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tender are more likely to be due to an infectious process,

painless adenopathy raises the concern of malignancy.

consistency

lymph nodes containing metastatic carcinoma are rock hard,

lymph nodes containing lymphoma are firm and rubbery,

lymph nodes enlarged in response to an infectious process are soft.
larger the lymph node more likely to be malignant esp if > 3to 4 cm
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NORMAL SCATTERPLOT

IDw 1 AZ546081-8
ID# 2
Sequence #

DATE: 25,87 .95
TIME: A7:57:16
Cagsg/Pos  AAR5AL

Mormal WEBC
Mormal BREC
Mormal PLT
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LYMPHOID BLASTS, LYMPHOCYTES FROM VIRAL INFECTIONS,
CHRONIC LYMPHOPROLIFERATIVE SYNDROBMES.
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Peripheral blood as a tool for diagnosis

CHRONIC LYMPHOPROLIFERATIVE DISORDER

CLi

NHL IN LEUKAEMIC PHASE
MANTLE CELL LYMPHOMA
HAIRY CELL LEUKAEMIA



Peripheral blood as a tool for diagnosis
IMMUNOPHENOTYPING
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LYMPH NODE EVALUATION




BIOPSY

Can be done by bedside, open surgerynediastinocopy or laparoscopy

FNA not recommended cannot distinguish between lymphomas (nodal
architecture needs to be intact)

excisional biopsy,

Provides the pathologist with adequate material to perform
histologic |,

immunologic, and genetic studies, is the most appropriate approach

FNA reserved for
established diagnosis and to demonstrate recurrence
Culture
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Case study

67 year old male
Left sided cervicallymphadenopathy
Presented 3 years ago with swelling
No history of fever or type B symptoms
No other lymphadenopathy is found.
LNBiopsydone
Pressure to treat
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Patholo_gy |

Reactive I_'I_.rmph node versus follicular lymphoma Left
panel: lymph node with reactive follicular hyperplasia.
screte follicles, well separated by interfollicular tissue, are
:ed predominantly in the cortex. Right panel: [yvmph node
from a patient with follicular yvmphoma, showing uniform
nodularity throughout ’rhl-' node :|r||:I little wariation in size and

h:||:n-'||'r1hl-'THIIIIII-' a back-to-back
arrangement. (From % a1 \ 55, LM, Chan, JK, Cleary,
ML, Dorfrman, RBF. Turrll:lr 5 HT ’rhl-' lvmph nodes and spleen. Atlas
of tumor pathology (electronic fascicle), Third series, fascicle
14, 1995, washington, DC. Armed Forces Institute of
Pathology.;

Similar in architecture to normal
geminal centers.

Can Resemble Reactive Follicular
Hyperplasia

Low proliferation rate in
comparison to RFH

Bcl -2 staining absent in RFH

Residual benign mantle zones not
seen

Dendritic cells are present and
stains can highlight diffuse areas



PARATRABECULAR AGGREGATES OF LYMPHOID CELLS

HOW DO | TREAT SUCH PATIENTS?
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