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Introduction

Palpable lymphadenopathy is a common reason for referral
to secondary care. Subsequent investigation often involves
lymph node biopsy; surgical teams performing the proce-
dure must prioritise requests from the numerous depart-
ments that initially assess these patients. A variety of refer-
ral pathways have, therefore, evolved.
Several groups have sought to bring more coherence to the
management of patients with lymphadenopathy. Some have
designed clinical algorithms rationalising the decision to
proceed to lymph node biopsy, hoping to reduce the number
of unnecessary procedures performed;1,2 others have pro-
moted generic neck lump clinics.3–8 None have achieved a
unifying solution that has found wide-spread acceptance.

Seeking to improve the efficiency of our own lym-
phadenopathy service, we investigated whether any one of
the multiple referral pathways within our institution was
significantly more effective than its competitors. The

patient records of those who had undergone a peripheral
lymph node biopsy in our hospital over a 2-year period were
examined, assessing for: (i) waiting time from surgical
referral to biopsy; (ii) referral source; (iii) method of refer-
ral; (iv) attendance in surgical clinic; and (v) diagnosis.

Patients and Methods

The hospital database of the Whittington Hospital NHS
Trust was searched for details of adult patients who had
undergone lymph node biopsy between May 2005 and May
2007. The relevant clinical records were examined, and
those patients who had had retroperitoneal, breast, medi-
astinal or ‘sentinel’ lymph nodes excised were excluded, as
were those who had incidental lymph nodes sampled at the
time of an open or laparoscopic operation. From the
remaining records, pertinent data were collected for: (i)
waiting time from surgical referral to biopsy; (ii) referral
source; (iii) method of referral; (iv) attendance in surgical
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ABSTRACT

INTRODUCTION Patients with lymphadenopathy are commonly referred to general surgeons for diagnostic lymph node biopsy.
We were concerned at potential long waits for this service in our hospital and thus wanted to compare the efficiency of written
and telephone referral with a view to identifying the optimum care pathway for these patients.
PATIENTS AND METHODS Sixty patients were included in a 2-year retrospective review (excluding referrals associated with
breast lumps which were managed separately). Hospital Episode Statistics data were used to analyse notes for the source and
method of referral, waiting time to biopsy, clinic attendance and diagnosis.
RESULTS Of referrals, 33% were from haematology and 28% from general practice. Overall, 47% of patients were referred by
letter; of these, 64% were seen in clinic before biopsy. Personal referral between clinicians, by direct discussion, e-mail or fax
led to a mean wait of 4 days, compared to 51 days when patients were referred by letter. Clinic attendance had no significant
bearing on diagnostic accuracy or complication rate. Neoplasia accounted for 43% of diagnoses and infection (including four
cases of tuberculosis) for 10%. Of biopsies, 33% showed benign changes, 8% were unrecorded and 5% were incorrect.
CONCLUSIONS In this study, 43% of biopsies revealed malignancy and we advise that lymph node biopsy requests should be
managed on a fast-track pathway, expedited by direct personal request. Following this study, we have implemented a fast-track
pathway for such patients.
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clinic; and (v) diagnosis. The primary goal of the paper was
to identify if any significant relationship existed between
referral method and waiting time.

Results

Sixty-seven adult patients were recorded in the hospital
episode statistics data as having peripheral lymph node
biopsies during the study period and 90% (60 of 67) of
patient records could be analysed.

Of these, 33% (20 of 60) of lymph nodes were sampled
from the cervical chain, 27% (16 of 60) from the axilla, and
22% (13 of 60) from the inguinal region. Of patients with
cervical lymphadenopathy, 10% (2 of 20) were seen in the
ENT department for examination of the upper aerodigestive
tract prior to biopsy. No patients had fine needle aspiration
cytology prior to biopsy.

Neoplasia (carcinoma or lymphoma) accounted for 43%
(26 of 60) of diagnoses; infectious disease for 10% (6 of 60),
including 4 cases of tuberculosis and 2 of toxoplasmosis;
33% (20 of 60) biopsies showed benign changes or Kikuchi’s
disease; 5% (3 of 60) lymphadenopathy diagnoses were
incorrect; and 8% (5 of 60) of biopsy results were unrecord-
ed (Fig. 1).

The predominant referral sources were the haematology
department (33%; 20 of 60) and general practice (28%; 17
of 60). Other referrals came from the acute medical team
on-call (12%; 7 of 60), respiratory medicine (5%; 3 of 60),

and the emergency department (5%; 3 of 60). Of the fre-
quent referral sources, it was the acute medical team whose
referrals most often ended in a diagnosis of neoplasia or
tuberculosis (86%; 6 of 7), followed by haematology (55%,
11 of 20) and then general practice (53%; 9 of 17).

Overall, 47% (28 of 60) of patients were referred to the
surgeons by letter, 45% (27 of 60) by personal discussion or
e-mail, and 8% (5 of 60) by fax. Waiting times from referral
to biopsy were often substantial. Those patients referred by
post waited a median of 51 days for their biopsy; this
dropped to a median of 17 days for faxed referrals. Patients
whose referral was made in person or by e-mail waited a
median of 4 days before their biopsy. Personal or e-mailed
referral was, therefore, associated with a significantly shorter
time to biopsy (P < 0.001, Mann–Whitney U-test; Fig. 2).

Patients referred by letter were often seen in surgical
out-patient clinic (64%; 18 of 28) whereas all those referred
in person proceeded straight to biopsy. Attendance in the
surgical out-patient clinic prior to biopsy had no bearing on
diagnostic accuracy: of the five incorrect diagnoses of lym-
phadenopathy, two had been seen in clinic and three had
not. Nor did clinic attendance reduce peri-operative compli-
cations: of the four lymph node biopsies recorded as diffi-
cult, or resulting in postoperative superficial wound infec-
tion, two (50%) of the patients had been seen in clinic.

Discussion

This study contributes to the understanding of service pro-
vision for peripheral lymphadenopathy, which is incoherent
and poorly rationalised.9,10 Wide-spread delays have been
reported, both before biopsy and in informing patients of

Figure 1 Histological diagnosis of peripheral superficial lym-
phadenopathy at the Whittington Hospital, 2005–2007.

Figure 2 Waiting times to lymph node biopsy by referral method.
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their diagnosis.9 Of patients in this study, 43% had a diagno-
sis of neoplastic disease; it is imperative that these patients
receive a rapid, accurate diagnosis and proceed quickly to
treatment. Delay to diagnosis is a real concern: the time
taken by a hospital team – after referral – to reach the diag-
nosis of lymphoma can outweigh the time spent in primary
care.11 This diagnostic delay can also exceed the subse-
quent delay to treatment.12

The use of dedicated lump clinics has been advocated to
improve services for patients with lymphadenopathy.3–8

Little is known, however, about effective improvements
within the context of existing care arrangements. This study
is the first to address the effect of committing patients to a
particular referral pathway within an established service.
Numerous complex patient pathways have been described
in hospitals lacking a distinct referral pathway for patients
with lymphadenopathy.9,10,13 This results in unacceptable
variation: patients referred to general surgery or ENT
departments have longer times to diagnosis.13 Standardised
guidelines for lymphadenopathy assessment would facili-
tate the appropriate use of investigations other than lymph
node biopsy, and a rapid diagnosis. Examination of the
aerodigestive tract, to exclude head and neck malignancies
as causes of cervical lymphadenopathy,14 and fine needle
aspiration cytology were both under-utilised in this study,
although the role of aspiration cytology remains
unclear.15–19

Routine out-patient surgical review prior to biopsy
appeared of little value, with no effect on diagnostic accura-
cy or peri-operative complications. In contrast, direct com-
munication between the referring and surgical teams sig-
nificantly reduced waiting time before the procedure. The
use of a fast-track referral route, similar to the ‘Two Week
Wait’ pathway for patients with suspected cancer20 should,
therefore, reduce the diagnostic delay. Direct booking
arrangements for other day-case procedures have already
been shown to reduce waiting times and provide a service
acceptable to patients.21 As a result of this study, our hospi-
tal has developed a direct-booking, fast-track pathway by
which consultants in haematology or respiratory medicine
can arrange day-case lymph node biopsies without prior
discussion with a surgeon.
Despite the range of diseases identified in this and other
series,22–25 many lymph node biopsies are still performed on
those who have self-limiting causes of their lymphadenopa-
thy. Technologies used to select patients for invasive inves-
tigation have been described.26–29 However, it is unlikely
that the selection of patients for biopsy will be successfully
optimised without more formal guidance for lym-
phadenopathy assessment, whether or not that assessment
is carried out within a single multidisciplinary clinic.
Mechanisms for reducing the time to biopsy can then be
employed to better effect.

Conclusions

This study shows that the management of lymphadenopa-
thy at one hospital lacked cohesion. There was significant
variation in waiting time, dependent on the method of refer-
ral. Alterations in service provision are essential if diagnos-
tic and therapeutic delays are to be avoided. With 43% of
lymphadenopathy in this study caused by malignancy, these
changes should be prioritised.
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