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Lymphadenopathy may be due to the invasion of inflammatory or 
neoplastic cells into lymph nodes. 

Materials and Methods: Fifty-eight patients were presented 25 (43.1%) 
patients were male and 33 (56.9%) patients were female, average age was 
between (2-80) years. 

Results: Our study revealed that 45 (77.6%) patients were associated with 
malignant lymph nodes enlargement 20 (34.48%) patients were male and 
25 (43.1%) patients were female and revealed that 13 (22.4%) patients were 
benign lymph nodes 5 (8.62%) patients were male and 8 (13.8%) patient 
were female, the mean age of patients which was associated with benign 
lymphadenopathy was 30.38y and those with malignant lymphadenopathy 
was 57.2 year and p-value revealed was highly Significant<0.001. 

Discussion: Our results revealed that 13 (22.4%) patients complained 
of benign lymph nodes and 45 (77.6%) patients were associated with 
malignant lymph nodes enlargement, which was disagreement with Iqbal 
M et al, which was reported that 15.9% cases due to tumor metastases 
and lymphoma, may be due to that patient with benign lesion will go 
to the primary care unite nearby home while patients complaining of 
malignancy must visit tertiary hospital which I was present, but our result 
was agreement with Lee Y et al 10 reported that prevalence of malignant 
lymph node 40%-60% in referral center. 

Conclusion: Surgical excision of oral and cervicofacial lymph 
node enlargement beneficial easy procedure to promote result of 
histopathological examination which was the stone that we depend upon 
it in diagnosis for fast track of treatment especially with malignancy, 
bilateral lymph node enlargement it indicated poor prognosis whether 
child or elderly patient and/or late stage of tumor . Surgical excision of 
lymph node was accompanied with rare complication and most common 
was infection and formation of scar post-operatively.
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There are 60-70 lymph nodes situated in the head and 
neck region which linked by lymphatic vessels, which appear 
oval-shaped so any abnormality in the number, consistency, in 
the size is defined lymphadenopathy [1]. Lymphadenopathy is 
disease of reticuloendothelial system related to an increase in 
normal lymphocytes and macrophages due to antigen [2]. It can 
be localized or generalized and can be classified as acute, sub-
acute and chronic, the latter constitute any swollen of lymph 
nodes that does not resolve by six weeks [3]. Lymphadenopathy 
may be due to invasion of inflammatory or neoplastic cells 
into lymph nodes. A patient presented with palpable cervical 
and/or submandibular lymph nodes is a serious diagnostic 
and therapeutic challenge [1, 4]. The etiology of cervical 
lymphadenopathy may be due to infections, iatrogenic, 
autoimmunodisorders, malignancies and miscellaneous. 
Optimal work up for cervical lymphadenopathy through 
history taking, physical examination, hematopathologic tests, 
imaging ultrasonography (US), Magnetic Resonance Imaging 
(MRI), Computed Tomography (CT) and Positron Emission 
Technique (PET) [5]. All these are helpful in evaluating the 
size, site, shape and the vascular pattern of the lymph nodes [6], 
(Figure 1).

But the definitive diagnosis requires excisional and 
sentinel lymph node biopsy which is considered a vital part 
of the management [7]. Specific complications of having 
lymphadenectomy like an infection in wound, a build-up of 
fluid in the lymph node area seroma, swelling in the affected 

Fig. 1. Distribution of head and neck lymph nodes 
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arm over months lymphedema and injury to nerves near the site 
of operation may cause areas of numbness of skin. Regarding 
the complication of surgical excision of lymph node post-
operatively, Infection may lead to neck abscess and reopening of 
the incision, and bleeding as with any type of surgery, Injury of 
the nerve which supply the tongue and lower lip in the operative 
field, injury to sensory nerves which affecting sensation of the 
earlobe, skin of the neck, Injury to the spinal accessory nerve can 
result in disability of trapezius muscle function lead to affecting 
movement of shoulder could be temporary or permanent 
through the surgical exploration of lymph node biopsy [8]. 
Surgical excision may form scaring postoperatively and another 
enlarged lymph node. The aim of our study was to analyze the 
outcomes of surgical excision and histopathological examination 
of lymph nodes (Figure 2).

MATERIALS AND METHODS
A retrospective study which was included patients who 

presented with oral and Maxillofacial lymphadenopathy more 
than six weeks duration that does not resolve [3], fifty-eight 
patients were presented 25 (43.1%) patients were male and 33 
(56.9%) patients were female, average age was between (2-80) 
years, surgical lymph nodes biopsy is done ta AL-Sadder teaching 
hospital from September 2007-2018. A thorough personal 
and family history was taken, intraoral and extraoral clinical 
examination to exclude any acute infection, the examination 
of the neck includes the size, site, laterality, tenderness and the 
texture of lymph nodes. In addition to the clinical examination 
and blood investigations, ultrasonography US, computed 
tomography CT and/or Magnetic resonance image MRI were 
taken for all patients to provide information about the size and 
the extent of the enlarged lymph node, in some cases FNAC 
was performed (Figures 3-6). All surgical procedures were 
performed under general anesthesia after obtaining informed 
consent from the patients; the most accessible enlarged lymph 
node was excised through extra oral approach and sent for 
histopathological examination. The investigated data included 
demographic and clinical parameters in addition to the final 
histopathological diagnosis. All the selected patients were 
entailed about the surgical procedure. They were informed about 
the surgical procedure including prognosis, potential hazards, 
and complications. They gave their approval to participate in 
written informed consent. The study protocol was reviewed and 
approved by the central regional ethics committee.

RESULTS
Our study revealed that 45 (77.6%) patients were associated 

with malignant lymph nodes enlargement 20 (34.48%) patients 
were male and 25 (43.1%) patients were female and revealed that 
13 (22.4%) patients were benign lymph nodes 5 (8.62%) patients 
were male and 8 (13.8%) patients were female. Regarding 
laterality of lymphadenopathy results revealed that 42 (72.43%) 
patients presented with unilateral lymph nodes enlargement 
were malignant after histopathological examination and 11 
(18.96%) patients who were presented with unilateral lymph Fig. 2. Submandibular

Fig. 3. Ultrasonography of submandibular and parotid lymph node 
enlargement

Fig. 4. Sub mandibular lymph node enlargement 

Fig. 5. Ultrasonography of Sub mandibular lymph node 
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Fig. 6. Sub mandibular and occipital lymph node enlargement 

nodes enlargement were benign. While bilaterally 3 (5.17%) 
patients presented were malignant and 2 (3.44%) patients were 
benign (Table 1). 

Results revealed that the etiology of lymph nodes 
enlargement after histopathological examination were 43 
(74.13%) patients were due to Secondary metastasis of 
malignant diseases with mean age was 55.86 year, 11 (18.96%) 
patients were due to non-specific inflammatory reaction with 
mean age was 29.45 year, 2 (3.45%) patients were associated 
with tuberculosis lymphadenitis with mean age was 34.5 year 
and 2 (3.45%) patients due to non-Hodgkin’s, non-Burkett’s 
lymphoma with mean age 30 year (Table 2).

Our study revealed that all patients which complained of 
squamous cell carcinoma were unilateral involvement of lymph 
node enlargement 32 (71.1%) and only one case (2.2%) presented 
with bilateral lymph node enlargement while those patients 
with mucoepidermoid carcinoma 5 (11.1%) were unilateral, 
patients with Adeno cystic carcinoma were 4 (8.8%) unilateral 
involvement, patient with malignant fibrous histiocytosis was 
1 (2.2%) case unilateral lymph node enlargement and 2 (4.4%) 
were Non-Hodgkin lymphoma non-Burkett’s, non-specific 
phase of lymphoma were bilateral lymph node enlargement. 
Our result revealed that 42 (93.3%) patients were presented 

with squamous cell carcinoma, mucoepidermoid carcinoma, 
adeno cystic carcinoma, and malignant fibrous histocytosis were 
accompanied with unilateral lymph node enlargement except 
(one patient presented with bilateral lymph node enlargement 
and two patients which were complaining of Non-Hodgkin 
lymphoma non-Burkett’s. Non-specific phase of lymphoma was 
bilateral lymph node enlargement it became 3 (6.7%) (Table 3).

Complication of Surgical excision of lymph node 
enlargement, our result revealed three cases were established 
an post-operative infection which was treated by drainage and 
dressing of the wound in addition of systemic antibiotic which 
was completely resolved, one patient presented with bleeding 
at site of wound and treated with pressure pack, one patient 
presented with injury to the motor nerve supply of tongue 
which was decreased after swelling subsided this will to some 
extent improve with time.

One patient presented with Injury the sensory nerve of a 
lateral side of tongue lingual nerve, one patient presented with 
Injury to the sensory nerve of ear lobe, one patient Injury the 
nerve controls the lower lip, one patient presented with Injury 
of spinal accessory nerve patient instructed for 

Physiotherapy and shoulder exercises that may help him, 
one patient presented with injury to the sensory nerve of neck 

Tab. 1. Characteristic of 
lymphadenopathy in patients 
diagnosed histopathologically with 
benign and malignant disease

Benign Malignant p-value
Mean Age Mean 57.2 year 0.025

S D 9.7 S D 15.9
Gender

Male 5 (8.62%) 20 (34.48%) 0.0074
Female 8 (13.8% ) 25 (43.1%) 0.019

Laterality
Unilateral 11 (18.96%) 42 (72.43%) 0.0042
Bilateral 2 (3.44%) 3 (5.17%) 0.12

Tab. 2. Etiology of the oral and 
maxillofacial lymphadenopathy by no. 
of patients and mean age

 Diagnosis  No. of patients (%)  Mean age 
(Year)  p-value  

Secondary metastasis  43 (74.13%)  55. 86 Y 0.0012 Significant differences 
Non-specific inflammatory reaction  11 (18.96%)  29.45 Y 0.0036 Significant differences 

Tuberculous lymphadenitis  2 (3.45%)  34.5 Y 0.001 Significant differences 
Non Hodgkins, Non Burkett’s 

lymphoma  2 (3.45%)  30 Y 0.001 Significant differences 
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Tab. 3. Histopathological diagnosis 
by side (uni or bi lateral) lymph node 
enlargement

Histopathological diagnosis Uni lateral lymph node 
enlargement

Bi lateral lymph node 
enlargement

Squamou cell carcinoma 32 (71.1%) 1 (2.2%)
Muco epidermoid carcinoma 5 (11.1%) 0 (0%)

Adeno cystic carcinoma 4 (8.8%) 0 (0%)
Malignant fibrous histocytosis 1 (2.2%) 0 (0%)

Non-Hodgkin lymphoma non-Burkett’s. Non-
specific phase of lymphoma. 0 (0%) 2 (4.4%)

Total 42 (93.3%) 3 (6.7%)

patients were associated with tuberculous lymphadenitis with 
mean age was 34.5 year which was unlike Athira Aruna Ramadas 
[1] may be due to that our center was referral one, and 2 (3.45%) 
patients due to non-Hodgkin’s, non-Burkett’s lymphoma with 
mean age 30 year which was in agreement with Iqbal M [9] they 
reported that 4.54% of lymphadenopathy due to lymphoma. 
Our result revealed that 42 (93.3%) were presented with uni 
lateral lymph node enlargement those presented with squamous 
cell carcinoma, mucoepidermoid carcinoma, adenoid cystic 
carcinoma and malignant fibrous histiocytosis which may be 
due to they presented early for diagnosis and treatment. one 
patient presented with squamous cell carcinoma and two cases 
with Non-Hodgkin lymphoma it became 3 (6.7%) which 
were presented with bilateral lymph node may be malignancy 
started at midline and locoregonial metastases lead to be 
bilateral lymph node involvement and according to the patient 
with Non-Hodgkin lymphoma which patient presented with 
generalized lymph node enlargement , our result in agreement 
with Harnsberger HR [13, 14] they reported that non-Hodgkin 
lymphoma appearance as bilateral lymph node without necrosis.

Complication of Surgical excision of lymph node 
enlargement , our result revealed three cases were established 
infection post operatively which was in agreement with Wende 
N. Gibbs [14, 15] reported that abscess formation is one of 
complications after surgical intervention of lymph node, one 
patient presented with bleeding at site of wound is rare 15, 
one patient presented with injury to the motor nerve supply of 
tongue movement which was decrease after swelling subsided, 
one patient presented with Injury to the sensory nerve supply of 
lateral side of tongue lingual nerve, one patient presented with 
Injury to the sensory nerve of ear lobe, one patient presented 
with Injury to the nerve control the lower lip marginal nerve, 
one patient presented with Injury of spinal accessory nerve 
patient instructed for physiotherapy and shoulder exercises 
which was helped him, one patient presented with injury to the 
sensory nerve of neck skin, our result was in agreement with 
Nilesh Vasan [16], one patient presented with recurrence of LN 

skin, one patient presented with recurrence of LN enlargement 
and histopathological examination revealed squamous cell 
carcinoma and two patients presented with scar formation 
which was commonly seen at cervicofacial region. The incidence 
of post-operative complications was 13 (22.4%) (Table 4).

DISCUSSION
Our results revealed that 13 (22.4%) patients complained 

of benign lymph nodes and 45 (77.6%) patients were associated 
with malignant lymph nodes enlargement, which was 
disagreement with Iqbal M et al. [9] which was reported that 
15.9% cases due to tumor metastases and lymphoma, may be 
due to those patients with benign lesion will go to the primary 
care unite nearby home while patients which complaining of 
malignancy must visit tertiary hospital which I was present, but 
our result was agreement with Lee Y et al. [10] reported that 
prevalence of malignant lymph node 40%-60% in referral centre.

Mean age of patients with enlarged lymph node which were 
benign histopathologic ally 37.15 years which was mainly due 
to locoregional infection in such age like odontogenic infection 
and tuberculosis, while mean age of patients with enlarged 
lymph node which were malignant histopathologic ally 47.4 
year, reason may be due to increasing uses of tobacco with 
alcohol, chewing of betel nut, change of lifestyle and stress of 
war and/ or terrorist. Our result was in agreement with Chen 
CJ et al. [11], Yang YH et al. [12] they reported that peak age of 
malignant patients was between 45 and 65 years. 

Our result revealed that the etiology of lymph nodes 
enlargement after histopathological examination were 43 
(74.13%) patients were due to Secondary metastasis of malignant 
diseases with mean age was 55.86 year may be patients presented 
at late stage which was in agreement with Lee Y et al. [10] , Yang 
YH et al. [12]. 11 (18.96%) patients were due to non-specific 
inflammatory reaction with mean age was 29.45 year, 2 (3.45%) 

Tab. 4. A complication of surgical excision 
of LN by no. of patients 

Type of complication post operatively No. of patients (%)
Infection post-operatively 3 (5.2%) a
Bleeding post-operatively 1 (1.7%) b

Injury to the nerve supply of tongue movement the 
hypoglossal nerve 1 (1.7%) b

Injury to the sensory nerve supply of lateral side of tongue 
lingual nerve 1 (1.7%) b

Injury to the sensory nerve of the ear lobe 1 (1.7%) b
Injury the nerve controls the lower lip marginal nerve 1 (1.7%) b

Injury of the spinal accessory nerve 1 (1.7%) b
Injury to the sensory nerve of neck skin 1 (1.7%) b

Recurrence of LN enlargement 1 (1.7%) b
Formation of scar post-operatively 2 (3.4%) c

Total 13 (22.4%)
Different letters indicate significant differences at p<0.05

https://www.ncbi.nlm.nih.gov/pubmed/?term=Ramadas AA%5BAuthor%5D&cauthor=true&cauthor_uid=28348622
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gibbs WN%5BAuthor%5D&cauthor=true&cauthor_uid=18982089
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gibbs WN%5BAuthor%5D&cauthor=true&cauthor_uid=18982089
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enlargement and histopathological examination revealed was 
squamous cell carcinoma which was in agreement with Cyrus 
J Kerawala [17], our results revealed two patients was presented 
with scar formation which was commonly seen at cervico facial 
region which was in agreement with Nilesh Vasan et al. [16] they 
reported that scar formation at the site of wound under the skin.

Incidence of post-operative complication was 13 (22.4%) 
cases which was slightly higher than Wrightson WR Wong et 
al. [18, 19] they reported that post-operative complication of 
regional lymph node excision was 19. 5% may be due to delay 
attendance of patient to a dental clinic, patient ignorance and/
or delay of diagnosis of the lesion.

CONCLUSION
Surgical excision of oral and cervicofacial lymph node 

enlargement beneficial easy procedure to promote result of 
histopathological examination which was the stone that we 
depend upon it in diagnosis for fast track of treatment especially 
with malignancy, bilateral lymph node enlargement it indicated 
poor prognosis whether child or elderly patient and/or late stage 
of tumor. Surgical excision of lymph node was accompanied 
with rare complication and most common was infection and 
formation of scar post-operatively.
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