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A 3-year-old boy attends with his mother, who says she

noticed a lump in his neck 2 weeks ago while bathing

him. Examination shows a 15 mm lymph node posterior

to sternomastoid in the left side of the neck.

What you should cover in the history

Palpable lymphadenopathy is common in children, with

studies showing a prevalence of 55% in children aged 6–

12 months1 and 41% in children aged 2–5 years.2 The

majority of palpable lymph nodes are reactive, and seri-

ous pathology is rare. The challenge is to find clinical,

radiological and serological evidence that is reliable

enough to exclude malignancy (most likely lymphoma).

This is a very different situation from that in adults,

which is to confirm the suspicion of malignancy (usually

carcinoma).

• Recent upper respiratory tract infections including otitis

media and tonsillitis commonly lead to lymphadeno-

pathy, which usually resolves with treatment of the under-

lying condition.

• Skin conditions, particularly those affecting the scalp are

also a common cause of reactive lymphadenopathy.

• Weight loss, night sweats and fever suggest serious

pathology and should lead to prompt and thorough

investigation.

• Fluctuation in the size of the nodes is very suggestive of

a reactive process: serious pathology tends to grow inex-

orably.

What you should cover on examination

• Accurate documentation of the size (measured with cali-

pers) and distribution of enlarged nodes is important for

follow-up, and particularly so if lymph node size is to be

used as a criterion for excision biopsy (vide infra).

• Examination of the ears, nose and throat is clearly

required.

• Examination of the axillae and groins for lymph nodes,

and of the abdomen for liver and spleen may also lead to

findings that suggest serious pathology. Request the help

of a paediatrician if you do not feel comfortable to do

this yourself and the suspicion of pathology is high.

• Skin discoloration suggests atypical mycobacterial infe-

cion whose management is not discussed here, except

to say that it usually involves complete surgical exci-

sion.

• Small nodes over bony prominences (such as the lower

border of the mandible) are subject to repeated minor

trauma and may enlarge as a result. Simple instructions to

leave the nodes alone are often enough to make them

regress.

What treatment should you offer

Prolonged and repeated clinical follow-up is wasteful and

unnecessary. In many cases, children are followed up for

months until the inability to reach a satisfactory conclu-

sion leads to excision biopsy. In these cases, the lack of

progression of disease over a period of months actually

makes serious disease very unlikely. Ideally, the decision

to operate or discharge the patient should be made as

quickly as possible so that diagnosis is not delayed in

those with malignancy.

First visit

• Some lymph nodes are clearly of very low suspicion,

being small, soft and mobile and associated with upper res-

piratory tract infections. Clinicians should be able to reas-

sure parents and discharge them with instructions to

return if the nodes get progressively larger (rather than

fluctuating in size). In these circumstances, overinvestiga-

tion is likely to be more harmful than the rare possibility

of a missed diagnosis.

• Children with certain clinical features have a high-risk of

serious pathology, and the presence of any of the following

should lead to urgent excision biopsy for histology:

– Lymph nodes in the supraclavicular area.3–6

– Lymph nodes which measure >3 cm (possibly even

2 cm) when measured properly with calipers.4,6

– Lymph nodes in children with a history of malig-

nancy.4

– Children with hepatosplenomegaly, fever, weight loss

or night sweats3,5 (although not every study supports

the predictive value of these findings4).

When proceeding to excision biopsy, a preoperative

chest X-ray and full blood count would be reasonable.

• Fine needle aspiration cytology (FNAC) is very sensitive

for carcinoma (the most likely diagnosis in adults but
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extraordinarily rare in children), but has poor specificity

in distinguishing reactive lymph node hyperplasia from

low grade lymphoma. This means that negative cytology

cannot be used to provide reassurance and avoid excision

biopsy in children. FNAC is generally unhelpful in chil-

dren with lymphadenopathy.

• The majority of children will not meet these criteria and

they should be sent for a chest X-ray from clinic and blood

should be taken for full blood count and serology for Barto-

nella, toxoplasma, cytomegalovirus and Epstein–Barr virus.

The child should be reviewed in a fortnight with the test

results. Consideration should be given to a trial of antibiot-

ics during this time.

• Ultrasound scanning can give useful results in some

cases, although it is very dependent on the skills of the

ultrasonographer. As a minimum it should allow for

accurate measurement of size and confirmation that the

lump is indeed a lymph node. In experienced hands, it

may also help to distinguish reactive lymph node hyper-

plasia from lymphoma on the basis of echogenicity, shape

(round versus ovoid) and hilar blood flow pattern,

although the sensitivity and specificity of these findings

needs to be confirmed in large studies.6

Second visit

• If the full blood count or chest X-ray report are abnor-

mal, the nodes should be excised urgently for histology3

• If the serology if positive, the diagnosis is made and exci-

sion biopsy for histology is not required. In one series, ser-

ology led to a positive diagnosis and avoidance of

excision biopsy in 10% of children.7

• Unfortunately, most children will have negative serology,

normal chest X-ray and normal full blood count. Unless the

nodes are regressing in size, the only course of action that

will lead to a definitive diagnosis at this point is excision

biopsy. The risks of excision biopsy should be discussed

with the parents, including bleeding, infection, the scar

and the risk of nerve damage (the most commonly dam-

aged nerves being the marginal mandibular, the accessory

and the hypoglossal).

Almost all the treatment recommendations in this article

are based on retrospective series of children with hetero-

genous presentations and no good quality, prospective

evaluations of a treatment protocol exist.
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Information sources

The statements in this paper are based on a systematic

review of the literature presented by the author at the

National Otolaryngology Trials Office Evidence Based

Medicine Day on the Management of Neck Lumps in

Newcastle, 19 November 2003 supplemented by an upda-

ted literature search 9 July 2006: a detailed list of refer-

ences is available on request.

This is one of a series of articles on common problems for

the general otolaryngologist. Contributions and suggestions

for future topics are welcome. Please contact the series editor

(haytham.kubba@yorkhill.scot.nhs.uk).
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