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Abstract Lymphoma is the third most common cancer among children. Hodgkin’s lymphoma (HD) is a 

lymphoreticular system, majority B 

chain of nodes and spreads first to the anatomically contiguous nodes. It is characterized morphologically by dis

presence of neoplastic giant cells called Reed Sternberg cells that induce accumulation of reactive lymphocytes, 

granulocytes and histiocytes.2 Course of the disease is variable but prognosis has improved with modern treatment.
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INTRODUCTION 
14-year-old male child from village Babhulgaon Tal: 

Fulambri, Dist: Aurangabad, has come with history of 

swelling in right side of neck noticed since 2

parents. There was history of occasional cough, low

grade fever, no loss of appetite, swelling was painless. On 

examination child was afebrile, vitas were stable, right 

sided cervical lymphadenopathy +, 2 cm * 2 cm, non 

tender, non painful, soft in consistency, systemic 

examination reveals no abnormality. Child was given oral 

antibiotic and symptomatic treatment and asked to follow 

up after a week. However, symptoms did not resolve and 

child also complained of loss of appetite. Hence child was 

investigated, CBC showed HB – 8.5%, WBC 

7,900/cmm, N 68%,L 28%, Platelets adequate, urine and 

stool examination was normal, USG abdomen 

MT test – negative, CXR showed anterio superior 

mediastina widening due to ill defined radio density ? 

lymph node? Thymic shadow. Hence chest CT was done, 
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old male child from village Babhulgaon Tal: 

Fulambri, Dist: Aurangabad, has come with history of 

swelling in right side of neck noticed since 2- 3 weeks by 

parents. There was history of occasional cough, low-

ng was painless. On 

examination child was afebrile, vitas were stable, right 

sided cervical lymphadenopathy +, 2 cm * 2 cm, non 

tender, non painful, soft in consistency, systemic 

examination reveals no abnormality. Child was given oral 

omatic treatment and asked to follow 

up after a week. However, symptoms did not resolve and 

child also complained of loss of appetite. Hence child was 

8.5%, WBC – 

7,900/cmm, N 68%,L 28%, Platelets adequate, urine and 

mination was normal, USG abdomen – normal, 

negative, CXR showed anterio superior 

mediastina widening due to ill defined radio density ? 

lymph node? Thymic shadow. Hence chest CT was done, 

showed mediastina, hilar as well as lower cervical 

lymphadenopathy. In view of above reports biopsy of 

right supraclavicular lymph node was done, showed 

classic Hodgkin’s lymphoma. The HRS cells express 

CD15, CD 30 and pax 5 and are immunonegative for CD 

20 and LCA. Child was advised to start chemotherapy but 

parents were non willing and they took child to some 

quack and started some treatment details of which are not 

available. He continued that treatment for two months but 

his condition deteriorated further. He developed obvious 

lymphadenopathy (cervical, axilla

cachexic, fever continued. And hence he came back to us. 

We started standard protocol of chemotherapy for 

hodgkins lymphoma which included inj. Adriamycin, inj. 

Bleomycine, inj. Vinblastine, inj. Dacarbazine for seven 

cycles in standared recommended doses. Weekly CBC , 

electrolyte monitoring was done. Clinically child 

improved gradually, lymphadenopathy regressed, appetite 

improved, fever decreased. At end of chemotherapy USG 

abdomen repeated showed decreased size of lymphnodes 

and no significant abnormality. PET scan done which 

showed residual nodal lesion in mediastinum in 

perivascular, right paratracheal and subcarinal regions 

without significant metabolic activity suggestive of good 

response to therapy. 
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showed mediastina, hilar as well as lower cervical 

In view of above reports biopsy of 

right supraclavicular lymph node was done, showed 

classic Hodgkin’s lymphoma. The HRS cells express 

CD15, CD 30 and pax 5 and are immunonegative for CD 

20 and LCA. Child was advised to start chemotherapy but 

ents were non willing and they took child to some 

quack and started some treatment details of which are not 

available. He continued that treatment for two months but 

his condition deteriorated further. He developed obvious 

lymphadenopathy (cervical, axillary), he became more 

cachexic, fever continued. And hence he came back to us. 

We started standard protocol of chemotherapy for 

hodgkins lymphoma which included inj. Adriamycin, inj. 

Bleomycine, inj. Vinblastine, inj. Dacarbazine for seven 

d recommended doses. Weekly CBC , 

electrolyte monitoring was done. Clinically child 

improved gradually, lymphadenopathy regressed, appetite 

improved, fever decreased. At end of chemotherapy USG 

abdomen repeated showed decreased size of lymphnodes 

gnificant abnormality. PET scan done which 

showed residual nodal lesion in mediastinum in 

perivascular, right paratracheal and subcarinal regions 

without significant metabolic activity suggestive of good 
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DISCUSSION 

Incidence: Hodgkin’s disease (HD) is more common in 

developing countries than in developed countries.1 It is 

sixth most frequent childhood malignancy after leukemia, 

brain tumor, neuroblastoma, non-Hodgkin’s lymphoma 

and nephroblastoma.2 It accounts for 5-6% of childhood 

malignancy with preponderance in male. (male to female 

ratio is 2.5:1 to 5:1).
3-8 

 

ETIOLOGY 
The etiology of HD is still subject to various 

speculations9. The detection of clonal EBV genome in 

the tumor cells of HD, indicates that EBV infection 

preceds the expansion of the neoplastic clone10. EBV 

associated childhood HD is more prevalent in developing 

countries than in developed countries , and in male below 

10 yrs of age and in mixed cellularity type11. Other 

mechanism involved in pathogenesis of HD, such as 

disturbance of the cell cycle and apoptosis regulation. A 

genetic susceptibility to HD has been suggested by rare 

cases of familial HD.
12-14

 

 

PATHOLOGY 
Histopathological features of HD include partial or total 

effacement of nodal architecture and replacement by an 

inflammatory cellular background of histiocytes, 

lymphocytes, eosinophills and plasma cells containing 

Reed – Sternberg cells. RS cells are binucleate or 

multinucleate giant cells with prominent nucleoliand 

abundant cytoplasm. Hodgkin’s cells are variant of Reed 

Sternberg cells. Tumor cells of classical HD are 

characterized by a CD 30 positive, frequently CD 15 

positive and CD 45 negative phenotype, while T cell and 

B cell associated antigens are usually negative. Classical 

Hodgin’s lymphoma includes four subtypes : mixed 

cellularity, nodular sclerosis, lymphocyte depletion and 

lymphocyte rich classical Hodgkin’s lymphoma. The 

most common subtype found in children from developing 

countries is mixed cellularity.
15-18  

 
CLINICAL FEATURES 
Clinically child with HD presents with painless cervical 

or supraclavicular lymphadenopathy usually unilateral , 

firm and rubbery, sometimes fluctuant. It originates in 

single lymphnode and then spreads to involve contigious 

nodes and organs. Mediastinal lymphadenopathy is seen 

in 50 % patients and may cause superior mediastinal 

syndrome.
19

 

 

Recommended work up for clinical staging:
19 
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Ann Arbor staging classification:
19 

 
 

DIAGNOSIS 
Diagnostic work up for HD includes complete hemogram, 

ESR, liver and renal function tests. Imaging studies 

include upright postero-anterior X-ray of chest with 

lateral view. Contranst enhanced computerized 

tomography of chest , abdomen and pelvis. An excision 

biopsy or needle biopsy of at least one enlarged lymph 

nodes is mandatory to establish the diagnosis.
19 

 

TREATMENT 
Most pediatric protocols prescribe multiagent 

combination chemotherapy, either alone or with low dose 

involved field radiation. (IFRT) Addition of radiation to 

combination chemotherapy has improved disease free 

survival in patients with bulky disease and presence of B 

symptoms. 

 The most commonly used combination 

chemotherapy regimen includes 6-8 cycles of MOPP 

(nitrogen mustard, vincristine, procarbazine, 

prednisolone). Another regimen called ABVD ( 

Adriamycin, Bleomycin, Vinblastine, Dacarbazine) either 

alone or alternating with COPP ( Cyclophosphamide, 

Oncovin, procarbazine,prednisolone) may be used with 

more success.  

 With the highest current cure rate in Hodgkin’s 

disease an increasing attention is focused on minimizing 

the late complication of therapy. In growing children low 

dose ,involved field radiation therapy is preferred along 

with combination chemotherapy in advanced stage 

Hodgkin’s disease. High dose radiation therapy should be 

avoided in young children because of its late 

complications such as diminished growth of soft tissue 

and bone, hypothyroidism, gonadal dysfunctions, 

secondary malignancy.
20-22 

 

 

 

CONCLUSION 
All enlarged cervical lymphnodes is not tuberculosis. 

Protocol based work-up is required for the correct 

diagnosis of the cause of cervical lymphadenitis. Early 

diagnosis and timely treatment of Hodgkin’s Lymphoma 

yields good outcome. Treatment results of childhood HD 

have enjoyed such progress over years that HD is one 

currently of the most curable cancers in children. With 

the multiagent chemotherapy either alone or in 

conjunction with low dose involved field radiation 

therapy; 5 year survival rate is over 90% in early stage 

disease and 50- 70% in advanced stage disease. Yet more 

aggressive protocols are required to improve long term 

survival in unfavorable and advanced disease as well as 

relapsed cases. 
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