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Abstract

Objective: To determine the spectrum of malignant lymphoma in our set up, according to the WHO
classification. Methods: All the cases diagnosed as malignant lymphoma, during the year 2005, were retrieved
from the institution based tumour registry record and classified according to WHO criteria depending on the
immunohistochemical results of a panel of lymphoma marker®kesults: The male to female ratio was 2.5: 1 for
almost all types of malignant lymphomas. The age range was 3 to 80 years. The frequency of Hodgkin's lymphoma,
Burkitt's lymphoma and lymphoblastic lymphoma were higher amongst the children, whereas follicular
lymphomas, mantle cell lymphoma and CLL/SLL were more frequently reported in 5th, 6th and 7th decades.
Of the total cases 62% were nodal and 38% extranodal (majority in the GI tract). Non Hodgkin’s lymphoma
was more (73%) frequent than Hodgkin's disease. Mixed cellularity and nodular sclerosis were the main
histological variants of Hodgkin’s diseaseConclusions: Immunohistochemistry is not very frequently used in
our set up and that also at very few centres. Therefore, its application should be encouraged to raise the quality
of data on lymphoid neoplasms and contribute to their control.
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Introduction tumour registry database of AFIP, Rawalpindi between
the period of January 2005 to December 2005. The
The lymphoid malignancies are quite frequently seefymphoid neoplasms, which were classified according to
in developing countries and in one of the study these weMYHO classification by employing a panel of antibodies
found to be the most frequent tumours particularly inaccording to morphology, were included. The panel of
paediatric age group (Jamal et al., 2006). In most of thantibodies were selected from antibodies including CD45
histopathological centres of Pakistan, lymphoid(LCA), CD 45R0O,CD 79,CD 20, CD10, CD 23,CD
malignancies are being reported according to working,CD5, CD43, CD56, CD 8, CD 4, CD 30,CD 15,CD
formulation in past and still classified according to34,EMA, Bcl 2, TdT, Ki 67, ALK1, kappa and lambda
working formulation at many places. light chains, as recommended (Kalyan et al., 2006).
Due to the |Ilimited availability of
immunohistochemical techniques, WHO (Jaffe et al. Results
2001) classification of lymphoma is being used at very
few centres. Therefore, there is a paucity of data (Muzaffar Out of 308 cases of malignant lymphomas, 246 cases,
et al., 1997; Aziz et al., 1999) concerning the pattern oflassified according to WHO classification were included
lymphoid malignancies according to WHO classificationin this study. The male to female ratio was 2.5:1 for almost
in our set up. So this study was carried out to find thall types of malignant Lymphomas. Non-Hodgkin’s

pattern of lymphoid malignancies lymphoma (NHL) was more frequent, 180 cases (73%)
than Hodgkin’s disease (HD), 66 cases (27%). Malignant
Materials and Methods lymphomas were reported amongst patients with an age

range of 3 to 80 years. The frequency of Hodgkin’s
The Armed Forces Institute of Pathology (AFIP),lymphoma, Burkitt's lymphoma and lymphoblastic
Rawalpindi, Pakistan receives specimens from varioulymphoma was higher amongst the children. In contrast,
military hospitals all over Pakistan and civil institutions follicular lymphomas, mantle cell ymphomas and CLL/
mainly from part of northern Pakistan. The present stud$LL were more frequently reported in 5th, 6th and 7th
included all the lymphoma cases retrieved from thealecades (Figure 1).
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Figure 1. Various Subtypes of Lymphoma in the Different Age Groups

Sixty six cases (27%) of Hodgkin’s disease (HD) were
found.The mixed cellularity was the most frequent (17%The T cell lymphomas were rare (14%). With 10 cases,
of total 27% of HD) followed by nodular sclerosis (10%).Peripheral T cell lymphomas were the commonest
There were no cases of lymphocytic depletion andollowed by cutaneous T cell ymphomas (n=5). Four cases
lymphocyte rich Hodgkin lymphomas (Table 1).
The extra nodal presentation was observed in 38 %ere 2 cases of lymphoblastic lymphoma. Three cases of
cases. Stomach followed by the skin was the commoneSD 30+ cutaneous T cell lymphomas were also reported
site of extra nodal presentation. Nodal presentations we(gable)
about 62%. Cervical lymph nodes followed by the inguinaMalignant lymphoma of paediatric age group (<15 years)
lymph nodes, were the commonest lymph node groupsas seen in 32 patients where Hodgkin's disease (19 cases)

involved.

of anaplastic large cell ymphoma were reported and there

was most frequent, followed by 05 cases of Lymphoblastic

In the Non-Hodgkin lymphomas group, B cell (03 cases of B and 2 of T cell type) and Burkitt's lymphoma
lymphomas were 86% (n= 156) and T cell ymphomas (rach.
=24) were 14%. Amongst the B cell ymphomas, 119 cases
were diagnosed as Diffuse large B cell lymphoma (76%)Discussion
followed by follicular lymphoma 6% (n=9) and 7 cases
(4% each) of Burkett's lymphoma and Lymphoblastic By using WHO classification with the help of
lymphoma. Extra nodal marginal zone lymphoma, Mantlémmunohistochemical techniques, various subtypes of
Cell lymphoma and CLL/SLL each had four cases reporteHodgkin and non- Hodgkin lymphoma are easily classified
(Table 1). Of the diffuse large B cell ymphoma, one cas€Turner et al., 2004). Lymphoid malignancies in which
each of anaplastic large cell lymphoma and T cell rich Bnorphology is enough to support a diagnosis,

cell lymphoma were reported.

Table 1. Numbers of Cases of Different Subtypes of

Lymphoma in Both Sexes (n=246)

Total Male Female
B- Cell Lymphoid Neoplasms 147 118 64
DLBCL 119 75 44
Extra nodal Marginal zone 4 1 3
Follicular lymphoma 9 7 2
CLL/SLL 4 3 1
Mantle cell 4 3 1
Burkitt's 7 5 2
Lymphoplasmacytic 0 0
T/NK Lymphoid Neoplasms 22 16 6
Cutaneous T cell 5 2 3
CD 30 + Cutaneous T cell 3 3 0
Angioimmunoblastic 0 0 0
Anaplastic large cell 4 2 2
Peripheral T cell, unspec 10 6 4
T/NK cell 0 0 0
Lymphoblastic Lymphoma 11 7 4
B — cell 9 6 3
T —cell 2 1 1
Hodgkin’s Lymphoma 66 49 17
Nodular Sclerosis 22 17 5
Mixed Cellularity 44 32 12
Lymphocyte depleted 0 0 0
Lymphocyte rich 0 0 0

immunohistochemical techniques can act as ancillary
tests. In most of the cases reported here, the results of the
immunohistochemistry supported the morphological
diagnosis and in only a small percentage did the results
vary. There are small percentages of lymphoid
malignancies where morphology alone is so deceptive,
that it is difficult to determine the cases to be, Hodgkin or
Non-Hodgkin lymphoma on morphology alone ( Hartge
etal., 1994). In such cases, immunohistochemistry comes
to the pathologist and oncologists as a great aid.
Classifying lymphomas alone as B and T cell type, has
very significant prognostic information provided to
oncologists (Akpek et al., 2000). Approaching any
lymphoid malignancies by using WHO classification helps
us to classify lymphomas into B and T cell types and
recognizing specific entities (Turner et al., 2004; Shivarov
et al 2005).

The present series found that frequency of Hodgkin’s
lymphoma has not changed much when compared to our
previous analysis (Ahmed et al., 1993). Most of the
developing countries have higher frequency of Hodgkin
lymphoma (Kalyan et al., 2006; Tumwine, 2004), and
same was observed here. This may be attributed to its
association with Epstein Barr Virus infection which is
quite frequent in developing countries.

The frequency of B and T cell Non-Hodgkin
lymphomas was same as observed in the previous
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