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Abstract: 

We aimed by this review, to discuss the recent concepts in the diagnosis and management modalities of 

Lymphadenopathy, also overviewing the clinical features of this which will support the diagnostic procedures. 

Computerized search was performed using following databases; CENTRAL, PUBMED, MEDLINE, and EMBASE. 

for all published studies concerning Lymphadenopathy up to December, 2018., using the term ‘‘Lymphadenopathy”, 

and searched PubMed, using the Medical Subject Heading (MeSH) term ‘Lymphadenopathy’’ and free-text words 

such “diagnosis”, “management”, Clinical features” and “treatment”. Lymphadenopathy is benign and self-limited 

in most patients. Etiologies include malignancy, infection, and autoimmune problems, as well as drugs and iatrogenic 

reasons. The history and physical exam alone typically identify the root cause of lymphadenopathy. When the cause 

is unidentified, lymphadenopathy should be categorized as localized or generalised. Patients with localized 

lymphadenopathy ought to be evaluated for etiologies typically related to the region involved according to lymphatic 

drainage patterns. Generalized lymphadenopathy, defined as 2 or even more involved areas, usually suggests 

underlying systemic disease. Danger factors for malignancy include age older than 40 years, male white race, 

supraclavicular area of the nodes, and existence of systemic signs such as fever, night sweats, and inexplicable weight 

loss. 
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INTRODUCTION: 

The human body has concerning 600 lymph nodes [1]. 

Spleen, tonsils, adenoids, and Peyer's patches belong 

to the lymphoid tissue, and their role is to clean 

antigens from the extracellular liquid. Peripheral 

lymph nodes are those which are located deep in the 

subcutaneous tissue and can be palpated if any type of 

process creates them to increase the size of. 

Lymphadenopathy (LAP) is the term to explain the 

problems in which lymph nodes become uncommon in 

size, consistency, and number. 

A regular sized lymph node is normally less than one 

cm in diameter. Naturally, there are exemptions in 

lymph nodes in various regions and at different ages 

have various dimensions. As an example, some 

authors have actually recommended that an inguinal 

lymph node size up to 1.5 cm should be taken into 

consideration regular, while the typical array for the 

epitrochlear nodes depends on 0.5 centimeters [2]. In 

general, typical lymph nodes are bigger in youngsters 

(ages 2-10), in whom a dimension of greater than 2 cm 

is suggestive of a malignancy (i.e., lymphoma) or a 

granulomatous disorder (such as tuberculosis or cat 

scratch ailment) [3]. 

It is important to take a cautious background to 

consider a selection of ailments, which might be a clue 

to the underlying disorder. It might be a typical self-

limited infection in more youthful adults or a 

malignancy in older patients. Based on various 

geographical locations, the etiology varies. As an 

example, tuberculosis (TB) is the most usual root 

cause of cervical LAP in endemic areas such as Africa 

[4] However, in a multitude of researches, one of the 

most typical benign etiologies are non-specific 

responsive modifications in lymph nodes [5]. 

In spite of the reduced frequency of hatred amongst 

patients with LAP, it continues to be to be the major 

problem of both patients and doctors. Researches have 

actually revealed that its prevalence is less than one 

percent amongst patients with inexplicable LAP 

generally method [6]. 

A number of elements in the diagnosis of LAP need to 

be taken into consideration. Most of the times, further 

investigation is not called for as the cause is noticeable 

on primary assessment (such as infection). In 

inexplicable conditions, research laboratory 

examinations, imaging research studies, and tissue 

biopsy are recommended. Imaging can recognize the 

size and distribution of the node a lot more properly 

than can physical checkup. Ultrasound is a 

noninvasive method to examine lymph nodes in 

superficial regions like the neck [7]. Computed 

tomography (CT) serves to figure out LAP in the 

thorax or abdominopelvic cavity [7]. Tissue medical 

diagnosis by fine needle goal biopsy or excisional 

biopsy is the gold common evaluation for LAP [6]. 

Objective:  

The most important task of physician is to determine 

the background of disease, to carefully look after the 

growth and make proper diagnosis if it benign or 

malignant. Depending on diagnosis patient should be 

sent to specialist and adequate treatment should take 

place. In this review we aimed to discuss the recent 

concepts in the diagnosis and management modalities 

of Lymphadenopathy, also overviewing the clinical 

features of this which will support the diagnostic 

procedures. 

 

METHODOLOGY: 

Computerized search was performed using following 

databases; CENTRAL, PUBMED, MEDLINE, and 

EMBASE. for all published studies concerning 

Lymphadenopathy up to December, 2018., using the 

term ‘‘Lymphadenopathy”, and searched PubMed, 

using the Medical Subject Heading (MeSH) term 

‘Lymphadenopathy’’ and free-text words such 

“diagnosis”, “management”, Clinical features” and 

“treatment”. we restricted our search to only English 

published articles with human subjects. 

 

DISCUSSION: 

• Epidemiology 

In tropical areas, TB is a major benign cause of LAP 

in grownups and children [8]. In patients with TB, the 

evaluation of the human immunodeficiency virus 

(HIV) is advised due to the fact that it raises the 

occurrence of extrapulmonary TB to greater than 50% 

[8]. Infectious mononucleosis affects patients of every 

ages; nevertheless, it is much more frequent before 

adolescence. Roughly over 90% of grownups 

throughout the globe are seropositive for this viral 

ailment, although only 25-30% of them have actually 

come to be medically sick [9]. 

In general method, less than one percent of patients 

with LAP have deadly illness, typically due to 

leukemia in younger youngsters and Hodgkin's disease 

in teenagers [10]. It has been reported that the 

prevalence of malignancy is 0.4% in patients under 40 

years and 4% in those over 40 years of age in the 

primary care establishing [9]. The occurrence rises to 

17% in referral centers rises to 40-60% in highly 

questionable patients [9]. However, the place of LAP 

transforms the opportunity of malignancy. 

Hodgkin's illness is unusual before 10 years old and a 

tiny male dominance is present, specifically in youth. 

The Epstein-Barr virus infection in combination with 
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immune deficiency is a risk variable for raising 

Hodgkin's disease, particularly in less-developed 

countries and reduced socioeconomic conditions. 

Non-Hodgkin's lymphoma, the fourth common 

worldwide malignancy in men with a frequency of 

6.1%, is another cause [11].  

 

• Definition 

The body has approximately 600 lymph nodes, 

however only those in the submandibular, axillary or 

inguinal areas might normally be palpable in healthy 

and balanced individuals [1]. Lymphadenopathy refers 

to nodes that are unusual in either size, uniformity or 

number. There are various classifications of 

lymphadenopathy, but a simple and clinically useful 

system is to identify lymphadenopathy as 

"generalised" if lymph nodes are enlarged in two or 

even more noncontiguous locations or "localized" if 

only one location is entailed. Comparing local and 

generalized lymphadenopathy is important in 

developing a differential diagnosis. In health care 

patients with unusual lymphadenopathy, 

approximately three fourths of patients will certainly 

offer with local lymphadenopathy and one 4th with 

generalized lymphadenopathy (Figure 1) [12], [13]. 

 

Localized Lymphadenopathy 

Head and neck 

Head and neck lymphadenopathy can be classified as 

submental, submandibular, anterior or posterior 

cervical, preauricular, and supraclavicular.9 Infection 

is a common root cause of head and cervical 

lymphadenopathy. In children, acute and self-limiting 

viral diseases are one of the most common etiologies 

of lymphadenopathy [12]. Inflamed cervical nodes 

that advance promptly to variation are usually caused 

by staphylococcal and streptococcal infections and 

require antibiotic therapy with periodic incision and 

drainage. Relentless lymphadenopathy lasting several 

months can be caused by irregular mycobacteria, cat-

scratch ailment, Kikuchi lymphadenitis, sarcoidosis, 

and Kawasaki illness, and usually can be 

misinterpreted for neoplasms [12]. Supraclavicular 

adenopathy in grownups and children is connected 

with high threat of intra-abdominal malignancy and 

should be assessed promptly. Research studies found 

that 34% to 50% of these patients had malignancy, 

with patients older than 40 years at highest possible 

risk [10]. 

Axillary 

Infections or injuries of the upper extremities are a 

typical root cause of axillary lymphadenopathy. 

Typical infectious etiologies are cat-scratch illness, 

tularemia, and sporotrichosis because of inoculation 

and lymphatic drainage. Absence of an infectious 

resource or distressing sores is highly suspicious for a 

malignant etiology such as Hodgkin lymphoma or 

non-Hodgkin lymphoma. Breast, lung, thyroid, 

stomach, colorectal, pancreatic, ovarian, kidney, and 

skin cancers (malignant melanoma) can technique to 

the axilla [13]. Silicone breast implants might also 

trigger axillary lymphadenopathy as a result of an 

inflammatory response to silicone particles from 

implant leakage. 

 

Epithrochlear 

Epitrochlear lymphadenopathy (nodes more than 5 

mm) is pathologic and generally symptomatic of 

lymphoma or melanoma [12], [13]. Other causes 

include infections of the upper extremity, sarcoidosis, 

and second syphilis. 

 

Inguinal 

Inguinal lymphadenopathy, with nodes up to 2 cm in 

diameter, exists in lots of healthy and balanced 

grownups. It is much more typical in those who walk 

outdoors barefoot, especially in tropical regions [13]. 

Common etiologies consist of sexually transmitted 

infections such as herpes simplex, lymphogranuloma 

venereum, chancroid, and syphilis, and lower 

extremity skin infections. Lymphomas, both Hodgkin 

and non-Hodgkin, normally do not present in the 

inguinal region [14]. Other inguinal 

lymphadenopathy- linked malignancies are penile and 

vulvar squamous cell carcinomas and melanoma. 

Inguinal lymphadenopathy is present in concerning 

half of penile or urethral carcinomas [15]. 

 

Generalized Lymphadenopathy 

Generalized lymphadenopathy is the enlargement of 

greater than two noncontiguous lymph node groups 

[16]. Substantial systemic illness from infections, 

autoimmune ailments, or disseminated malignancy 

commonly causes generalized lymphadenopathy, and 

particular testing is necessary to determine the 

diagnosis. Benign sources of generalised 

lymphadenopathy are self-limited viral ailments, such 

as infectious mononucleosis, and medicines. Various 

other causes include acute human immunodeficiency 

virus infection, turned on mycobacterial infection, 

cryptococcosis, cytomegalovirus, Kaposi sarcoma, 

and systemic lupus erythematosus. Generalized 

lymphadenopathy can occur with leukemias, 

lymphomas, and advanced metastatic carcinomas [9]. 
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FIGURE 1. Presentation of lymphadenopathy by anatomic site (in percentages) [8],[9]. 

 

• DIAGNOIS 

Taking history 

Taking a total history of the patient is essential to 

determine the etiology of LAP. Age, time of 

presentation, duration of symptoms, underlying 

disorders, and conditions in which LAP was identified 

are of excellent worth. Additionally, a background of 

exposure to animals, consumption of specific drugs 

and foods, high-risk actions, and history of reoccurring 

infection and immunodeficiency can assist the 

diagnosis. 

A history of ecological exposure to tobacco, alcohol, 

and ultraviolet radiation raises the suspicion of the 

metastatic carcinoma of the inner body organs, head, 

and neck as well as skin malignancies. Immune 

lacking patients, like those with AIDS, have broad 

differential reasons for LAP and malignancies like 

Kaposi's sarcoma; however, non-Hodgkin's 

lymphoma ought to constantly be thought about [17]. 

A family history of malignant problems might increase 

the doctor's uncertainty to distinctive etiologies of 

LAP such as breast cancers, cancer malignancy, and 

dysplastic nevus disorder [17]. 

Also, if LAP lasts less than 2 weeks or over one year 

without enhancing in size, the probability of 

malignancy is quite low [17]. 

The checking is essential if patient is taking a drug that 

may cause lymphadenopathy? Some drugs are 

recognized to particularly create lymphadenopathy 

(e.g., phenytoin [Dilantin], while others, such as 

cephalosporins, penicillins or sulfonamides, are more 

probable to create a serum sickness-like disorder with 

high temperature, arthralgias and rash along with 

lymphadenopathy (Table 1). 
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TABLE 1. Medications That May Cause Lymphadenopathy [10]. 

Allopurinol (Zyloprim) 

Atenolol (Tenormin) 

Captopril (Capozide) 

Carbamazepine (Tegretol) 

Cephalosporins 

Gold 

Hydralazine (Apresoline) 

Penicillin 

Phenytoin (Dilantin) 

Primidone (Mysoline) 

Pyrimethamine (Daraprim) 

Quinidine 

Sulfonamides 

Sulindac (Clinoril) 

 

Physical Examination 

When lymphadenopathy is local, the medical 

professional must take a look at the area drained by the 

nodes for proof of infection, skin lesions or tumors 

(Table 2). Various other nodal sites ought to also be 

carefully taken a look at to omit the opportunity of 

generalized as opposed to local lymphadenopathy. 

This is a crucial element of the exam, as a research 

study of primary care doctors found that generalized 

lymphadenopathy was determined in just 17 percent of 

the patients in whom it existed [18]. Careful palpation 

of the submandibular, former and posterior cervical, 

supraclavicular, axillary and inguinal nodes can be 

completed in a short time and will recognize patients 

with generalised lymphadenopathy. 
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TABLE 2. Lymph Node Groups: Location, Lymphatic Drainage and Selected Differential Diagnosis [15-18] . 

LOCATION LYMPHATIC DRAINAGE CAUSES 

Submandibular Tongue, submaxillary gland, lips and mouth, 

conjunctivae 

Infections of head, neck, sinuses, ears, 

eyes, scalp, pharynx 

Submental Lower lip, floor of mouth, tip of tongue, 

skin of cheek 

Mononucleosis syndromes, Epstein-Barr 

virus, cytomegalovirus, toxoplasmosiss 

Jugular Tongue, tonsil, pinna, parotid Pharyngitis organisms, rubella 

Posterior cervical Scalp and neck, skin of arms and pectorals, 

thorax, cervical and axillary nodes 

Tuberculosis, lymphoma, head and neck 

malignancy 

Suboccipital Scalp and head Local infection 

Postauricular External auditory meatus, pinna, scalp Local infection 

Preauricular Eyelids and conjunctivae, temporal region, 

pinna 

External auditory canal 

Right 

supraclavicular 

node 

Mediastinum, lungs, esophagus Lung, retroperitoneal or gastrointestinal 

cancer 

Left 

supraclavicular 

node 

Thorax, abdomen via thoracic duct Lymphoma, thoracic or retroperitoneal 

cancer, bacterial or fungal infection 

Axillary Arm, thoracic wall, breast Infections, cat-scratch disease, 

lymphoma, breast cancer, silicone 

implants, brucellosis, melanoma 

Epitrochlear Ulnar aspect of forearm and hand Infections, lymphoma, sarcoidosis, 

tularemia, secondary syphilis 

Inguinal Penis, scrotum, vulva, vagina, perineum, 

gluteal region, lower abdominal wall, lower 

anal canal 

Infections of the leg or foot, STDs (e.g., 

herpes simplex virus, gonococcal 

infection, syphilis, chancroid, granuloma 

inguinale, lymphogranuloma venereum), 

lymphoma, pelvic malignancy, bubonic 

plague 

STDs= sexually transmitted diseases. 

If lymph nodes are detected, the following five 

characteristics should be noted and described: 

Size. Nodes are generally taken into consideration to 

be regular if they depend on 1 cm in diameter; 

nonetheless, some authors suggest that epitrochlear 

nodes larger than 0.5 cm or inguinal nodes larger than 
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1.5 centimeters must be thought about irregular [17]. 

Little data exists to suggest that a specific diagnosis 

can be based upon node size. Nevertheless, in one 

series of 213 adults with inexplicable 

lymphadenopathy, no patient with a lymph node 

smaller sized than 1 cm2(1 centimeters × 1 cm) had 

cancer, while cancer existed in 8 percent of those with 

nodes from 1 cm2 to 2.25 cm2(1 cm × 1 cm to 1.5 cm 

× 1.5 cm) in dimension, and in 38 percent of those with 

nodes larger than 2.25 cm2(1.5 centimeters × 1.5 cm) 

[10]. In youngsters, lymph nodes larger than 2 

centimeters in diameter (in addition to an irregular 

chest radiograph and the lack of ear, nose and throat 

symptoms) were anticipating of granulomatous illness 

(i.e., consumption, cat-scratch illness or sarcoidosis) 

or cancer (predominantly lymphomas) [19]. These 

researches were done in referral centers, and final 

thoughts might not apply in medical care settings. 

Pain/Tenderness. When a lymph node rapidly raises 

in size, its capsule stretches and causes pain. 

Discomfort is usually the result of an inflammatory 

procedure or suppuration, but pain might additionally 

arise from hemorrhage right into the necrotic center of 

a malignant node. The presence or lack of tenderness 

does not reliably differentiate benign from malignant 

nodes [20]. 

Consistency. Stony-hard nodes are typically a sign of 

cancer, generally metastatic. Very firm, rubbery nodes 

recommend lymphoma. Softer nodes are the outcome 

of infections or inflammatory conditions. Suppurant 

nodes may be fluctuant. The term "shotty" refers to 

little nodes that seem like buckshot under the skin, as 

discovered in the cervical nodes of youngsters with 

viral illnesses. 

Matting. A team of nodes that feels connected and 

seems to move as a system is stated to be "matted." 

Nodes that are matted can be either benign (e.g., 

tuberculosis, sarcoidosis or lymphogranuloma 

venereum) or malignant (e.g., metastatic carcinoma or 

lymphomas). 

Location. The structural place of localized 

adenopathy will sometimes be practical in narrowing 

the differential medical diagnosis. For example, cat-

scratch illness generally triggers cervical or axillary 

adenopathy, infectious mononucleosis triggers 

cervical adenopathy and a number of sexually 

transmitted diseases are connected with inguinal 

adenopathy. 

Supraclavicular lymphadenopathy has the highest 

possible threat of malignancy, estimated as 90 percent 

in patients older than 40 years and 25 percent in those 

younger than age 40.4 Having the patient execute a 

Valsalva's maneuver throughout palpation of the 

supraclavicular fossae increases the opportunity of 

detecting a node. Lymphadenopathy of the ideal 

supraclavicular node is connected with cancer in the 

mediastinum, lungs or esophagus. The left 

supraclavicular (Virchow's) node obtains lymphatic 

circulation from the thorax and abdominal area, and 

might signal pathology in the testes, ovaries, kidneys, 

pancreatic, prostate, stomach or gallbladder. Although 

rarely present, a paraumbilical (Sister Joseph's) node 

might signify an abdominal or pelvic neoplasm [21]. 

In patients with generalised lymphadenopathy, the 

physical examination ought to focus on looking for 

indicators of systemic ailment. The most helpful 

findings are rash, mucous membrane lesions, 

hepatomegaly, splenomegaly or arthritis. 

Splenomegaly and lymphadenopathy take place 

concurrently in lots of problems, including 

mononucleosis-type syndromes, lymphocytic 

leukemia, lymphoma and sarcoidosis. 

• Initial Management 

Many patients worry about the reason for their 

uncommon lymph nodes. To effectively resolve their 

worries, the physician should ask the patient 

concerning his or her concerns and react to concerns 

about particular diagnoses. When biopsy is delayed, 

the medical professional must clarify to the patient the 

rationale for waiting. Patients should be cautioned to 

remain alert for the reappearance of the nodes because 

lymphomatous nodes have been understood to 

temporarily fall back. 

Anti-biotics are not indicated for lymphadenopathy 

unless there is uncommonly solid proof of a bacterial 

infection and the patient is toxic. Glucocorticosteroids 

should not be used to treat lymphadenopathy since 

their lympholytic effect was odd some medical 

diagnoses (lymphoma, leukemia, Castleman's 

disease). In addition, corticosteroids can add to 

postponed recovery or activation of underlying 

infections. An exemption is the lethal pharyngeal 

blockage by enlarged lymphoid tissue in Waldeyer's 

ring that is periodically seen in infectious 

mononucleosis [22]. 

CONCLUSION: 

Lymphadenopathy is benign and self-limited in most 

patients. Etiologies include malignancy, infection, and 

autoimmune problems, as well as drugs and iatrogenic 

reasons. The history and physical exam alone typically 

identify the root cause of lymphadenopathy. When the 

cause is unidentified, lymphadenopathy should be 

categorized as localized or generalised. Patients with 

localized lymphadenopathy ought to be evaluated for 
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etiologies typically related to the region involved 

according to lymphatic drainage patterns. Generalized 

lymphadenopathy, defined as 2 or even more involved 

areas, usually suggests underlying systemic disease. 

Danger factors for malignancy include age older than 

40 years, male sex, white race, supraclavicular area of 

the nodes, and existence of systemic signs such as 

fever, night sweats, and inexplicable weight loss. 

Palpable supraclavicular, popliteal, and iliac nodes are 

irregular, as are epitrochlear nodes more than 5 mm in 

diameter. The workup may include blood 

examinations, imaging, and biopsy relying on medical 

presentation, location of the lymphadenopathy, and 

underlying risk aspects. Biopsy choices include fine-

needle aspiration, core needle biopsy, or open 

excisional biopsy. Prescription antibiotics might be 

used to treat acute unilateral cervical lymphadenitis, 

particularly in youngsters with systemic signs. 

Corticosteroids have actually limited effectiveness in 

the management of inexplicable lymphadenopathy and 

ought to not be utilized without an appropriate 

diagnosis. 

 

REFERENCE: 

1. Ferrer R. Lymphadenopathy: differential diagnosis 

and evaluation. Am Fam Physician. 1998;58:1313–

20. PubMed PMID: 9803196.  

2. Morland B. Lymphadenopathy. Arch Dis 

Child. 1995;73:476–9. doi: 10.1136/adc.73.5.476.  

3. Slap GB, Brooks JS, Schwartz JS. When to perform 

biopsies of enlarged peripheral lymph nodes in 

young patients. JAMA. 1984;252:1321–

6. doi:10.1001/jama.1984.03350100051031. 

PubMed PMID: 6471252.  

4. Ochicha O, Edino ST, Mohammed AZ, Umar AB, 

Atanda AT. Pathology of peripheral lymph node 

biopsies in Kane, Northern Nigeria. Ann Afr 

Med. 2007;6:104–8. PubMed PMID: 18240497. 

5. Darnal HK, Karim N, Kamini K, Angela K. The 

profile of lymphadenopathy in adults and 

children.Med J Malaysia. 2005;60:590–8. PubMed 

PMID: 16515110.  

6. Fijten GH, Blijham GH. Unexplained 

lymphadenopathy in family practice. An evaluation 

of the probability of malignant causes and the 

effectiveness of physicians' workup. J Fam 

Pract. 1988;27:373–6.PubMed PMID: 3049914.  

7. Ahuja AT, Ying M. Sonographic evaluation of 

cervical lymph nodes. AJR Am J 

Roentgenol. 2005;184:1691–9. doi: 

10.2214/ajr.184.5.01841691. PubMed PMID: 

15855141. 

8. Allhiser JN, McKnight TA, Shank JC. 

Lymphadenopathy in a family practice. J Fam 

Pract. 1981;12:27–32. 

9. Williamson HA Jr. Lymphadenopathy in a family 

practice: a descriptive study of 249 cases. J Fam 

Pract. 1985;20:449–58. 

10. Pangalis GA, Vassilakopoulos TP, Boussiotis VA, 

Fessas P. Clinical approach to 

lymphadenopathy. Semin Oncol. 1993;20:570–82. 

11. Mauch PM, Kalish LA, Kadin M, Coleman CN, 

Osteen R, Hellman S. Patterns of presentation of 

Hodgkin disease. Implications for etiology and 

pathogenesis. Cancer. 1993;71(6):2062–2071. 

12. Skinner DG, Leadbetter WF, Kelley SB. The 

surgical management of squamous cell carcinoma of 

the penis. J Urol. 1972;107(2):273–277. 

13. Ferrer R. Lymphadenopathy: differential diagnosis 

and evaluation. Am Fam Physician. 

1998;58(6):1313–1320. 

14. Mohapatra PR, Janmeja AK. Tuberculous 

lymphadenitis. J Assoc Physicians 

India. 2009;57:585–90.PubMed PMID: 20209720.  

15. 22. Luzuriaga K, Sullivan JL. Infectious 

Mononucleosis. N Engl J Med. 2010;362:1993–

2000. doi: 10.1056/NEJMcp1001116. PubMed 

PMID: 20505178. 

16. Ridder GJ, Boedeker CC, Technau-Ihling K, 

Grunow R, Sander A. Role of Cat-Scratch Disease 

in Lymphadenopathy in the Head and Neck. Clin 

Infect Dis. 2002;35:643–9. doi: 10.1086/342058. 

PubMed PMID: 12203159. 

17. Bazemore AW, Smucker DR. Lymphadenopathy 

and malignancy. Am Fam 

Physician. 2002;66:2103–10. PubMed PMID: 

12484692. 

18. Morland B. Lymphadenopathy. Arch Dis Child. 

1995;73:476–9. 

19. Slap GB, Brooks JS, Schwartz JS. When to perform 

biopsies of enlarged peripheral lymph nodes in 

young patients. JAMA. 1984;252:1321–6. 

20. Fijten GH, Blijham GH. Unexplained 

lymphadenopathy in family practice. An evaluation 

of the probability of malignant causes and the 

effectiveness of physicians' workup. J Fam Pract. 

1988;27:373–6. 

21. Sapira JD. The art and science of bedside diagnosis. 

Baltimore: Urban & Schwarzenberg, 1990:139–44. 

22. Braunwald EK, Dennis; Fauci, Anthony; Hauser, 

Stephen; Longo, Dan; Jameson, J. Harrison's 

Principles of Internal Medicine: McGraw-Hill, 

2004. 

 

 

 


