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Introduction: Lymphadenopathies, which can be caused by infections, malignant diseases, autoimmune disorders, and many other
diseases, pose a challenge to clinicians in sub-Saharan Africa, as well as all over the world. The purpose of this research was to
identify the clinical and diagnostic characteristics of Somalian patients suffering from swollen lymph nodes.

Methods: Under the purview of this study, the diagnoses, patient clinical courses, and treatment outcomes were ascertained
retrospectively by analyzing the biochemical, microbiological, radiological, and pathological data of the cases in all age groups
who underwent therapy for lymphadenitis at Mogadishu Somali Turkey Recep Tayyip Erdogan Training and Research Hospital
between January 2016 and September 2023.

Results: During the study period, 317 patients were followed up, with 53.3% of the patients as female, 46.7% as male, 28.1% as
pediatric, 63.1% as adult, and 8.8% were elderly patients. With 58.7% of diagnoses, tuberculous lymphadenitis was the most common,
pursued by malignant causes (21.8%). The most commonly affected lymph node was the cervical region, the symptom detected was
lymph node swelling, the radiological method used was ultrasonography, and the biopsy method was fine needle aspiration biopsy. It
was determined that benign conditions, including tuberculosis were more common in pediatric group and younger adults (p<0.001),
and weight loss was a significant in terms of malignancy and tuberculosis (p<0.001). White blood cell value (p<0.001), erythrocyte
sedimentation rate (p<0.001), and C-reactive protein (p:0.001) revealed differences across the diagnostic groups.

Conclusion: Almost two-thirds of patients were diagnosed with tuberculosis lymphadenitis. Our finding revealed tuberculosis as the
commonest cause of lymphadenopathy followed by malignant causes. Therefore, before screening for malignant causes, tuberculosis
should be the first diagnosis considered in Somalia, particularly in a patient presenting with weight loss and swelling of the lymph
nodes.
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Introduction

Lymphadenopathy (LAP) is the term used to describe the invasion of lymph nodes by different cells (cancer or
inflammatory cells) and their multiplication there, which causes the lymph nodes to enlarge (>1 cm) and/or lose their
consistency. On physical examination, nodules greater than 5 mm that are palpable in the popliteal, iliac, supraclavicular,
or epitrochlear regions should be regarded as abnormal. A pathologic condition is suggested by hard, matted lymph

nodes. Between the ages of two and ten, children’s lymph nodes are marginally more noticeable than those of adults.'~
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A number of factors, such as infections, autoimmune disorders, malignancies, and various other diseases, can cause these
swelling of lymph nodes.* The majority of pediatric LAP cases are benign or infectious, and nearly half of them involve
healthy individuals. A comprehensive and healthy medical history is necessary to determine the etiology.’

Moreover, in order to provide appropriate treatment for LAP, it is imperative to have a comprehensive understanding
of the underlying causes and associated clinical traits.® The clinical manifestations of specific diseases, such as Kikuchi-
Fujimoto disease, are distinguished by the presence of fever and painful swelling of the lymph nodes in the neck. It is
crucial to identify these characteristics in order to make an accurate diagnosis and provide appropriate treatment.”

It is also crucial to comprehend the local epidemiology and illness patterns because the incidence and causes of LAP
fluctuate among demographics and geographic areas.® To top it all off, tuberculosis (TB) is still a huge problem,
especially in high-risk regions; adequate management is essential, its clinical and pathological characteristics must be
thoroughly evaluated.”'® LAP has recently become more difficult to diagnose and treat due to the COVID-19 pandemic.
One new complication is axillary LAP, which can develop after a COVID-19 vaccination and needs to be carefully
distinguished from other, potentially cancerous reasons.''

Clinical signs of the illness may be limited to the patient’s LAP, which might be localized, regional, or extensive.
The patient may experience pain, fever, a wide range of symptoms from pressure on the nearby organs, or abnorm-
alities in several laboratory parameters. Cervical, supraclavicular, axillary, inguinal, femoral, or popliteal peripheral
LAPs are readily identified by physical examination, and a biopsy is conducted to collect a sample. However, to
identify and sample deep visceral LAP, advanced imaging techniques and surgical procedures (such as laparotomies)
are required.’"'?

The diagnostic evaluation of LAP encompasses a range of techniques, such as fine-needle aspiration biopsy (FNAB)
and histological examinations, which are crucial for determining the root causes.'*'* For palpably located or challenging-
to-reach deep lesions, FNAB is the primary procedure of choice. Preoperative diagnostics, clinical follow-up, decreased
risk of tissue injury and infection, and increased patient comfort are just a few benefits. It is also recommended for the
thyroid gland, large salivary glands, and other neoplastic lesions in the head and neck area in addition to lymph nodes. It
is highly sensitive and specific in diagnosing cervical lymphadenitis associated with TB, and it is reasonably priced. One
drawback would be the challenge of identifying small, relatively mobile masses.'>"'®

LAPs pose a diagnostic challenge in Somalia. There is a dearth of cytological data and research on the topic from
other sub-Saharan African (SSA) nations, like Somalia. The purpose of this study was to characterize the prevalence of
LAPs in Somalia’s pediatric and adult populations, as well as their location, clinical and laboratory characteristics, age
and gender distribution, and diagnostic features.

Materials and Methods

Setting and Study Population

This retrospective study was conducted at Mogadishu Somali Turkey Recep Tayyip Erdogan Training and Research
Hospital. This hospital is one of the largest medical institutions providing healthcare in the entire SSA. Within the scope
of the study, the medical records, biochemical, microbiological, radiological and pathological data in the hospital
automation registration system of the cases who were followed up or consulted with the diagnosis of LAP (and other
additional symptoms) in the Infectious Diseases and Clinical Microbiology Polyclinic/Clinic and the Radiology
Polyclinic/Clinic between January 2016 and September 2023 were examined.

Case Definitions

For this study, we classified cases as “pediatric, adult, and geriatric” in addition to gender. Another main backbone of the
study was the region where lymph node pathology was observed and the pathological findings. Region classification was
made as “cervical, axillary, inguinal, intrabdominal, supraclavicular, subclavicular, submandibular/submental, mediast-
inal and others”. Radiological methods and biopsy procedures used in diagnosis were also examined within the frame-
work of the study.
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Data Collection

Demographic and Clinical Data

The patients’ symptoms (fever, weight loss, night sweats, etc), LAP-related hospitalization history and duration, disease
course, treatment received (antibiotic, antiTB drugs, chemotherapy, etc), and treatment duration were also evaluated. We
also analyzed the diagnoses of the patients in three main groups as TB lymphadenitis, malignancy and the others
(bacterial LAP, chronic nonspecific LAP, other infections, autoimmune diseases and unknown etiology).

Laboratory Investigations

Complete blood count (CBC), erythrocyte sedimentation rate (ESR), C-reactive protein (CRP), HbsAg, AntiHCV,
AntiHIV and Syphilis antibody results were recorded. Since there were patients who underwent biopsy in our study,
patients presenting with LAP due to HIV infection were not included in the study.

Imaging Findings and Invasive Investigations

Radiological methods (ultrasonography, computed tomography, etc) used for diagnostic purposes were examined one by
one and recorded. Additionally, the techniques used for lymph node biopsy (fine needle aspiration biopsy, excisional
biopsy, etc) were also reviewed and added to the data set.

Statistical Analysis

The characteristics of the patients were presented with descriptive statistics. Categorical data were presented as numbers
and percentages. Continuous variables were evaluated with the Kolmogorov—Smirnov test and histogram in terms of
normal distribution assumption. Continuous variables were presented as median (minimum-maximum) values. We tested
the factors between disease groups in univariate analyses. Chi square test was used in the analysis of categorical
variables. Kruskal Wallis and Mann Whitney U-tests were used in the analysis of continuous variables, and p<0.05
was considered statistically significant. All analyzes were performed using IBM SPSS Statistics for Windows, Version
25.0 (IBM Corp. Armonk, NY: USA. Release Date 2017).

Ethical Approval

This retrospective study was approved by the Mogadishu Somali Turkey Recep Tayyip Erdogan Training and Research
Hospital Ethics Committee (07.09.2023-MSTH/15313-832). Since the study was retrospective in nature, a waiver of
informed consent was granted by the ethics committee and it was not deemed necessary to obtain participant consent.
Furthermore, the “Ethical Principles of the World Medical Association Declaration of Helsinki” were taken into
consideration when conducting the research.

Results

An analysis was conducted on the data of 317 individuals who were diagnosed with LAP and followed up or consulted
between January 2016 and September 2023. The patients ranged in age from 1 to 90 years old, with a 25-year-old
median. Among the patients, 169 (53.3%) were female and 148 (46.7%) were male. The rates were reported to be 28.1%
(n:89), 63.1% (n:200), and 8.8% (n:28), respectively, when we categorized the patients as pediatric (0—18 years), adult
(18-65 years), and geriatric (>65 years). A total of 83 patients (28.2%) were admitted to the hospital for LAP therapy and
diagnostic procedures, with an average stay of 5 days (min-max: 2-29 days).

Table 1 lists the percentages of body parts for which LAP was found, the range of symptoms that led to hospital
admissions, and the diagnoses that were given to the patients. TB was the most common diagnosis (n:186, 58.7%),
followed by all malignant diagnoses (n:69, 21.8%), including primary lymph node cancers and metastatic cases. Bacterial
LAP, non-bacterial infectious LAP, autoimmune diseases, chronic non-specific LAP, and undiagnosed conditions are
included in the group of other diagnoses (n:62, 19.5% in total). One carcinoid tumor, one glomus tumor, one malignant
melanoma, and one spindle cell mesenchymal neoplasm were found under the four detected “others headings” in Table 1,
which lists metastatic cancer types of known origin according to the organs.
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Table | Localization of the LAP, Symptoms and Diagnosis of Individuals

Individuals (n:317)

Area of LAP* | n (%) Symptoms* n (%) Diagnosis n (%)
Cervical 215 (57.3) | Fever 131 (41.3) | TB LAP 186 (58.7)
Axillary 30 (8.0) Lymph Node Swelling 251 (79.2) | Malignancy 69 (21.8)
Inguinal 18 (4.8) Nausea and vomiting 27 (8.5) Metastatic (origin known) Thyroid (21), 37 (11.7)

Breast (4), Larynx (2), Uterus (2), Colon (2),
Prostate (1), Ovary (1), Others (4)

Intraabdominal 24 (6.4) Weight loss 48 (15.1) Non-Hodgkin lymphoma (NHL) Hodgkin 11 (3.5)7(22) 13 4.1)1(0.3)
lymphoma (HL) Metastatic (origin

unknown) Leukemia

Subclavicular 9 (24) Night Sweats 20 (6.3) Other Diagnosis 62 (19.5)
Supraclavicular 39 (10.4) Fatigue, loss of appetite | 11 (3.5) Bacterial LAP Chronic Nonspecific LAP 43 (13.6) 7 (2.2)
Submandibular 31 (8.3) Pain in lymph node 10 (3.2) Other infections Infectious mononucleosis 2 (0.6)

(1) Leishmaniasis (1)

Mediastinal 8 (2.1) Autoimmune Disease Rosai-Dorfman 2 (0.6)

disease (1) Kikuchi-Fujimoto disease (I)

Others 1 (0,3) Unknown 8 (2.5)

Note: *There are patients who have more than one lymph node area involved and have more than one symptom.

Examining the biopsy techniques used for diagnostic purposes, we found that FNAB was used the most often (n:188,
59.3%). Among the other techniques, 34.4% (n:109) of cases involved excisional biopsy, while 6.3% (n:20) involved tru-
cut biopsy. The frequencies of radiological techniques utilized for patient treatment, as well as treatment outcomes, are
listed in Table 2. Six cases of HBV infection, one case of HCV infection, and one case of syphilis infection were found in
this investigation (2.5% in total), which excluded patients with HIV.

Table 3 presents the distribution of gender, hospitalization and recovery status, lymph node localization (most
common: cervical, supraclavicular and submandibular), and symptoms (most common: lymph node swelling, fever
and weight loss). Furthermore, Table 4 presents the study of the biochemical (CBC, CRP, and ESR) and age-related and
treatment duration-related differences among the three groups that we diagnostically differentiated.

Table 2 Radiologic Method, Disease Course and Treatment

Individuals (n:317)

Radiologic method* n (%) Disease course | n (%) Treatment* n (%)
Ultrasonography (USG) 249 (78.5) | Recovery 249 (78.5) | Antibiotic 45 (14.8)
Computed tomography 70 (22.1) | Complications 21 (6.7) Anti thc 186 (58.7)
Magnetic resonance imaging | 21 (6.6) Relapse 1 (0.3) Nonsteroidal Anti-Inflammatory Drugs | 15 (4.7)
X-Ray 2 (0.6) Death 40 (12.6) Chemotherapy (CT), radiotherapy 67 (21.1)
None 26 (8.2) Unknown 6 (1.9 Surgery 38 (12.0)

Note: *There are patients who underwent more than one radiological method or treatment method.
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Table 3 Characteristics of Gender, Hospitalization, Area of Lymph Node Involvement, Symptoms and Disease
Course According to Groups

Individuals (n:317)

Features TB LAP n (%) | Other Diagnosesn (%) | Malignancy n (%) | Total n (%)

Gender

Male 92 (49.5) 25 (40.3) 31 (44.9) 148 (46.7)

Female 94 (50.5) 37 (59.7) 38 (55.1) 169 (53.3)
p>0.05%*

Hospitalization

Yes 38 (20.4) 9 (14.5) 36 (52.2) 83 (26.2)

No 148 (79.6) 53 (85.5) 33 (47.8) 234 (73.8)
p <0.05

LAP region

Cervical

Yes 123 (66.1) 43 (69.4) 49 (71.0) 215 (67.8)

No 63 (33.9) 19 (30.6) 20 (29.0) 102 (32.2)
p > 0.05

Supraclavicular

Yes 28 (15.1) 5(@.1) 6 (8.7) 39 (12.3)

No 158 (84.9) 57 (91.9) 63 (91.3) 278 (87.7)
p > 0.05

Submandibular

Yes 22 (11.8) 6 (9.7) 3 (43) 31 (9.8)

No 164 (88.2) 56 (90.3) 66 (95.7) 286 (90.2)
p > 0.05

Symptoms

LAP swelling

Yes 154 (82.8) 46 (74.2) 51 (73.9) 251 (79.2)

No 32 (17.2) 16 (25.8) 18 (26.1) 66 (20.8)
b < 0.05

Fever

Yes 69 (37.1) 27 (43.5) 35 (50.7) 131 (41.3)

No 117 (62.9) 35 (56.5) 34 (49.3) 186 (58.7)
p <0.05

(Continued)

Infection and Drug Resistance 2025:18 heeps: 561



Kirath et al

Table 3 (Continued).

Individuals (n:317)

Features TB LAP n (%) | Other Diagnosesn (%) | Malignancy n (%) | Total n (%)

Weight loss

Yes 26 (14.0) I (1.6) 21 (30.4) 48 (I5.1)

No 160 (86.0) 61 (98.4) 48 (69.6) 269 (84.9)
p <0.05

Disease Course

Recovery 175 (94.1) 60 (96.8) 14 (20.3) 249 (78.5)

Complications, Relaps, Death, Unknown | |1 (5.9) 2 (3.2) 55 (79.7) 68 (21.5)

b < 0.05

Note: *Pearson’s chi-square test.

Table 4 Distribution of Age, Treatment Duration and Laboratory Findings According to Groups

Individuals ( n:317) Median (min-max) p*
Features TB LAP Other Diagnoses | Malignancy

Age (year) 22,5 (1-90) 23 (1-75) 46 (1-87) <0.05
Duration of treatment (day) 180 (180-540) | 14 (7-360) 60 (3-360) <0.05
Erythrocyte Sedimentation Rate (ESR) (mm/h) | 52 (2—145) 29.5 (1-140) 44 (1-135) <0.05
C reactive protein (CRP) (mgL) 27 (0.2-320.4) | 35.3 (0.1-376) 1.7 (0.1-202) | <0.05
White Blood Cell (WBC) (10°IL) 6.6 (2.7-31.7) | 9.8 (3.2-32.4) 6.7 (1.7-35.9) | <0.05
Hemoglobin (HGB) (g/dL) 12.3 (5.1-16.1) | 12 (4.5-15.6) 12.2 (6-16) >0.05
Platelet (PLT) (10°/L) 324 (53-942) 279.5 (41-950) 270 (52-865) | <0.05

Note: *Kruskal Wallis analysis.

Discussion

Somalia is among the world’s most challenging, least developed, and lowest-income per capita nations as a result of
a civil war that has lasted for almost quarter of a century. Significant migratory movements have taken place as a result of
the situation getting worse in recent years owing to hunger, severe drought, and floods, in addition to the war and
violence in the southern and central areas. In terms of mother mortality and child death rates under five, it also tops the
globe. Infectious diseases are the most frequent cause of these fatalities.'”

In our study, 58.1% of LAP cases had TB, 21.8% had malignant LAP, and 19.5% had other benign reasons apart from
these two diagnostic categories. With a prevalence of 57.3%, the cervical region lymph nodes are the most commonly
affected location. The three most commonly observed LAP localization sites (p>0.05)—cervical, supraclavicular, and
submandibular—did not differ significantly from one another according to differential diagnosis. Moreover, no statisti-
cally significant gender-related association was seen between the groups (p>0.05).

TB, which largely affected the cervical region and accounted for 123 cases of LAP in our study, was the most
common cause of the condition. The other most prevalent places in the research group, the supraclavicular and
submandibular areas, were the sites where TB LAP was most commonly detected (28 and 22 cases, respectively).
Furthermore, it was discovered that the mean ages of the groups with benign lesions and TB LAP were 23 and 22.5,
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respectively, whereas the group with malignant LAP had an average age of 46 (p: <0.001). These viewpoints suggest
that, in the case of Somalian children and young adults with neck masses, TB LAP should be the initial diagnosis.

Fever, weight loss, and enlargement of the lymph nodes were the most frequent causes of hospital admission (79.2%,
41.3%, and 15.1%, respectively). Of these symptoms, weight loss showed a statistically significant difference between
the groups (p<0.001). TB may be the first thing that comes to mind in the preliminary diagnosis of a patient who is
investigated for the etiology of LAP after cancer has been ruled out and who describes weight loss.

For physicians, LAP may provide an etiological dilemma. A patient’s medical history, symptoms, physical examination,
lymph node anatomy, swelling size and duration, laboratory results, and radiographic results can all provide information on
whether or not their LAP is malignant. It can manifest in many different ways, ranging from benign infections in youth to
cancers that are more prevalent in the elderly. Additionally, epidemiological differences by geography may be observable
(for instance, TB-related cervical lymphadenitis is quite prevalent in several African nations).'®'"

Neoplastic or chronic granulomatous processes are likely to be the source of LAP that lasts longer than six weeks.
Thus, early differentiation between benign and malignant causes is advantageous for patient care.?’ Tissue diagnosis is
considered the gold standard for assessing LAP. Histopathological analysis and microbiological diagnosis (using
techniques like culture, PCR, etc.) are provided via biopsy. Some of the signs that a biopsy is necessary include being
older than 40, having supraclavicular lymph node enlargement, having a node diameter larger than 2.25 cm, having hard,
firm tissue, and not experiencing any pain. Fever, night sweats, and an unexplained weight loss of more than 10% of
body weight over a six-month period are indicative of either TB or HL or NHL.'

In comparison to lower body locations like inguinal, femoral, or popliteal lymph nodes, upper body sites like cervical,
supraclavicular, and axillary lymph nodes had a higher chance of producing a conclusive diagnosis. The presence of
nonspecific reactive or chronic inflammatory and fibrotic alterations was more common in pathology from lower sites.*’
As it is a rapid, precise, minimally invasive, and safe method of patient evaluation and assistance in the triage of
unexplained lymphadenopathy, FNAB cytology is typically chosen first.*

In a Deosthali et al® comprehensive study of pediatric patients with cervical lymphadenitis, the majority of the 2687
individuals (two-thirds) had a benign etiology. Of the patients, 4.7% had cancer, with NHL making up the majority
(46.0%), and 4.06% had granulomatous illness, with TB constituting up the majority (73.4%). In a research looking at
adult patients with LAP in Nigeria, NHL and HL was found in half of the 190 patients between the ages of 18 and 94
(NHL: 31.6%, HL: 18.4%). Metastatic LAPs (20%), reactive lymphadenitis (15.3%) and TB lymphadenitis (9.5%) have
been documented as the other etiological reasons.”

In another study conducted in Pakistan, the results of FNABs used to diagnose lymphadenitis were examined. It was
found that patients under the age of 15 had reactive adenoid hyperplasia, older patients over 50 had metastatic
carcinomas, and middle-aged patients (16-35 years old) had the highest number of cases of TB lymphadenitis across
all age groups. Regarding the lesion location, cervical LAPs were more likely to be associated with TB lymphadenitis,
whereas axillary and inguinal LAPs were more likely to exhibit metastatic etiology.”'

Though most commonly associated with lung illness, TB may infect nearly every tissue in the body. The lymph nodes
are the most frequently impacted organ in TB infections, with extrapulmonary involvement occurring in 15-20% of
cases. A unilateral or bilateral, hard, non-tender lymph node that is typically linked to the underlying tissue and may
appear with fever and other systemic symptoms is the hallmark of TB lymphadenitis, a condition that affects people of all
ages, but is more common in those over five. Whereas 28—71% of patients exhibit abnormal chest radiographs, patients
frequently have a history of tuberculosis exposure.”> >*

In a Chinese series of 255 cases of lymphadenopathy, 204 people (80%) had TB lymphadenitis. In the remaining
cases, metastases, lymphoma, and reactive lymphadenitis were discovered. The most prevalent symptom of peripheral
lymphadenopathy was palpable swelling (100%), which was followed by loss of appetite (32.4%). The male/female ratio
was determined to be 1:1.43. The most frequent site of peripheral TB LAP was the cervical region (92.6%). Just 14.7%
of patients had a chest X-ray that showed signs of tuberculosis.’

Countries have different rates of TB, with an average of 130 cases per 100,000 people worldwide. SSA is home to 12% of the
world’s population, yet it bears 29% of the TB burden.”>*® In Somalia, an SSA nation, TB is a major public health concern. Less

Infection and Drug Resistance 2025:18 heeps: 563



Kirath et al

than half of the 300 cases per 100,000 that were projected to be its incidence as of 2011 were actually discovered.”” A research
handed out in Nigeria discovered that the most prevalent cause of cervical LAP among those under 45 was TB (35%).2®

Lymph nodes are the sites of greatest metastatic accumulation in malignancies, and lymphadenitis may be the initial
symptom. Beyond basic lymphohematogenous cancer forms, such as NHL and HL, lymph nodes can also harbor
metastases from any other type of neoplasm.*’

TB and HL may share some common laboratory, clinical and radiological features. A delayed or incorrect diagnosis
might result from these circumstances. As a result, before beginning needless TB therapy, the diagnosis must be
confirmed.*® In African nations, children with HL at all stages who are treated with CT alone have a poorer overall
survival rate. Mortality and morbidity rates are negatively impacted by a number of infectious disorders, including
Epstein-Barr virus, Herpes virus, HIV infection, and malaria, which co-occur often.>!

Of the participants in our study with primary lymph node malignancies, 11 (3.5%) had NHL and 7 (2.2%) had HL. One
patient was diagnosed with leukemia, whereas 37 patients (11.7%) with known origins and 13 patients (4.1%) with unknown
origins received a diagnosis of metastatic LAP. In comparison to the TB LAP and other diagnosis groups, the hospitalization
rate of the malignancy group was greater and statistically significant (p<0.001). As previously stated, in those who have lost
weight, it ought to be one of the first diagnoses that come to mind, along with TB. It is statistically significant (p<0.001) that
the malignancy group’s low recovery rate of 20.3% is attributable to major gaps and deficiencies in Somalia’s cancer treatment
capacity. It is possible to identify malignancies with a primary location in a distinct region in the lymph node where the initial
stage of metastasis occurred, as demonstrated by the 37 metastatic LAPs in the study that had a known primary.

In addition, several disorders such as Kikuchi-Fujimoto disease and Kawasaki disease have unique clinical char-
acteristics. Male patients with Kikuchi-Fujimoto illness display a different profile marked by a greater occurrence of
fever, headache, and bilateral LAP. Additionally, there is a presence of thrombocytopenia and increased liver enzymes,
CRP and lactate dehydrogenase.*” Patients with Kawasaki illness who primarily exhibit cervical LAP are at a high risk of
being misdiagnosed. This highlights the importance of using precise diagnostic procedures to avoid delays in effective
treatment and the occurrence of sequelae.*

One individual with Rosai-Dorfman disease and one with Kikuchi-Fujimoto disease were identified among the 317
cases. Though uncommon, it is important to remember that these disorders might occur, and to stress again how
beneficial a pathology diagnosis will be in this situation. Apart from the typical bacterial etiology of LAP, other causes
like viruses, fungi, or parasites can also lead to LAP. Among non-bacterial infectious causes, infectious mononucleosis
and leishmaniasis were identified in two cases each based on LAP pathology and supported by advanced biochemical and
microbiological diagnostic techniques.

Anti-TB treatment was evidently the longest-lasting type of treatment when analyzed in terms of treatment duration
(p<0.001). Upon analyzing the data concerning laboratory results, we discovered that the ESR values were highest in the
TB group and second in the malignancy group, respectively. These findings demonstrated a statistically significant
difference between the three groups (p <0.001). The study revealed that the group with malignancy had a lower CRP
value (p:0.001), the group with “Other diagnosis” had a higher WBC value (p<0.001), and the group with TB had higher
PLT values (p:0.009). The groups’ HGB levels did not significantly differ from one another (p>0.05).

The cervical and axillary regions were the most commonly affected in an Indian study examining the efficacy of FNAB.
TB (44.02%) was shown to be the most common cause, followed by reactive lymphadenitis (42.64%) and metastatic lesions
(9.5%). It was highlighted as a consequence of the study that FNAB is a simple, inexpensive, repeatable, dependable,
reasonably quick, and painless procedure.®* According to a different study, children with peripheral LAP can benefit from
FNAB application under standard clinical settings, with a 95% accuracy rate for diagnosis.*® It has been noted that the
FNAB’s accuracy in determining the lymphoma subtype ranges from 38% to 88.8%.°

USG, which is inexpensive, accessible, yields data relatively quickly, and may be utilized as a biopsy auxiliary
method, was the most commonly employed radiological modality in our study (78.5%). FNAB, which offers character-
istics and application ease comparable to USG, was the most popular biopsy type (59.3%). Given that malignancy rates
will be higher in nations with low TB rates, it can now be concluded that FNAB may not be adequate.
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The high diagnostic ability of FNAB thus provides earlier reactions for TB lymphadenitis with minimal side effects
and rapid evaluation support, in addition to clinical, laboratory, and radiological findings, in underdeveloped countries
with high TB incidence where advanced medical tests are not available.

Limitations

The retrospective character of this study is one of its major limitations. The possibility of information bias resulting from
data extraction from a single registry, the potential for missing information, and the potential exclusion of some cases of
lymphadenopathy are further limitations. In particular, the diagnosis of TB patients is based on clinical, laboratory,
radiographic, and cytological results because advanced microbiological techniques are not available in Somalia. Studies
on a particular area (specifically the head and neck region) or age group are frequently carried out in the literature. The
fact that our study covers all age groups and all body parts can be considered a strength of our research. In this regard, the
data shows more accurate outcomes. Taking all of these factors into account, we believe that this study—which is the
most thorough on LAP in Somalia across all age groups—will provide insight for further research.

Conclusion

Due to the lack of adequate healthcare resources, the high frequency of infectious illnesses, and their concomitant
existence, diagnosing, treating, and managing LAPs present unique challenges in Somalia. In this context, definitive
diagnostic approaches that consider distinct clinical aspects, contemporary technologies, and the elimination of obstacles
to healthcare access are critical for the proper management of LAPs. Different patterns of LAP can be partially attributed
to infectious diseases and site-specific environmental variables. SSA’s healthcare system will benefit from more thorough
research involving larger patient populations.

Children and young adults had significantly greater prevalence of TB and benign etiology. People in nations where
TB is highly prevalent are typically exposed to higher levels of exposure and get the disease at younger ages. This is
supported by the observation that cervical TB LAP is more common in young individuals due to TB LAP’s status as an
early postprimary consequence. Our research provides evidence that Somalian youth and children are at risk for TB. The
high prevalence of TB lymphadenitis highlights the continued inadequacy of immunization efforts in developing nations
and the urgency of accelerating effort into this area.
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