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Cervical Lymphadenopathy



Dental and periodontal infections are by far the 

most common causes of  

cervical lymphadenopathy.

However, other possible causes include life-

threatening diseases such as carcinomatous  

metastases or lymphomas. 

In HIV infection lymphadenopathy is one of  the 

most common features. 

Cervical lymphadenopathy without an 

obvious local cause is therefore a warning 

sign that must not be ignored.



Investigation of  cervical 

lymphadenopathy

History

- Is there a history of  a systemic illness?

- Has there been any contact with infectious disease (e.g. 
HIV or syphilis)?

-Has there been an animal scratch? 

- Are there recurrent fever, lassitude, sweats or anemia 
to suggest Hodgkin's disease? 

- Do any symptoms (e.g. epistaxis or hoarseness) suggest 
a nasopharyngeal cause?

- Are any drugs (especially phenytoin) being taken?



Examination

- Check the temperature

-Identify the node and its drainage area.

-Check carefully for dental, other oral, 

pharyngeal or skin causes in the area.

-If  a possible primary cause is found (e.g. an 

oral ulcer) it should be biopsied.

- Examine the other side of  the neck. Bilateral 

lymphadynopathy suggests a systemic cause. 



Special investigations

-Blood picture (leukemia? Glandular fever?)

-Chest radiograph for mediastinal nodes (Hodgkin' 

disease, sarcoidosis)

- Serology (glandular fever, toxoplasmosis, HIV)

-Angiotensin-converting enzyme and calcium levels 

(sarcoid)

-Mantoux test (tuberculosis)

- Fine needle aspiration (primary or metastatic neoplasm, 

tuberculosis)

-Thyroid scan and function tests for unsuspected thyroid 

tumor

-Blind biopsy of  nasopharynx and tonsils if  needle biopsy 

of  the node show malignancy

- Biopsy of  node itself  is a last resort, send fresh material 

for mycobacterial culture



Tuberculous cervical lymphadenopathy
Tuberculous infection of  the cervical lymph 

nodes is a primary infection which accounts 

for less than 10% of  tuberculosis in Britain. 

Mycobacterium tuberculosis (human) 

accounts for over 90% of  isolates. 

Clinical features

- Firm swelling, usually of  a group of  nod                                                           

-Nodes typically become matted 

- Abscess or sinus formation, if  neglected

- Calcified nodes from past healed disease 





Management 

The clinical picture is variable and the 

diagnosis is usually only made after fine 

needle aspiration or excision of  a node. 

If  a tuberculous (cold) abscess and sinus 

form, incision is contra-indicated and 

affected nodes should be excised intact. 

A course of  isoniazid should also be 

given.



Syphilis
The Cervical Lymph nodes are enlarged, soft and 

rubbery when the primary chancre is in the mouth 

or on the lip. They are also involved in the 

widespread lymphadenopathy of  the secondary 

stage.

In the primary stage, diagnosis is by finding 

Treponema pallidum in a direct smear from the oral 

lesion. 

Later,diagnosis depends on the serological findings.

Management

Antibiotic treatment, usually with penicillin, is 

required.



Cat- Scratch disease
This infection is common 

in the US. 



Typical feature of  Cat- Scratch disease

-Children frequently affected 

- Frequently a history of  scratch by a cat or 

other animal 

-Formation of  papule, which may suppurate, 

at the site of  inoculation 



-Mild fever, malaise and regional 

lymphadenitis 1-3 weeks after 

exposure 

- Lymph nodes soften and typically 

suppurate

-Conjunctivitis may be associated. 

Encephalitis is a rare complication



Management
Diagnosis depends on a history of  a scratch, 

particularly by a cat, clinical features and exclusion 

of  other causes for lymphadenopathy . 

The histological findings are confirmatory if  

Bartonella henselae can be identified.

The disease is typically mild and self  limiting but 

may lead to suppuration and sinus formation. The 

response to antibacterial is variable. Trimethoprim-

sulphamethoxazole ha been recommended but 

some cases resolve spontaneously.



Lyme Disease
Lyme Disease is caused by a spirochaete, Borrelia

burgdorferi, which transmitted by insects, particularly deer 

ticks.

Typical features of  Lyme Disease

-A rash spreading outwards from the insect bite 

-Enlarged regional lymph nodes

-Fever and often other systemic symptoms

-Arthritis (the main chronic effect) particularly of  the 

knees, rarely of  the TMJ.

-Neurological complications ( in about 15%of  patients) 

include facial palsy or other cranial nerve lesions.



Management

Diagnosis is by the history and clinical 

picture. It is confirmed by serologically or, 

sometimes, by demonstration of  the 

spirochaete by silver staining of  a skin 

biopsy.

The spirochaete is sensitive to penicillin or 

tetracycline which should be given as early 

as possible. 



Infectious mononucleosis
The Epstein-Barr virus (EBV) 

is the main cause of  this self  

limiting lymphoproliferative

disease with polyclonal 

activation of  B lymphocytes. 

The clinical features are usually 

distinctive, but rarely there is 

more persistent 

lymphadenopathy which may 

mimic a lymphoma both 

clinically and histologically





Typical features of   Infectious mononucleosis
In children especially

-Generalized lymphadenopathy, typically with 

conspicuous enlargement of  the cervical nodes

- Sore throat

- Fever

In adolescents

- Lymphadenopathy is less conspicuous

- Vague  illness with fever





Exudative pharyngitis in a person 

with infectious mononucleosis



Management

The diagnosis is confirmed by 

a peripheral blood picture showing the 

atypical (monocyte-like) lyamphocytes



A heterophil antibody (Paul-Bunnell) 

test and, if  necessary, demonstration 

of  a raised titer of  EBV antibodies 

are confirmatory.

If  these tests are negative in an 

otherwise typical case, 

cytomegalovirus infection or 

toxoplasmosis should be considered. 





There is no specific treatment but 

infection is usually self  limiting. 

Ampicillin or amoxycillin should 

be avoided. They are prone

to cause irritating macular rashes 

unrelated to penicillin allergy.



Toxoplasmosis
Toxoplasmosis gondii is a common 

intestinal parasite of  many domestic 

animals, particularly cats. 

T. gondii is a low- grade pathogen but 

can affect previously healthy persons, 

particularly young women. Infection can 

be acquired by ingestion of  oocytes.



Management

The diagnosis is confirmed 

serologically by a high or rising titer 

of  antibodies or by other 

immunological methods.

Antimicrobial treatment is required 

only for severe infections and is with 

pyrimethamine and a sulphonamide.



Mucocutanous lymph node 
syndrome (Kawasaki's Disease)

Kawasaki's Disease is endemic in Japan, where it 

has surpassed rheumatic fever as the leading 

cause of  childhood- acquired heart disease. 



Typical features of   Kawasaki's 

Disease

-Children under 5 years old 

affected

-Fever persisting for more than 5 

days 

-Palms and soles become red, 

swollen and indurated

- Erythematous stomatitis

- Unilateral mass of  cervical 

lymph nodes 

-Abdominal symptoms frequently 

-Deterioration of  mood (extreme 

misery)

-Heart disease in approximately 

20%







Management

The diagnosis usually depends on the clinical and, 

particularly, electrocardiographic findings.

There is no specific treatment, but aspirin, despite 

the possible risk of  Reye's syndrome, is frequently 

given to lessen vascular damage and thromboses. 

However, a single large dose of  intravenous 

gamma globulin given with aspirin, in the early, 

acute stages appears to be the most effective 

means of  reducing the risk of  coronary artery 

damage.



Phenytoin and other drug-
associated lymphadenopathy
Lymphadenopathy is an occasional toxic effect of  

long-term treatment with the antiepileptic drug 

phenytoin. Phenytoin lymphadenopathy (unlike 

that caused by many other drugs) is not usually 

associated with serum sickness-like symptoms of  

fever, rashes and joint pains. Moreover, the 

histopathology of  phenytoin-associated 

lymphadenopathy can mimic a lymphoma. 

Lymphadenopathy frequently first affects the neck 

but usually becomes widespread. 



Management

Substitution of  phenytoin with another 

anticonvulsant such as carbamazepine should 

allow the lymphadenopathy to subside

and confirm the diagnosis.

Other drugs which can cause lymphadenopathy 

include penicillin (rarely), phenylbutazone (limited 

use), some other nonsteroidal anti-inflammatory 

drugs, and some antimalarials, lymphadenopathy 

with these drugs is typically associated with serum 

sickness-like features.


