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Case 2
A 28 year old farmer came to the 
hospital complaining of glands in his 
neck.   He had not been so well for the 
past 3-4 months with episodes of fever 
and of sweating particularly at nights.   
He had not noticed any other 
abnormality.   Clinically there were 
bilateral cervical nodes in the mid 
cervical area measuring 2 x 2 cms but 
no other abnormality noted.

We will cover

� Anatomy- lymph nodes
� Clinical criteria for distinguishing reactive 

lymphadenopathy from other causes
� Causes of reactive lymphadenopathy
� Causes of neoplastic lymphadenopathy
� Possible lymphoma- further investigations
� Pathological types of lymphoma
� Aspects of therapy for malignancy
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Anatomy of nodes superficial head & neck nodes

Anatomy of nodes: axilla
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Anatomy of 
nodes

superficial 
inguinal 
nodes

Clinical criteria distinguishing 
reactive lymphadenopathy: history

� Reactive nodes often painful

� Localising symptoms suggest infection or 
neoplasia in specific site

� Constitutional symptoms suggest systemic
� fever
� weight loss
� fatigue
� night sweats
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Clinical criteria: history

� History of exposure
� Cat: cat-scratch disease, toxoplasmosis
� Uncooked meat : Toxoplasmosis 
� Ticks : Lyme disease, tularemia 
� Blood transfusion/transplant : CMV, HIV
� High-risk sexual behavior : STD
� IVDU: HIV, endocarditis, hepatitis B infection 

� Travel history- many possibilities

Clinical criteria: Examination
� Size

� Abnormal >1cm

� Pain/tenderness
� Rapidly expanding ��� � capsule stretch ��� � pain

� Consistency
� Soft ��� � inflammatory/infectious
� Stony hard� metastatic cancer typical
� Firm, rubbery� suggest lymphoma

� Matting
� Benign : tuberculosis, sarcoidosis, lymphogranuloma

venereum
� Malignant : e.g. metastatic carcinoma or lymphomas
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Clinical criteria: Examination
� Location

� Localised- examine region drained by nodes 
� Infection
� Skin lesions
� Tumours

� Examine other nodes- cervical nodes drain head & 
neck- examine:

� Scalp
� Ear
� Mouth
� Face
� Teeth

� Certain locations typical to certain diseases
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Further investigation- biopsy
Localized Lymphadenopathy
� Benign clinical history, unremarkable physical 

examination and no constitutional symptoms: re-
examined in three to four weeks to see if the lymph 
nodes have regressed or disappeared. 

� Unexplained localized lymphadenopathy & 
constitutional symptoms or signs , if persists for 
three to four weeks should undergo a biopsy. 

� Patients with probable viral illness biopsy should be 
avoided because lymph node pathology in these 
patients may sometimes simulate lymphoma and lead 
to a false-positive diagnosis of malignancy. 

� Largest, most suspicious, and most accessible node
is selected, taking into account differing diagnostic 
yields by site. Inguinal nodes - lowest yield, 
supraclavicular- highest 

Reactive Lymphadenopathy 
Localised infection

Pharyngitis
Dental abscess
Otitis media
Actinomycosis

Pyogenic

EBVViral 

Cat scratch fever
Lymphogranuloma venereum
Tuberculosis

Other
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Reactive Lymphadenopathy
Generalised Infection

Protozoal

Fungal 

Bacterial

Viral

Toxoplasmosis

Histoplasmosis

Syphilis 
Brucellosis
Tuberculosis
Salmonella
Bacterial endocarditis

Infectious mononucleosis
Measles
Rubella
Viral hepatitis
HIV

Reactive Lymphadenopathy
Non infectious 

Hyperthyroidism

Drug/chemical reactions

Sinus histocytosisMiscellaneous

Sarcoidosis
RA
SLE
Connective tissue diseases
Serum sickness

Inflammatory 
diseases
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Neoplastic Lymphadenopathy

Angioimmunoblastic
lymphadenopathy

2 °Ca

Waldenstrom’s
macroglobulinaemia

Non-Hodgkins

Hodgkins

Lymphoma

Acute lymphoblastic
Chronic lymphocytic

LeukaemiaGeneralised 
malignant

MetastasesCarcinoma

Hodgkins

Non-Hodgkins

LymphomaLocalised

Investigations

� FBC
� ESR
� Renal and Liver function
� LDH
� CXR
� CT
� Biopsy
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Investigations (NHL)

� Routine BM aspirate and trephine
� Immunophenotyping
� Immunoglobulin determination
� Uric acid levels
� HIV testing

Classification

� Hodgkins

� Non-Hodgkins
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Reed-Sternberg cell 

Hodgkins

� Lymphocyte- predominate
� Nodular sclerosing
� Mixed cellularity
� Lymphocyte-depleted
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Non Hodgkins

� IWF
� REAL
� WHO - lymphoid neoplasm
� Important

� High grade
� Low grade 

Ann Arbor Staging

� I - Single site
� II - 2 or + sites on same side of diaphragm
� III - Both sides of diaphragm
� IV - Involving extra-lymphatic organ

� A - W/O systemic
� B - With B symptoms
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Hodgkins Lymphoma

� Chemotherapy 80% response.
� ChlVPP (Chlorambucil, vinblastine, 

procarbazine prednisolone)
� Infertility, early menapause.

� Radiotherapy.

High grade Non-Hodgkins

� Chemo: CHOP (cyclophosphamide, 
doxorubicin, vincristine & 
prednisolone).

� Radio: Localized stage I or residual
disease.

� Transplant: Autologous PBSCT-50%cure.
� Monoclonal humanised antibody.
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Low grade Non-Hodgkins

� Chemo: oral chlorambucil
consider potent IV

� Monoclonal antibody
� Transplant

Opportunistic infection

� Mouthcare - Corsodyl M/W 10mls
� Antibacterial - Ciprofloxacin 500mg BD PO
� Antuifungal - Fluconazole 200mg OD PO
� Antiviral - Aciclovir 200mg QID PO
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The end


