
Physical examination:

• Localized versus generalized adenopathy.

• Size – abnormal nodes are generally >1 cm in diameter.

• Consistency – hard nodes are found in cancers that induce fibrosis (scirrhous changes) and when previous inflammation has left fibrosis, rubbery nodes
are found in lymphomas and chronic leukemia; nodes in acute leukemia tend to be softer.

• Fixation – Normal lymph nodes are freely movable in the subcutaneous space. Abnormal nodes can become fixed to adjacent tissues (eg, deep fascia)
by invading cancers or inflammation in tissue surrounding the nodes. They can also become fixed to each other ("matted") by the same processes.

• Tenderness – suggests recent, rapid enlargement that has put pain receptors in the capsule under tension. This typically occurs with inflammatory
processes but can also result from hemorrhage into a node, immunologic stimulation, and malignancy.

• A complete physical examination should also be performed to look for signs of systemic disease. For example, associated splenomegaly suggests
lymphoma, chronic lymphocytic leukemia, acute leukemia, or infectious mononucleosis.

Imaging:
computed tomography (CT), ultrasound, doppler technology, or magnetic resonance imaging (MRI)

• Lymph node open biopsy – The choice in
descending order of preference is
supraclavicular, neck, axilla, and groin
since the chances of a nonspecific result
are greatest with axillary and inguinal
nodes, and the frequency of the main
complications of lymph node biopsy,
infection, and damage to the
neurovascular structures is higher in the
groin and axilla.

• Fine-needle aspiration for cytology –Lack
of information on tissue architecture is a
specific problem with this technique
when lymphoma is suspected.

localized or generalized



LOCALIZED VERSUS GENERALIZED LYMPHOADENOPATHY
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Cervical lymphadenopathy and cyclic fever 
A 23-year-old man presented with malaise, night sweats, pruritus, loss of
weight (12 kg in 6 months) and cyclic fever dating from a flu-like illness 3
months previously. On examination, he had bilateral cervical and axillary
lymphadenopathy; the glands were 2-5cm in diameter, firm, rubbery, discrete
and fairly mobile. His liver and spleen were not enlarged. Investigation showed
that his haemoglobin was low (11.3g/dl) and the white-cell count was normal
(4200/mm3) but his erythrocyte sedimentation rate (ESR) was 78mm/h; the
blood film did not show any abnormal cells. No enlargement of the hilar
glands was seen on chest X-ray. A cervical lymph node was removed for
histology. The gross architecture of the node was destroyed; the tissue
consisted of histiocytes, eosinophils, lymphocytes and giant cells known as
Reed-Sternberg cells. These large binucleate cells are characteristic of
Hodgkin's disease. A bone marrow examination was normal and computed
tomography showed no involvement of other lymph nodes. This patient had
stage 2 Hodgkin's disease, because, although only lymphoid tissue above the
diaphragm was involved, his ESR was above 40mm/h. In view of his symptoms,
the suffix 'B' was added to the stage which suggests a poorer prognosis
associated with systemic symptoms, so he was given chemoradiotherapy.



Lymphoma
1. Malignant transformation of lymphocytes primarily
in lymph nodes that can also involve bloodstream or
nonlymphatic organs
2. Categorized as Hodgkin and non-Hodgkin variants

Hodgkin disease; histologic section of lymph node demonstrates pathognomonic Binucleated Reed-Sternberg cells that resemble owls’ eyes.











A large inguinal lymph node with splenomegaly

A 59-year-old man presented with a gradually increasing lump in his right groin of 6 months
duration, which he thought was a 'hernia'. This was a large inguinal lymph node. He had
suffered repeated urethritis in the past. He had no other symptoms, but was found on
examination to have splenomegaly (7cm below the costal margin) without hepatomegaly.
On investigation, his haemoglobin was low (11.8g/dl) but his white-cell count and
differential were normal. His ESR was 58mm/h and the lactate dehydrogenase level was also
high. His serum immunoglobulins were all reduced: his IgG was 5.2g/l (NR 7.2-19.0g/l); IgA
0.3g/l (NR 0.8-5.0g/l); and IgM 0.3g/l (NR 0.5-2.0g/l). Serum electrophoresis showed no
monoclonal bands. The lymph node was excised; light microscopy showed irregular follicles
with mixtures of small and large cells throughout but no organized germinal centres.
Reactive follicular hyperplasia was a possibility but immunophenotyping of tissue sections
showed monoclonality, with strong cellular staining of the multiple follicle cells with anti-IgG
and anti-k antisera. Normal interfollicular T-cell staining was present. This patient had
a follicular type of non-Hodgkin's lymphoma.
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small B-cell







A 18-year-old student presented with a 1-
week history of a sore throat, stiffness and
tenderness of his neck, and extreme
malaise. On examination, she was mildly
pyrexial with posterior cervical
lymphadenopathy, palatal petechiae and
pharyngeal inflammation without an
exudate. Abdominal examination showed
splenomegaly. There was no evidence of a
skin rash or jaundice. Her bilirubin and
albumin levels were normal with raised
liver enzyme levels (aspartate
transaminase 195 iu/l (NR 5-45); alanine
transaminase 176 iu/l (NR 5-30). The INR
was normal. Hepatitis B surface antigen,
IgM antibodies to hepatitis A virus and
hepatitis C antibody were not detected.
A monospot test for infectious mononucleosis was positive. The clinical diagnosis of infectious
mononucleosis ('glandular fever') was confirmed on investigation. Her white cell count was 13 x
109/l (NR 4-10 x 109/l) with over 50% of the lymphocytes showing atypical morphology ('atypical
lymphocytosis'). Her serum contained IgM antibodies to Epstein-Barr viral capsid antigen
(VCA), the most specific test for acute infectious mononucleosis .
Abnormal liver test: mild acute hepatitic pattern



Posterior Triangle 
of the Neck



A generalized, erythematous, 
maculopapular eruption is often seen in 
patients with infectious mononucleosis 
after the administration of ampicillin.







3-5 cases per million children; 1-2 cases per million adult

Thoracic CT scan shows a solitary osteolytic lesion of the sternum (arrow) with
sclerotic margins (arrowhead) in a 38-year-old woman presenting with chest pain. A
bone scan was positive in this area, as well. The resected surgical specimen showed
Langerhans cell histiocytosis.

Langerhans cell histiocytosis extensively involving lymph node in a patient with
widespread disease and symptoms. The Langerhans cells have inconspicuous nucleoli,
thin nuclear membranes, and prominent folding of their nuclear contours, imparting a
"twisted towel" appearance. (A) Low-power view showing subtotal replacement of
lymph node. (B) High-power magnification showing cytologic features of Langerhans
cells and a mitotic figure. Hematoxylin-eosin stains.

• Bone
• Skin (eczematous rash

or ulcerative lesions)
• Lung
• Central nervous

system 
• Lymph nodes and 

bone marrow
• Liver and spleen





La peste è assente in Europa e in Australia.



The diagnosis is usually confirmed
serologically by detecting antibodies to F.
tularensis

In Italia, dal 1992 al 1998, sono stati segnalati al ministero della Sanità 61 casi di tularemia, per una morbosità media pari a 0,02 casi per 
100.000 abitanti



DIAGNOSTIC TESTS
Serology — Several reference labs perform serologic testing for Bartonella.
Polymerase chain reaction — Polymerase chain reaction (PCR) based tests for
Bartonella on tissue or blood are available commercially.
Skin testing — The CSD skin test, which was one of the original diagnostic criteria of
CSD, is no longer used since other more specific and sensitive diagnostic tools are
preferred.

Si stima che l'8% dei gatti domestici sia 
infetto così come il 13% dei gatti randagi.



The classic tissue response to Brucella is granuloma formation 





Generalized lymphoadenopathyLocalized lymphoadenopathy

• Because treponemal tests have become cheaper and are more sensitive during
early infection, these tests constitute the preferred initial diagnostic test.

• Positive results on both a treponemal test and a nontreponemal test are
recommended to confirm the diagnosis.








