The bivariate analysis was done using the 
Chi-square tests (Pearson and Yates) for comparisons of proportions. The com-
parison of the means was carried out using the Student test. The difference was 
considered to be statistically significant at <5%. The odds ratio (OR) surrounded 
by its confidence interval was used to quantify the strength of the bond. Va-
riables with more than 10% missing data were not analyzed. The study popula-
tion was described using variables studied. This descriptive study was done with 
the calculation of frequencies for the qualitative variables. 

3. Results 

Patients were 46 male and 38 female. The sex ratio was 1.2. The mean age of pa-
tients was 37.5 years with a standard deviation of 17.7. The extremes were 16 and 
80 years with a median of 34 years. The modal age was 36 years. The most af-
fected age group was between 16 and 35 years old with 31% between 16 and 25 
years of age, 23.8% between 26 and 35 years of age. Figure 1 shows the distribu-
tion of patients by age and gender.  

The most represented age group for women was 16 - 25 (42.1% female) and  
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Figure 1. Distribution of patients by age group and gender. 

 
26 - 35 years for men (28.2%). The average age of women was 29.7 years, lower 
than that of men, which was 41.30 years (p = 0.047). The consultation period 
was on average 2 months with extremes of 1 month and 1 year. The mean hos-
pital stay was 29, 2 days with extremes of 1 week and 2 months.  

In our patients, 37 (44%) had a poly macro ADP, 20 (23.8%) had poly-ADP, 
27 (32.1%) had micro and adenopathies. Sixty-five patients (77.4%) had more 
than 4 palpable adenopathies and/or discovered imaging. They are located either 
in an area (12%) or mostly in several areas (88%). The duration of adenopathy 
was acute in 8 patients (9.5%), chronic in 63 patients (75%) and unknown in 13 
patients (15.4%). The chronic course was more frequent in men, 36 patients or 
57.1%. These data are reported in Table 1. 

In our series, cervical and lateral cervical localization was most frequent in 69 
patients (82.1%), followed by axillary localization in 60 patients (71%). The 
adenopathies were localized in a single area in 1/3 of the cases (28.6%), and mul-
tiples gave a polyadenopathy table in 56 patients (66.6%).  

Table 2 shows the distribution of adenopathies according to their location. 
Adenopathies were inflammatory in 38 patients (45.2%), in 47 patients (56%), 

in 7 patients (8.3%) and in 2 patients (2.4%) in fistulae. These data are shown in 
Table 3.  

ADPs were associated with several signs of fever (65%), anemic syndrome 
(71.4%), and general impairment (82.1%). The cell profile of the serites was 
more lymphocytic in 15 patients (17.9%). The associations are summarized in 
Table 4. 

The hemogram was abnormal in 79 patients (94%). Anemia was noted in 68 
patients (81%) with an average hemoglobin of 5.3 ± 1.2 g/dL. It was inflamma-
tory in 42 patients (61.7%). Leukocytosis was observed in 40 patients (47.6%) 
and thrombocytopenia was observed in 27 patients (32.14%). Thrombocytosis 
was found in 7 patients. Leucopenia was observed in 12 patients (14.2%). Agranu-
locytosis was also observed from the outset in 5 out of 6 patients with neutropenia. 
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Table 1. Evolution of adenopathies at admission. 

  Female Male Total Percentage 

Evolution ADP 

Acute 3 5 8 9.5 

Chronic 27 36 63 75 

unknown 8 5 13 15.4 

Total 38 46 84  

 
Table 2. Distribution of adenopathies according to their seat. 

 Number Percentage 

Seat 

Cervical 17 20.2 

Axillary 4 4.8 

Inguinal 3 3.6 

Cervical and axillary 27 32.1 

Cervical and abdominal 10 11.9 

Cervical and inguinal 3 3.6 

Axillary, médiastinal and inguinal 5 6 

Cervical, axillary and inguinal 11 13 

Cervical, axillary, inguinal, épitrochlear 4 4.8 

Total 84 100 

 
Table 3. Locoregional characters of adenopathies. 

 Number Percentage Percentage accrued 

Inflammatory    

 

Yes 38 45.2 45.2 

No 46 54.8 100.0 

Total 84 100  

Tumors    

 

Yes 47 56 56 

No 37 44 100.0 

Total 84 100  

Compressives    

 

Yes 7 8.3 8.3 

No 77 91.7 100 

Total 84 100  

Fistulized    

 

Yes 2 2.4 2.4 

No 82 97.6 100 

Total 84 100  
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Table 4. Signs associated with adenopathies. 

Signs Number Percentage 

Splenomegaly  15 17.9 

Hepatomegaly  18 21.4 

Pulmonary Condensation  19 22.6 

Anemic syndrome  60 71.4 

Serositis 

 21 25 

ascite 
ascite + pleuresy 

11 
6 

9.5 
7.1 

pericarditis + pleurisy 1 1.2 

pleurisy 3 1.2 

Fever  55 65.5 

Medullary insufficiency syndrome  5 6 

Superior cave syndrome  1 1.1 

General state alteration Oui 69 82.1 

 
Pancytopenia was noted in 6 patients. However, bicytopenia was more frequent 
in 17 patients (20.2%). Abnormalities were noted in 16 patients (19%), the 
Reed-Sternberg cells identified (in 3 patients) allowed a diagnostic orientation 
from the outset towards Hodgkin’s disease. A proliferation of lymphocytic cells 
was noted in 4 patients, the presence of blasts in 7 patients and the rest com-
posed of atypical cells. An inflammatory biological syndrome was noted in 57 
patients (67.8%). The argeenerative character found in 15 patients (17.8%) al-
lowed to orient the etiological research towards the medullogram to make cer-
tain diagnoses. 

On the infectious level, blood cultures were performed in 47 patients (55.9%). 
They were positive in 9 of them (19.1%) to identify the responsible germ. Cyto-
bacterial examination of urine was negative in 3 patients and positive in a patient 
isolating Escherichia Coli. Thick drop was negative in our patients except for 
Borrella Burgdorferi isolate. Retroviral serology was positive in 6 patients 
(7.14%). Intradermoreaction to tuberculin (IDRt) was positive in 28 patients 
(33.3%). The search for bacilli acido-alcoholo resistant in sputum was positive in 
8 patients (9.52%). Cytobacteriological examination of sputm was performed in 
8 patients, it was positive and isolates a germ in 1 patient. Toxoplasmic serology 
was positive in 1 patient Gen-Xpert was performed in 7 patients but was not 
contributory. 

Immunologically, the specific antibodies were assayed according to clinical 
directions. Anti-nuclear antibodies were positive in 3 patients (3.5%), anti-ECT 
antibodies in 3 patients (3.5%), rheumatoid factors in 7 patients and anti-DNA 
antibodies in 2 patients. Thoracic radiography was performed in 80 patients 
(95.2%). It showed interstitial syndrome in 32 patients (38%), cavitary images in 
13 patients (15.4%), bronchial syndrome in 10 patients (11.9%), atelectasis in 7 
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patients (8.3%), Pleural syndrome in 10 patients (11.9%), vascular syndrome 
type pulmonary arteriel hypertension, anterior mediastinal syndrome. The radi-
ograph suspected mediastinal ADP in 4 patients. Pelvic and/or endovaginal ab-
dominal ultrasound was performed in 68 patients is 80.95%. It revealed deep 
lymph nodes in 10 patients (11.9%). The diagnosis was also made by ultrasound, 
confirming the signs associated with adenopathies such as hepatomegaly in 20 
patients (23.8%), splenomegaly in 17 patients (20.2%) with their echogenic cha-
racter, ascites in 21 patients (25%). Thoracic CT scanner in 13 patients con-
firmed the mediastinal localization of adenopathies in 5 patients (5.95%), diffuse 
interstitial pneumonitis in 6 patients (7.1%), pulmonary infectious localization 
in 10 patients (11.9%), massive pulmonary embolism following aggressive lym-
phoma with mediastinal and axillary localization of compressive ADP, pleural 
effusion in 5 patients (5.9%). The abdominal thoraco scan was requested as part 
of the tumor extension. In 8 patients (9.5%), it showed the primary localization 
of lymph node metastases in 7 patients (87.5%). 

Lymph nodes were performed in 50 patients is 59.62%; it had already pro-
vided diagnostic guidance. It was in favor of tuberculosis (32%), malignant 
haemopathy (30%). The results are summarized in Table 5. 

Lymph node biopsy was performed in 45 patients (53.5%). The diagnosis was 
confirmed in most patients, tuberculosis in 13 patients (28.8%), malignant hae-
mopathy in 15 patients (33%), and metastasis in 7 patients (15.5%). Biopsy was 
not performed in 39 patients (46.42%). Among them, thirteen patients (15.4%) 
did not have the means to do the pathology examination. The data are summa-
rized in Table 6. 

 
Table 5. Summary of abnormalities found at lymph nodes. 

Lymph nodes Number Percentage 

 

Non-specific adenopathy 10 20 

Necrotizing lymphadenopathy 3 6 

Non-specific lymphadenopathy 1 2 

Nodal Tuberculosis 16 32 

Hodgkin lymphoma 4 8 

Extra-hematopoietic lymph node metastases 4 8 

Metastasis of a carcinoma 3 6 

Reactive lymphoid hyperplasia 5 10 

LLC B 1 2 

BURKITT Lymphoma 1 2 

Diffuse lymphoma with large cell B 1 2 

Diffuse range of lymphoid cells 1 2 

Not realized 34  

Total 84 100 

https://doi.org/10.4236/ojim.2017.73009


M. A. Ndour et al. 
 

 

DOI: 10.4236/ojim.2017.73009 87 Open Journal of Internal Medicine 
 

Table 6. Summary of abnormalities found at lymph node biopsy. 

Lymph node biopsy Number Percentage 

 

 45  

Tuberculosis 13 28.8 

Infectious lymphadenopathy 2 4.4 

Hodgkin’s lymphoma in its nodular sclero form 2 4.4 

 

Hodgkin’s lymphoma with mixed cells 1 2,2 

Metastases 7 15.5 

LLC type B 2 4.4 

B cell lymphoma 3 6.6 

Lymphoma BURKITT 

Plastic and follicular hyperplasia 

Sarcoidosis 

Castleman 

3 

2 

1 

1 

6.6 

4.4 

2.2 

2.2 

Non-contributory 
Not realized 

8 
39 

17 

Total 84 100 

 
Immunophenotyping was performed in 7 patients. He confirmed the diagno-

sis of 6 cases of malignant hemopathies including 3 Hodgkin’s disease. The me-
dullogram was performed in 15 patients (17.8%). The diagnosis of acute 
leukemiawasretained in 8 patients (9.5%), medullarymetastasis in 2 patients 
(2.3%), SALH in 3 patients patients, 1 case of vitamin B 12 deficiency and 
another normal. 

The etiologies found were diverse, depending on the clinical course of adeno-
pathies and associated signs. First-line complementary examinations provided 
diagnostic guidance. Certain additional examinations (lymph node biopsy, im-
munophenotyping, medullogram ...) had made it possible to better classify the 
etiologies by retaining 6 groups: malignant haemopathies, systemic diseases, in-
fections, neoplastic and vascular causes and histiocytic pathologies. Table 7 
summarizes the different etiologies of the adenopathies found in our patients.  

Eighty-one of our patients (96.4%) had a well-established diagnosis. This had 
made it possible to begin symptomatic but also etiological treatment. Various 
means were used (analgesics, antibiotics, chemotherapy, immunosuppressants 
including corticosteroids, anticoagulant).The mean etiological management time 
was 26 days with extremes of 5 days and 4 months, this being related to the re-
covery of the results especially the lymph node biopsy. The progression was fa-
vorable, marked by remission in 67 patients (79.7%). Ten patients died and sev-
en patients were lost to follow-up. 

In the course of this study, the diagnosis made it possible to detect some dif-
ficulties: 
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Table 7. Characteristics of the different etiologies found in our study. 

Etiological framework N (%) Specials 

Malignant 
hemopathies 
(26 patients) 

Hodgkin’s disease 5 (5.9) 
Lymphocyte depletion: 1; Mixed cellularity: 1 
Scleronodular: 2; Poppema nodular paragranuloma: 1 

Diffuse large cell lymphoma B 4 (4.7) 
2 HIV field cases; 1 case with mediastinal lymph nodes; 1 case with serum 
localization 

T lymphoma 1 (1.1) Associated medullary location 

Burkitt lymphoma 3 (3.5) 1 case of Burkitt leukemia noted 

Lymphoide acute leukemia 2 (2.3) 2 younger cases; Diagnosis in the medullogram 

Myeloid acute leukemia type 1 2 (2.3)  

Myeloid acute leukemia type 5 4 (4.7) 
2 cases Leukemia Myeloid Chronicle accused, 2 cases of Leukemia Acute 
Myeloid de novo 

Chronic lymphoblastic leukemia 3 (3.5) 1 case of splenic villous lymphoma, 1 prolymphocyte leukemia 

Myeloproliferative Syndrome 1 (1.1) Leukemia Myeloid Chronic acutization? 

Castleman’s Disease 1 (1.1) Suspicion/result of 2nd biopsy for confirmation not recovered 

Systemic diseases 
(10 patients) 

Primary Sjögren Syndrome 1 (1.1)  

Rheumatoid arthritis 4 (4.7) 
1 case of Felty; 1 associated with 1 secondary Sjogren Syndrome; 2 isolated 
cases 

Lupus disease 4 (4.7) 1 case associated with 1 tuberculosis and 1 with Hodgkin’s lymphoma 

sarcoidosis 1 (1.1) Ganglionic and pulmonary localization 

Infections 
(34 patients) 

Bacterial pyogenic 
lymphadenopathy 

3 (3.5) Germs: staphylococcus aureus and haemolytic beta streptococcus, borrelia 

Tuberculosis 23 (27.3) 
15 cases multifocal tuberculosis, 4 associated with HIV, 1 scrofuloderm, 3 
isolated 

HIV infection 6 (7.1) 2 cases HIV 1, 4 cases HIV 2, 4 cases stage IV WHO 

Lyme disease 1 (1.1) Borrelia, using thick gout 

toxoplasmosis 1 (1.1) Ganglionic and cerebral localization, positive toxoplasmic serology 

Solid neoplasms 
(7 patients) 

Lymph node metastases 7 (8.3) 
Pancreas, CBP, gastric, prostatic, cavum, breast, esophagus, 2 suspected cases 
of malignancy with primary location not found, 2 cases of spinal cord 
metastases 

Vascular causes (1) Phlebitis 1 
1 patient with thrombophlebia of the right infant; Inguinal localization of 
ADPs 

Histiocytosis (3) LHAS 3 (3.57) 2 cases secondary to multifocal tuberculosis, 1 on pyomyositis 

Causes not found in 3 patients  
Biopsy and non-contributory immunohistochemistry for 2 patients, 1 death 
before exploration 

 
- The consultation period was delayed and the length of hospitalization was 

long; 
- The painlessness of chronic adenopathies and the lack of financial means of 

our patients lengthened the consultation period and the duration of hospitaliza-
tion; 

- The quantiferon test is not very accessible due to the recurrent lack of rea-
gents in our public hospitals and its dearness in private laboratories; 
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- The histological examination of the costly surgical specimen was the respon-
sibility of patients who are unfortunately mostly indigent; 

- The reading of the pieces by the anatomopathologists who are few in num-
ber is long delaying the establishment of the diagnoses; 

- The realization of immunophenotyping was difficult because of its cost and 
therefore its inaccessibility for the majority of our patients despite its indication; 

The technique of ganglion biopsy is performed by the surgeons; which limits 
its practice if the latter are not available. 

4. Discussion 

Lymph nodes are a frequent reason for consultation in internal medicine. The 
etiological profile of adenopathies has been studied in our regions, in particular 
in their cervical localization and/or associated with other localizations [4]. Our 
study which was prospective observational descriptive, for one year, aimed to 
follow the patients in order to identify in addition to the etiological profile, the 
limits encountered in the establishment of the diagnoses. 

In our series, the patients consisted of 46 male and 38 female. The sex ratio 
was 1.2. The mean age of patients was 37.5 years with a standard deviation of 
17.7. These data are comparable to those found by NDONGO et al. [4] on the 
etiological profile of cervical adenopathies, which reported a sex ratio of 1.2 with 
a younger mean age of 34 years. A similar study in elderly subjects found a male 
predominance with an average age of 74 years justified by the target of the study 
[2]. 

The consultation period was on average 2 months in our series. The same de-
lay found by other African authors [5] [6] differs from that of Western authors 
[7] which rarely exceeds 2 months (less than 2 months often).This long delay 
could be explained by the more often painless character of chronic adenopathies 
and the lack of financial means of our patients. The latter lack social security 
coverage, cover the costs of hospitalization, explorations and treatment. These 
reasons make the patients stay for a long time without consulting. Moreover, 
there is difficult access to specialized consultancy in our countries, insufficient 
qualified staff and lack of reference at the higher level. The same reasons explain 
the length of hospital stay. 

In our study, 39 patients had a history and terrain that was related to ADP. 
These personal and/or family histories (smoking, HIV, malignant haemopa-
thies ...) partly oriented the etiological research of ADPs. This shortened the du-
ration and the cost of the explorations, given the very limited means of our pa-
tients and consequently an efficient management. 

ADPs were chronic in 63 patients (75%). This chronicity of ADP was ex-
plained on the one hand by the often painless character; Patients not considering 
the need to consult since they kept their daily activities, others by financial inac-
cessibility. Indeed the latter constituted a brake helped in this by the lack of spe-
cialists accustomed to take charge of ADP. The unknown duration of ADP in 13 
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patients was related to the fact that they were not large and did not require con-
sultation. Other African authors [8] [9] found this macro and polyadenopathy (> 
80%) chronic from the first consultation. The high frequency of this polyadeno-
pathy is a function of the etiology involved (tuberculosis for one of the series), 
but also of the long period of consultation of the patients, which favors the at-
tack of several lymph node groups. Lymphadenopathy was indeed isolated in 
some cases, however, multiple sites giving a polyadenopathy score were more 
common in 56 patients (66.6%). These data remain variable in the series and 
depend essentially on the studies. They are comparative to a study on lymphoma 
or poly adenopathies were classically predominantly cervical [10]. The cervical 
localizations located down are evocative of tumoral cause also as reported in 
certain series [11]. 

Adenopathies were inflammatory in 38 patients, is 45.2%, tumors in 47 pa-
tients, 56%, compressive in 7 patients (8.3%). These data were similar in the 
same study carried out to identify the etiology of cervical ADPs associated or not 
with other localizations where 34.27% were tuberculous ADPs [8], with lym-
phomatous and tumor ADPs Mostly tumoral. The significant inflammatory 
character of ADPs could be explained by the frequency and predominance of 
infectious pathology in our regions. 

The alteration of the general state reported in other series [11] [12] was also 
more frequent than in our study as signs such as fever and serites. The frequency 
of the associated signs that are sometimes in front of the scene is explained by 
the polymorphic character of the etiologies found in our regions thus delaying 
the orientation towards the specialists. However, the identification of the asso-
ciated signs always retains its relevance in the etiologic orientation in order to 
select the relevant complementary examinations [13]. 

First-line biological explorations strongly influenced the demand for further 
etiologic diagnosis. The inflammatory character (61.7%) was almost constant in 
most of the inflammatory pathologies of our cohort in particular infections and 
diseases of systems. These data are in agreement with those reported in other 
studies, or inflammatory syndrome occupies an important place in biological 
abnormalities [12] [14]. Cytopenia is due to the high prevalence of hemopathies 
in our series, but also to systemic diseases and spinal cord injury in certain eti-
ologies such as acute leukemia, tuberculosis and so on. 

By identifying Reed-Sternberg cells (3 patients), proliferation of lymphocytic 
cells (4 patients) and blastosis (7 patients), this contribution of blood count and 
blood smear are reported by other authors [15] [16]. 

The impairment of renal function in our series was 20.2%. This high preva-
lence could be explained by the delay in the consultation of our patients who of-
ten come to the stage of the resonance of their diseases. However, most cases 
were functional. The significant presence of proteinuria in 19% of our patients 
was due mainly to the renal impairment of systemic diseases, excluding urinary 
tract infections treated with appropriate antibiotherapy. 

The positivity of adenosine desaminase and IDRt respectively in 15.4% and 
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33.3% reinforced the presumptive arguments in our patients with tuberculosis. 
Our data are comparable to those found in the cohorts of BAMA G [12] and 
BARRY [7], who found 90% and 100%, respectively, but also by SOUDRE [17] 
in Burkina and VIGNIKIN [8] 30% and 100%. This test remains a good orienta-
tion in our context where the quantification is not very accessible due to the re-
current lack of reagents in our public hospitals and its dearness in private labor-
atories. The immunodepression noted in some of our patients by the HIV infec-
tion explains the negativity of the IDRt [18]. Imaging is essential for the research 
of deep ADPs but also for the etiological orientation. The improvement of the 
imaging techniques now makes it possible to obtain spatial resolutions of the 
order of a millimeter and to improve the resolutions in contrast [2]. 

Our chest X-ray data are comparable to those found in several studies, where 
radiography is still important because of its accessibility, especially in regions 
where certain pathologies, particularly infectious diseases, are present. In view of 
all these abnormalities suggestive of infectious, systemic or tumor pathologies, 
we can say that this examination therefore remains of routine interest in areas 
where several pathologies still exist. The decentralization of radiography services 
with continuing medical education in radiography for hospitals would contri-
bute to early diagnosis in general. 

Ultrasound was also a good examination of etiologic orientation. The combi-
nation of ultrasound and fine needle cytopuncture (used in our study in few pa-
tients) confirmed its feasibility and efficacy in the initial exploration of cancer 
patients with high sensitivity (77% - 98%) and a specificity of 100% in the expe-
rimented as reported in some series [19]. It remains an excellent technique for 
exploring superficial lymph nodes with good sensitivity. However, it has some 
limitations for deep ganglionic chains [20]. 

The adenogram was a simple, painless technique with undeniable advantages. 
However, fine needle cytopuncture deserves careful interpretation and must take 
into account the size, localization and lymph node consistency. The place of cy-
topunction in the etiologic assessment of adenopathies is currently recognized 
but must be supplemented by biopsy [19]. However, the high unsatisfactory 
sampling rate in our series (10 of the 50 cases) is also described in the literature. 
This may justify resuming this rapid, easy and cost-effective review [21]. 

The lymph node biopsy is the examination of choice for any acute or subacute 
lymphadenopathy to offer the pathologist an excellent piece of analysis. Most 
authors emphasize this privileged position of ganglion biopsy in the diagnosis of 
chronic adenopathies [4] [13] [16] and [22]. 

However, its realization often encounters some difficulties in our practice 
which are not negligible: 

Patients did not always accept the biopsy and deliberately refused the proce-
dure (4.7%). 

The expensive costs of the histological examination of the surgical specimen 
were borne by the patients who are unfortunately mostly destitute (15.4%). 
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The very insufficient number of pathologists in Senegal (six in number and all 
based in Dakar) increased the time between completion of the lymph node bi-
opsy and the achievement of results. This delay was 2 months - 15 days on aver-
age with the consequence the loss or the degradation of certain surgical speci-
mens sometimes due to bad conditions of conservation which could negatively 
affect the interpretation of the results and consequently the diagnostic manage-
ment and therapeutic. 

These difficulties tend to limit the practice of glandular biopsy which remains 
the examination of choice, indispensable for the diagnosis of chronic adenopa-
thy. In certain cases and according to the etiological orientation, it will be sup-
plemented by an immunohistochemical study or a bacteriological study with 
isolation of the germ and antibiogram.  

Immunophenotyping because of its cost and consequently its inaccessibility 
for the majority of our patients despite its indication, its realization was difficult. 
However, it keeps all its interest in the diagnosis of certain diseases especially 
malignant hematological diseases. This could be supplemented by cytogenetics 
and molecular biology. These latter techniques are mainly used in the diagnosis 
of lymphoid pathology and for prognostic purposes [13]. 

The medullogram was used to diagnose acute leukemia and LHAS. It is an ac-
cessible examination, an inescapable contribution in the diagnosis of certain ma-
lignant haemopathies. 

As in the literature, the etiologies found were diverse, depending on the clini-
cal evolution of adenopathies and the associated signs. First-line complementary 
examinations provided diagnostic guidance. Concerning malignant haemopa-
thies, from a clinical point of view, sixteen patients had a tumor syndrome. Di-
agnostic delay was delayed. It was on average 39 days. The mean age was 38 
years with extremes of 16 and 68 years. A clear male predominance (57.1%) was 
noted with a sex ratio of 1.3. Our data are similar to those found in the literature. 
BAMA G [12] who conducted a study of the etiologies of cervical adenopathies 
involving 296 patients found a clear male predominance both for Hodgkin’s dis-
ease where all the patients were of masculine gender as for the Non-Hodgkin’s 
lymphoma (NHL) where 9 of the 16 patients were male. The average age in his 
study was 25 years for Hodgkin’s disease and 33 years for NHL. AUDRIEU et al. 
[23] found this male predominance with two peaks: one around 30 years and the 
other after 50 years. The diagnosis of cases of acute leukemia in the medullo-
gram noted in our series was oriented by the tumor syndrome associated with 
the medullary insufficiency syndrome in a context of alteration of the general 
state which was quasi-constant (82.1%). This easy and accessible examination on 
the patient’s bed remains essential for the diagnosis of acute leukemia even if the 
translocations have not been detected. These data are similar to those described 
in the literature [24]. However biopsy in some cases may not be contributory as 
it was in our series where in 8 patients the biopsy is not contributory despite a 
histological study supplemented by an immunohistochemical study in the famous 
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large laboratories. Physical examination and evolution will thus constitute im-
portant elements of surveillance to look for a lesser sign that could guide the eti-
ology. 

Systemic diseases were not so weak as they were retained in 10 patients 
(11.9%). The adenopathies, through the biopsy would make it possible to rein-
force these pathologies. For the rheumatoid arthritis, the table and the immuno-
logical assessment were largely lendable, the biopsies allowed to rule out another 
associated hypothesis. The adenopathies found in lupus diseases were more 
bulky and multiple (4 of 4 patients) compared to patients with rheumatoid arth-
ritis. A predominantly female, (7 of 11 patients), the average age was 36 years in 
our series, data widely reported in the literature [13]. For sarcoidosis, the gan-
glionic localization was also epitrochlear, among other things, histology revealed 
an epithelioid and gigantocellular granuloma without caseous necrosis. These 
characteristics are well described in the literature [13]. 

Infections were frequent (40.4 dominated in our series by tuberculosis 
(27.3%). Several studies in Africa showed similar results [4]. For YU et al [25], in 
Asia, tuberculous adenopathies of the neck represent the main chronic cervical 
masses with 64 patients recorded in 1994. Despite tuberculosis vaccination with 
biliary of Calmette and Guerin (BCG), which is systematic and mandatory at 
birth, tuberculosis continues to be prevalent worldwide [26] and particularly in 
resource-limited countries. It is experiencing a revival since the advent of HIV. 
Clinically, adenopathies were inflammatory and chronic in 17 patients with 
predominant cervical and axillary localization (15 patients). The multifocal cha-
racter (serous, pulmonary, and cutaneous involvement, etc.) in 15 patients con-
stituted guidance in favor of tuberculous disease, especially since sputum was 
positive in half (8 patients). The lymph node biopsy was conclusive in 13 pa-
tients. Four of them were co-infected with HIV. The frequent combination of 
lymphoma and tuberculosis, as well as the occurrence of opportunistic infections 
and conditions such as lymphoma in patients living with HIV, should be per-
formed with lymph node biopsy, even in cases of bacilli acido alcohoolo resistant 
sputum positivity. The high prevalence of infections in our context reflects the 
low socio-economic level of our population even though most of these diseases 
are cosmopolitan. 

The tumor character of the adenopathies associated with other signs of or-
ganic or visceral involvement led the diagnosis towards solid neoplasia. The me-
tastatic character of adenopathies was confirmed by histology. The average age 
found in our series was 41.2 years. It was inferior to those found by SARINI [27] 
in the West which was around the fifth decade. This difference is likely to be re-
lated to life expectancy in developed countries, which is higher than that of de-
veloping countries, but also to the early diagnosis of certain neoplasias before the 
stage of metastasis; On the other hand, chronic recurrent infections in our regions 
that can make the bed of certain neoplasias. The male predominance observed in 
our series (sex ratio 1.5) is found by others of authors [27]. It is explained by the 
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fact that the subject of the masculine gender is much more exposed to certain 
risk factors, such as alcohol-tobacco association, poor oral hygiene and certain 
chronic infections. Endoscopy retains its full value in diagnostic research before 
any chronic adenopathy of primitive appearance [28] especially when the patient 
has a sign of digestive appeal. It makes it possible to find the primitive lesion in 
85% of the cases. In other cases, a lymph node dissection followed by an ana-
tomical examination may be performed [29]. 

A vascular cause was noted in our study in a patient with lymphadenopathy 
with inguinal localization. The diagnosis was thrombophlebitis of the right lower 
limb. The adenopathies were acute. They were not biopsied. The progression 
was favorable with a regression of the inflammatory character of the leg, the 
adenopathies by cons were residual. He did not have enough recoil to follow 
completely the evolution of these adenopathies. This residual character of the 
adenopathies and the rapid rearrangement of the inguinal ADPs makes all the 
difficulty of the diagnosis. However, the biopsy remains discouraged in these 
cases, the clinical picture and its evolution play an important role in the man-
agement of inguinal ADPs. These data are described in the literature [1] [16]. 

Histiocytic pathologies were all related to LHAS (3 patients) secondary to tu-
berculosis and pyomyositis. A case of disseminated intravascular coagulation 
was demonstrated in the 2 tuberculous patients with LHAS. The medullogram 
keeps all its interest in assisting the diagnosis. 

5. Conclusion 

Lymphadenopathy is a very common reason for consultation in internal medi-
cine. They may indicate an infectious, inflammatory or tumoral process devel-
oped in the territory from which they provide drainage (localized lymphadeno-
pathy) or from a more generalized inflammatory, systemic or tumoral process 
(poly-adenopathy of viral infections, systemic diseases, of leukemias). The etiol-
ogies are diverse, which requires a rigorous diagnostic approach. During our 
study, we encountered some difficulties. This was mainly due to the inaccessibil-
ity of certain additional examinations linked to the high cost but also to the fact 
that most of them were not carried out on site in Senegal, which considerably 
extended the diagnostic delay. 
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