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SUPPORT: 

IN SIXTY, Manitoba’s Cancer Patient Journey Initiative, was established in June 2011 with a 
mandate to get patients from suspicion of cancer, through diagnosis, and to their first 
treatment faster – in sixty days or less – and to do so in a way that also provides a smoother 
experience for patients. The Cancer Patient Journey Initiative established a partnership of 
Manitoba Health, CancerCare Manitoba, Diagnostic Services of Manitoba, Manitoba’s regional 
health authorities, Family Physicians and other health care providers, and patients. While In 
Sixty’s five-year mandate came to a close in June 2016, significant cancer journey 
improvements initiated during  that time are still  underway in areas of primary care, 
diagnostics, specialty care, IT support, and communication.  

The Early Cancer Diagnosis series was established as a consequence of and with funding from 
the In Sixty initiative.  Ongoing support for the continued development of new modules in the 
Early Cancer Diagnosis series is provided by CancerCare Manitoba’s Community Oncology 
Program (COP).  The COP was established in 2012 with the amalgamation of the Community 
Cancer Program Network (CCPN) and Uniting Primary Care and Oncology (UPCON). The COP 
also oversees the work of the Transitions Initiative and CCMB’s Underserved Populations 
Program. 
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LYMPHOMA AND LATERAL NECK MASS DIAGNOSIS WORKSHOP OUTLINE 

WORKSHOP INTRODUCTION 

Collectively, the lymphomas account for approximately 6 percent of all cancers diagnosed in the 
developed world annually; Hodgkin lymphomas comprise about 10% of all lymphomas; of the 
Non-Hodgkin Lymphomas that comprise the remaining 90%, the commonest is Diffuse Large B 
Cell Lymphoma (DLBCL), accounting for approximately 25 percent of NHL cases1.  Lymphomas 
may be indolent as in the case of many follicular lymphomas, or rapidly progressive (such as 
with Burkitt’s lymphoma) and associated with an extremely high mortality, especially in the 
event of diagnostic delays.  The 2019 Canadian Cancer Statistics website projects 10,000 new 
cases of non-Hodgkins lymphoma and 1,000 new cases of Hodgkins lymphoma, with 2,700 
deaths from non-Hodgkins lymphoma and 100 deaths from Hodgkins lymphoma for 2019. 

Unexplained lymphadenopathy, with or without other symptoms is the commonest 
presentation for lymphomas.  However, the differential diagnosis of unexplained adenopathy is 
very large and includes other malignancies, infectious diseases, and some connective tissue 
diseases. The primary care clinician needs to keep this broad differential diagnosis in mind 
when working up adenopathy.  

In the case of neck adenopathy secondary to a primary squamous cell carcinoma of the head & 
neck, excisional biopsy of a pathologic node as part of the diagnostic work up, if performed 
prior to definitive treatment, can make subsequent surgery more technically challenging and 
can put the patient at higher risk of contralateral disease recurrence.  

Infectious causes of adenopathy in general and tuberculosis in particular are often associated 
with diagnostic delays that can have public health consequences as well as negative 
consequences for the patient. 

This module will discuss the diagnostic approach to unexplained adenopathy with a particular 
view to expediting the diagnosis of lymphoma and navigating Manitoba’s cancer care system to 
the benefit of the patient, the recommended approach to the diagnostic workup of the lateral 
neck mass when squamous cell cancer is on the differential, and how to properly take into 
account possible infectious causes of adenopathy, such as HIV and tuberculosis.                      

WORKSHOP OBJECTIVES 

• Recognize clinical scenarios where lymphomas and squamous cell head and neck cancers 
should be considered in the differential diagnosis 

• Recognize clinical scenarios in which infectious causes of adenopathy should be considered 
in the differential diagnosis 

• Explain the implications for the diagnostic work up of cervical adenopathy when a primary 
squamous cell cancer of the head & neck is on the differential 

• Explain how to expedite the diagnostic work up of aggressive lymphomas and bring the 
patient to the attention of a hematologist-oncologist in a timely fashion 



 Lymphoma / Lateral Neck Mass Diagnosis Workshop | Participant Guide     | Page 5  

PRE-READINGS (FOUND IN SUPPLEMENTAL MATERIALS) 
1. Pathway – Clinical Guidance: Work-up of Lymphadenopathy Suspicious for Lymphoma.  In Sixty 

Manitoba Cancer Patient Journey Initiative (available at CancerCare Manitoba Diagnostic 

Pathways)  

https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-
cancer-and-blood-disorders 

 
2. For guidelines for referral of patients with suspected Lymphoma to CCMB’s Lymphoproliferative 

Disease Site Group, visit Referral Guidelines. From there you can select Lymphoproliferative 

Disorders and choose the appropriate disease. 

https://www.cancercare.mb.ca/For-Health-Professionals/referral-guidelines-for-physicians 

 
 

 

* Please refer to website for the latest version. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/referral-guidelines-for-physicians
https://www.cancercare.mb.ca/For-Health-Professionals/referral-guidelines-for-physicians
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CASES 

CASE 1: TANIA, AGE 35 

Tania presents on a humid Friday afternoon with two complaints: a lump in the right side of 
her neck and an itchy rash which she says is present everywhere but worst over her back.  
Aside from a bout of infectious mononucleosis which you diagnosed five years ago, Tania had 
been in good health prior to the onset of these symptoms.  She reports having lost about 7 
lbs. in the past three weeks.  Tania thinks her diffuse itching is from the stress of her job as 
inspector at a meat packaging plant.  She thinks the hot weather over the past few weeks is 
also bothering her.  She tends to sweat a lot at night, and feels restless when she tries to 
sleep. 

A rounded swelling in the vicinity of the anterior border of the mid-portion of her right 
sternomastoid is evident.  Ovoid, firm, smooth and non-tender, it measures about 3 cm in its 
vertical axis.  The horizontal diameter is difficult to assess because the lateral portion of the 
node seems to disappear under the muscle belly of the sternomastoid. 

QUESTION #1:  WHAT QUESTIONS DO YOU HAVE FOR TANIA? 

Tania denies having recently had a sore throat, fever, coryza, or cough. 

She is unaware of any sores in her mouth. 

She noticed the neck lump about two weeks ago; it has doubled in size since she noticed 
it.  The node is not sore. 

Tania’s energy has been mostly “OK”, although she thinks that job-related stress 
hasfatigued her just slightly in the past few weeks.  She sleeps somewhat fitfully. 

The itching has been present almost continuously for the past three weeks. 

She has no known scabies contacts. 

Tania does not consume alcoholic beverages. 

Tania has no history of recent travel 

Her parents are of Scottish and Ukrainian background; she grew up in the south end of 
Winnipeg; and she has no known history of exposure to tuberculosis. 

 

QUESTION #2:  WHAT SHOULD THE PHYSICAL EXAMINATION INCLUDE IN A PATIENT WHO PRESENTS 

WITH A LATERAL NECK MASS? 

 
A complete history and physical examination, including the following: 

➢ the patient’s general appearance and vital signs; 

A head and neck examination*, with special attention to the upper aerodigestive 
tract. The examination of the head and neck of patients who present with a lateral 
neck mass should include inspection of the face and neck for skin lesions suggestive of 
skin cancers (melanoma, squamous or basal cell). Take care to examine the scalp and 
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the nape of the neck, which are often overlooked.  In addition to inspection of the 
lips, tongue, dentition, gums and pharynx, an examination of the oral cavity should 
include inspection and (if clinically warranted) gloved palpation of the mucosa of the 
buccal and lingual sulci; and the base of the tongue.   

➢ A cranial nerve examination; 

➢ A full body lymph node examination; 

➢ A full body skin examination with particular attention paid to findings suspicious 
for melanoma; 

➢ Lung auscultation; 

➢ Careful palpation of the abdomen, looking especially for masses and for hepato- 
and splenomegaly; 

 

*Developing a consistent routine will minimize the chances of the inadvertent omission of a 
portion of the exam. 

 

Case 1 continued: Tania’s resting pulse is 96, her blood pressure (right arm sitting) 104/72, T 
368, O2 saturation 95% on room air.  Her head & neck examination discloses the enlarged right 
neck node, which is non-tender and slightly mobile, and a slightly ruddy complexion. The 
oropharynx appears normal.  On careful examination you cannot appreciate any other 
enlarged nodes of the head, neck, axillae, epitrochlear areas or groins.  Her rash consists only 
of scattered faint scratches over her trunk and limbs, and some larger and slightly inflamed 
excoriations of her upper back, sparing the areas beyond the reach of her fingers.  Her 
cardiorespiratory and abdominal examinations disclose no other abnormalities. 

QUESTION #3:  WHAT IS ON THE DIFFERENTIAL DIAGNOSIS OF A LATERAL NECK MASS? 
 
Lateral neck masses fall broadly into three categories: inflammatory; congenital;  
and neoplastic.  These could include: 

➢ Benign reactive adenopathy, e.g.  from a viral or bacterial upper respiratory 
infection 

➢ Lymphomas, both Hodgkin and NHL  

➢ Nodal involvement from a primary cancer of the upper aerodigestive tract 

➢ Nodal involvement from a primary cancer of thyroid or salivary glands 

➢ Other primary tumors of the head and neck (e.g. Schwannoma, paraganglioma) 

➢ Tuberculous lymphadenopathy of the neck (“scrofula”) 

➢ Other bacterial lymphadenitis (e.g. Staph aureus, Streptococcal, tularemia) 

➢ HIV 

➢ nodal spread from a skin cancer of the head or neck 

➢ metastatic spread from a lung cancer 

➢ branchial cleft cysts 

➢ hemangiomas and vascular malformations 
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Case 1 continued:  you are especially concerned, in view of Tania’s cervical lymphadenopathy 
and constitutional symptoms, and diffuse pruritus, that she might have a malignancy.  You 
are eager to obtain a tissue diagnosis. 

QUESTION #4:  HOW SHOULD YOU GO ABOUT OBTAINING A TISSUE DIAGNOSIS?  

In the workup of an as-yet undiagnosed pathological lymph node of the lateral neck, it is 
recommended that a fine-needle aspirate (FNA) be obtained prior to proceeding (in 
particular) with an excisional biopsy.  This is done to rule out a primary squamous carcinoma 
of the head and neck.  Excision of a nodal neck metastasis from a squamous carcinoma of 
the head or neck, if performed outside the context of definitive surgical management, can 
make subsequent surgery more extensive and difficult and can also increase the risk for 
recurrence of the disease in the contralateral neck. FNA biopsy of enlarged neck nodes is 
usually done by the consulting ENT surgeon or Head and Neck surgical oncologist; primary 
care clinicians, if comfortable with the procedure, can also perform FNA biopsy of suspicious 
neck nodes, but should not delay referral to a consultant (for example, pending return of the 
pathology report, or for the sake of scheduling a second visit for the procedure). 

 

Case 1 continued: You proceed with an FNA of the enlarged neck node on the occasion of that 
visit.  Anticipating the possible need for an excisional biopsy of the node to confirm your 
suspicion of a malignancy, and concerned about her ‘B’ symptoms, you dictate a referral 
letter to a Head & Neck Surgeon, explaining the urgency of the matter to your clinic 
administrative staff, who promise to get the referral ‘out the door in 24’.  To further expedite 
the referral, you telephone the consultant, who advises you he will see your patient within 
the next 14 days*. 

*visit CancerCare Manitoba’s website at https://www.cancercare.mb.ca/For-Health-
Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders and click on the 
various disease-specific pathways to see the recommended timelines pertinent to the work-up 
of a suspected cancer. 

QUESTION #5:  WHAT OTHER WORK UP SHOULD YOU UNDERTAKE WHILE WAITING FOR THE 

EXCISIONAL BIOPSY? 

You should provide Tania with requisitions for a chest X-ray, a CBC and HIV serology to be 
done that same day. If the lymphocyte count is elevated on the CBC, you should also order 
flow cytometry. 

Renal function tests and LFTs should be obtained 

end an urgent requisition for computed tomography of the neck, chest, abdomen & pelvis.  
Ensure that the report is copied to the Head & Neck surgeon and to any other consultant to 
whom you refer your patient. 

Discuss the benefits of Cancer Navigation Services with Tania and consider a referral to your 
local/regional Navigation site.  A Nurse Navigator can answer questions Tania may have 

https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
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about Manitoba’s cancer care system, track her progress through the system, and arrange 
for tissue pathology reports to be forwarded to you and to the specialists involved in her 
care. Cancer Navigation Services can provide Tania and her family supportive care and 
monitoring with respect to her physical symptoms, while keeping you informed of changes in 
health status.   

 

Case 1 continued:  The chest radiograph report arrives early the next week.  It suggests 
possible mediastinal lymphadenopathy.  You telephone the radiologist at the community 
hospital to which the CT requisition was sent; he agrees to expedite the appointment for the 
CT scans you have requested.   

 

Tania comes back to see you for review the next week, two weeks after her initial visit with 
you. The FNA showed numerous lymphocytes but was not adequate for diagnosis.  She has 
already had an excisional biopsy of the enlarged neck node.  You telephone the Head & Neck 
Surgeon, who says he has just received the pathology report which confirms the suspected 
diagnosis of Hodgkin lymphoma.  The CT report, just back this morning, mentions two other 
enlarged nodes in the neck, including a posterior cervical node and a supraclavicular node, 
both on the right.  Bulky mediastinal lymphadenopathy is also remarked, including a node 
which impinges on the superior vena cava.  Tania notes that along with the work stress she 
has felt restless at night, she is having insomnia, and she feels particularly agitated if she lies 
down, so she has been sleeping in her recliner for the past week. As Tania takes a seat in your 
examination room, you are struck by the ruddiness of her complexion. 

QUESTION #6: WHAT CONDITION IS COMPLICATING TANIA’S NEWLY DIAGNOSED HODGKIN 

LYMPHOMA?  HOW WILL YOU MANAGE IT? 

Tania has an evolving superior vena cava syndrome.  Depending on Tania’s clinical status and 
your practice setting, you might send her directly to the nearest ER, or arrange through the 
on-call hematologist for Tania’s admission that same day to a tertiary care facility where she 
can be given high dose steroids, with a view to starting chemotherapy in the next 24-48 
hours.  

Radiotherapy is also a treatment that can be given for SVC syndrome if urgent initiation of 
chemotherapy is not feasible. 

Send to CCMB along with the written (urgent) hematology-oncology request all relevant 
history, lab data, and imaging and pathology reports. 

There are no proven connections between environmental exposures and Hodgkin 
Lymphoma, but an increase in incidence has been reported in woodworkers, farmers, 
andmeat workers.   

About 70% of Hodgkin lymphoma cases present with cervical adenopathy alone, with no 
associated B-symptoms. 



 Lymphoma / Lateral Neck Mass Diagnosis Workshop | Participant Guide     | Page 10  

CASE 2: BOB, AGE 58 

Bob comes to your office complaining of a six week history of a lump in the left neck below 
the angle of the jaw, a sore tongue, and left otalgia.  

Bob has a history of hypertension treated with amlodipine 5 mg od.  He works as a mechanic 
in the rail yards, has moderate bilateral high tone hearing loss and chronic bilateral tinnitus.  
He has a 30 pack-year smoking history and drinks beer on weekends.  He is happily married, 
with two children in university.  He denies any recent change in his mild, chronic cough or in 
the colour of the small amount of brownish sputum he produces each morning.  He has had 
no recent coryza, rhinorrhea, sore throat or fever.  He thinks he might have bitten his tongue 
about two months ago.  It has been sore ever since, and especially for the past week.  Bob 
denies recent fever or night sweats.  On account of pain experienced during meals, Bob has 
been eating less over the past week and thinks he might have lost about five pounds 

 

QUESTION #1:  WHAT SHOULD YOUR PHYSICAL EXAMINATION OF BOB INCLUDE, IN ADDITION TO 

WHAT IS LISTED IN CASE #1? 

n Bob’s case, on account of his sore tongue, include both inspection and palpation of the 
tongue. This can be facilitated by grasping the anterior portion of the tongue with a 2 x 2 
gauze and exerting gentle traction on the tongue while running the gloved index fingertip 
of the free hand along the lateral border to the base of the tongue.  Gloved bimanual 
palpation of the base of the tongue and the floor of the mouth completes the generalist’s 
assessment of the oral cavity.  Consultants will also include a mirror examination and/or 
flexible nasopharyngolaryngoscopy. You should also conduct a careful examination of the 
thyroid. 

 

Case 2 continued:  On examination Bob is moderately overweight.  His voice, as usual, is 
gravelly.  Inspection of the external ear and the tympanic membranes is unremarkable.  There 
is a firm, non-tender 2.5 cm diameter left jugulodigastric node on palpation of the neck.   On 
inspection of the oral cavity, he has mild-to moderate gingivitis. A raised, ulcerated lesion is 
visible on the left lateral border of the tongue near the circumvallate line. You estimate its 
diameter at ~1.5 cm.  On palpation of the tongue the lesion is moderately tender, firm, and 
feels about as deep as it is wide.  The examination provokes slight bleeding from the 
ulcerated portion of the lesion.  

QUESTION #2:  WHAT IS THE MOST LIKELY DIAGNOSIS TO ACCOUNT FOR THE TONGUE LESION AND 

THE LEFT JUGULODIGASTRIC NODE IN THIS INSTANCE? 

Bob probably has a squamous cancer of the tongue with regional nodal spread.   

A traumatic ulcer is a less plausible explanation, given its location near the base of the 
tongue, relatively remote from the occlusal surfaces of his dentition. 
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Head and neck cancer patients have an approximately 3% - 4% annual risk of developing 
a second (metachronous) primary malignancy.  Some patients with an identified primary 
cancer of the head and neck have a second synchronous primary tumor (a second 
cancer diagnosed within six months of the first cancer), potentially including a cancer of 
the lung or esophagus, but most commonly of the upper aerodigestive tract.  Bob’s 
smoking history, chronic cough, and hoarse voice warrant consideration being given to 
the possibility of a concurrent laryngeal or lung primary. 

QUESTION #3:  WHY DOES BOB HAVE EAR PAIN? 

Bob’s ear pain might be referred from the tongue lesion by ‘Arnold’s nerve’, the 
auricular branch of the Vagus nerve. 

QUESTION #4:  WHAT ARE YOUR NEXT STEPS? 

Bob should be referred urgently to a Head & Neck surgeon at CancerCare Manitoba.   
Fax the referral to the Provincial Cancer Referral and Navigation* at 204-786-0621. 
Depending on urgency of the situation, consider telephoning the on-call Head & Neck 
surgeon to facilitate a timely referral. 

When referring, include all relevant physical exam findings in your letter. 

He should have a biopsy (e.g. punch) of the obvious tongue primary.  Since the 
consultant will likely perform an examination under anaesthesia, the biopsy is best 
performed by the consultant at that time. 

He should also have a fine needle aspiration biopsy of the lymph node.  If you are 
comfortable performing this procedure you might opt to proceed at this same visit with 
an FNA in your office; however, do not delay referral for the sake of accomplishing the 
FNA first. 

Order a CT of the head and neck, and a plain chest radiograph, taking care to give the 
radiologist appropriate guidance regarding your clinical question(s), and copy the 
reports to the consultant; however, do not delay referral while waiting for CT scan 
appointment. 

Discuss the benefits of Cancer Navigation Services with Bob and consider a referral to 
your local/regional Navigation site. A Nurse Navigator can answer questions Bob may 
have about Manitoba’s cancer care system, track the tissue pathology, CT scan and X-
Ray results and arrange for the reports to be forwarded to you and to the specialists 
involved in his care in a timely manner. Cancer Navigation Services can provide 
supportive care and guidance to Bob and his family and connect Bob to resources 
including a referral to a Dietician and a Smoking Cessation program. A Nurse Navigator 
will monitor Bob’s progress and symptoms and will work closely with you to support 
Bob’s care needs.  

 

 
*In 2018, CancerCare’s Central Referral Office amalgamated with Cancer Navigation Services to form Provincial 

Cancer Referral and Navigation. 



 Lymphoma / Lateral Neck Mass Diagnosis Workshop | Participant Guide     | Page 12  

QUESTION #5:  WHAT BARRIERS DO YOU PERCEIVE TO THE IMPLEMENTATION IN CLINICAL PRACTICE 

OF THE RECOMMENDATIONS MADE IN THIS MODULE WITH RESPECT TO: 

 
• PERFORMING FINE NEEDLE ASPIRATION IN THE WORK UP OF A LATERAL NECK MASS? 

• CONNECTING YOUR PATIENTS, WHEN APPROPRIATE, WITH CANCER NAVIGATION SERVICES? 

Many practitioners will defer a decision regarding FNA of a lesion to the surgeon. For those 
clinicians who want to include FNA in their practice, an instructional video can be found online 
at: Fine Needle Aspiration instructional video 

 

FNA workshops are also available through ongoing professional development opportunities 
offered by the Uniting Primary Care and Oncology (UPCON) group.  Clinicians can contact 
UPCON to request a workshop and it will be scheduled at a mutually convenient time and 
location.  Contact rporter@cancercare.mb.ca to arrange. 

Some practitioners might be unfamiliar with or need reminders about the range of services 

provided by Cancer Navigation Services. Cancer Navigation Services are available throughout 

Manitoba to all patients with a high clinical suspicion or a confirmed diagnosis of cancer.  

Nurse Navigators:  

• work in partnership with Primary Care to get the patient to diagnosis in a timely 

manner. Navigators support Primary Care Providers and the referring specialty 

community by providing guidance on the work-up of suspected cancers and verifying that 

the required investigations have been completed to improve quality and completeness of 

referrals coming to CCMB  

• provide supportive services to patients and families,  address patients’ needs and barriers 

to care in a timely and patient centered manner with the goal of improving the patient 

experience and making the patient's journey through the cancer system more seamless. 

Participants can be encouraged to engage in reflective consideration of the benefits of Cancer 

Navigation Services to the patient, their family and to the practitioner’s own practice.  

 
CASE 3: PRATHIKA, AGE 39 

 

Prathika comes to your office for a get acquainted consultation.  She is from Punjab, in 
northern India, and has moved recently along with her husband and their two children on 
account of a devastating earthquake that destroyed much of the town they lived in prior to 
immigrating to Canada.  In need of a family physician, they called Manitoba Health’s ‘Family 
Doctor Finder’ who in turn referred Prathika to your clinic.   

https://www.youtube.com/watch?v=TzOQSOdsyRo&feature=youtu.be
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Prathika complains of a mass on the left side of her neck which has progressively enlarged since 
she first noticed it about a month ago.  She admits to slight fatigue, and thinks she might have 
had a recurrent fever over the past few weeks, but didn’t have a thermometer to measure her 
temperature.  She denies weight loss, drenching sweats, pruritus or pain.  She admits to an 
occasional cough, intermittently productive of tiny amounts of slightly yellowish and off-white 
sputa.  When you ask her if she has a history of tuberculosis, she explains that she had a normal 
chest X-ray 14 months ago when she came to Canada, but that she was placed on isoniazid 
shortly thereafter for latent tuberculosis (LTBI), having had a Mantoux skin test with 10 mm of 
induration as part of an occupational health employment-intake process.  She attended a clinic 
for supervised administration of the INH, of which she completed a nine month course just over 
a month ago.  Her husband and her children are well. 

On examination Prathika looks generally well.  Her vitals include BP 112/60, T 37.1, P94, RR 
18, O2 saturation 96% on room air.  She has an approximately 3 cm mildly tender lymph node 
in the posterior triangle on the left. The node is somewhat rubbery, with no fluctuance. Her 
oral examination is remarkable only for a carious right mandibular molar tooth; her gums and 
the remainder of her dentition look healthy.  The thyroid is normal to palpation.  She has no 
other palpable adenopathy of the head, neck, epitrochlear regions or groins.  Her lungs are 
clear and her heart sounds are normal.  Her abdominal examination reveals a soft, non-
tender belly with no mass or organomegaly.  The extremities are unremarkable. 

 

QUESTION #1:  WHAT CONDITIONS MIGHT EXPLAIN PRATHIKA’S LEFT CERVICAL ADENOPATHY, 
FATIGUE, AND LOW GRADE FEVER? 

ymphoma (Hodgkin or NHL) 

Tuberculosis, with or without concomitant HIV infection 

Non-tuberculous mycobacterial infection (e.g. M. avium complex, M. kansasii] 

cat scratch disease 

blastomycosis or other fungal infection 

sarcoidosis 

bacterial adenitis 

Kikuchi's disease (thought to be a T-cell and histiocytic response to an infectious agent,  Kikuchi’s 
is characterized by lymphadenopathy & fever, and possibly fatigue & respiratory, GI and/or joint 
symptoms) 

Should the participants ask, Prathika had a BCG when she was two years old; and she 
had negative HIV serology 4 months prior to immigrating to Canada.  These details 
should not deter the clinician from considering TB and HIV on the differential diagnosis. 

 

 

QUESTION #2:  WHAT INVESTIGATIONS SHOULD BE DONE FIRST? 

Chest radiograph 
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HIV serology 

CBC 

LDH, if elevated, could point to a diagnosis of lymphoma 

Sputa X 3 for AFB smear and TB culture, each sample obtained a least one hour apart 

One of the sputum samples should also be sent for bacterial C&S and fungal culture 

 the first action that the new family physician should be taking in this scenario (while 
ordering appropriate investigations as already listed in the answer), would be to contact 
the clinician who administered and monitored the 9-month course of INH to get more 
information about how the diagnosis of LTBI was established and how active TB disease 
was ruled out before starting the INH, and to confirm that the full course of INH was 
completed.   

There is no merit in repeating the TST or in performing an IGRA (Interferon Gamma Release 
Assay), as these tests are not used to diagnose active TB, but rather to provide evidence of 
previous TB infection or exposure. 

QUESTION #3: ARE THERE OTHER TESTS YOU MIGHT INITIATE AT THIS VISIT? 

Consideration should be given at this time to ordering a CT neck, chest, abdomen and 
pelvis, looking especially for evidence of other lymphadenopathy 

FNA of the enlarged neck node should be done either at this visit or by a consultant; 
given the history of immigration from India and recent LTBI, the sample should be sent 
for cytology and for AFB smear and TB culture. 

At this juncture of the case, Public Health should not be notified.  If the clinician has any 
suspicion that this is a case of cavitary TB and could possibly be highly infectious, then 
they should first contact Chest Medicine (204-787-2071) to obtain an urgent specialist 
assessment for expedited diagnosis and treatment.  Only once a diagnosis is confirmed 
(positive sputum AFB) would Public Health need to be notified; and that would likely 
occur via laboratory notification. 

he AFB stain will be reported back immediately as positive or negative.  The TB culture 
usually takes 2 – 3 weeks to become positive; polymerase chain reaction (PCR) testing 
can then be done to confirm Mycobacterium tuberculosis. 

 

Case 3 continued:  Concerned about a possible lymphoma, you refer Prathika to CancerCare 
Manitoba, explaining in your letter that you are deferring the decision to perform an FNA to 
the consultant.    Prathika’s chest X-ray shows faint scarring at the left apex and subtle 
thickening of the adjacent pleura, consistent with a past history of TB.  The chest radiograph 
is otherwise clear.  The CT neck, chest and abdomen confirms subtle scarring of the left lung 
apex and thickening of the adjacent pleura, and enlargement of upper paraaortic, lesser 
omental, mesenteric, and anterior pararenal lymph nodes, with peripheral enhancement. 
Sputa for AFB are negative, culture pending. 
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QUESTION #4:  GIVEN THE CXR FINDING AND HER HISTORY, WHAT IS PRATHIKA’S LIFETIME RISK OF 

TB REACTIVATION?  VISIT HTTP://WWW.TSTIN3D.COM FOR AN ONLINE CALCULATOR. 

 

QUESTION #5:  DOES THE CT REPORT HELP YOU WITH ESTABLISHMENT OF THE DIAGNOSIS? 

The pattern of adenopathy is not diagnostic but its pattern is more suggestive of TB than of 
lymphoma, which more typically would include lower (rather than upper) paraaortic 
lymphadenopathy and homogeneous attenuation of the nodes (rather than peripheral 
enhancement). 

 

Case 3 continued:  You call the consultant with the CT result.  The consultant advises you that 
an FNA has already been done and the results, just back that day, are non-diagnostic.   In 
view of this new information he calls the patient back in for an excisional biopsy.  The excised 
lymph node is sent for histology, culture, and nucleic acid testing.  A diagnosis of tuberculosis 
is established, and Prathika is established on a combination of INH, rifampin, ethambutol, 
and pyrazinamide.  The INH is subsequently discontinued in favour of moxifloxacin, when 
sensitivity testing reveals multi-drug resistance.   

 

QUESTION #6:  IF THE PATIENT IN THIS CASE OR IN CASE #1 HAD BEEN A YOUNG ADULT MALE WITH 

A SUPRACLAVICULAR NODE, AND THE CT HAD SHOWN RETROPERITONEAL AND 

MEDIASTINAL LYMPHADENOPATHY, HOW WOULD THAT HAVE CHANGED YOUR 

DIFFERENTIAL DIAGNOSIS?  WHAT WOULD YOU HAVE DONE DIFFERENTLY? 

esticular cancer would be important to include on the differential diagnosis.  Men under 
age 60 with midline adenopathy need to have a testicular examination and should have 
germ cell tumor markers assessed. If metastatic, testicular cancer can present with 
systemic, GI, respiratory, skeletal or CNS signs and symptoms, or with lower limb edema 
from caval compression. 

Any clinical abnormality of the testes should be followed up with a scrotal ultrasound 

Alpha fetoprotein and human chorionic gonadotropin levels should be sent, irrespective 
of the presence or absence of a palpable testicular lesion.  Any elevation of HCG or AFP 
in a male under 60 with midline adenopathy (retroperitoneal or mediastinal) should 
prompt suspicion of a germ cell tumor. 

A prompt call to a medical oncologist for guidance on further work-up and the urgent 
initiation of treatment would be indicated. 

http://www.tstin3d.com/
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QUESTION #7:  IF A DIAGNOSIS OF TUBERCULOSIS IS BEING CONSIDERED AT THE TIME OF FNA, 
HOW SHOULD THE SPECIMEN FOR TB CULTURE BE SENT? 

• The aspirate/biopsy should be sent in a sterile specimen container with saline or whatever 

fluid was aspirated and/or used to obtain the aspirate (the needle itself must not be 

submitted to the lab).  For more details refer to the online lab manual 

https://apps.sbgh.mb.ca/labmanual/test/setLab?labId=4.  From the online lab manual, 

you can directly link to the DSM specimen collection guide as you can see in this fluid 

Mycobacteriology example 

https://apps.sbgh.mb.ca/labmanual/test/displayTestWithImage?seedId=3680&containerI

d=1. 

• All TB cultures are performed at the Health Sciences Centre in Winnipeg.  Samples are 

received by all the labs in the province, but routed ultimately to HSC for processing and 

culture.  Westman lab (Brandon) will perform molecular testing on respiratory samples if 

there is a sufficient sample volume (>5 mL) and then forward the sample to HSC.  

Otherwise, all work-up is performed at HSC. 

• Do not put the specimen into any preservative solution that would kill the organism. 

Unlike a FNAB specimen for cytology, it should NOT be smeared on a microscope slide.  

 

CASE 4: LIONEL, AGE 63 

You are filling in as a locum tenens for Dr. Smith when Lionel presents to the clinic 
complaining of fever, sweats, abdominal pain and fatigue which he developed en route while 
traveling home from a vacation in the Dominican Republic last week. Lionel is a life-long 
bachelor, and has no immediate family in the city. Lionel had been feeling very well in the six 
months preceding his vacation, although he did develop some small nodes in his neck just 
before he left for his vacation about three weeks ago.  He wondered if his CLL was becoming 
active again, but had been looking forward to the vacation and decided he would consult his 
family physician, Dr. Smith, after his return home.  Now those lymph nodes are larger, and 
somewhat tender.   

QUESTION #1:  WHAT IS ON YOUR DIFFERENTIAL DIAGNOSIS? 

The combination of a febrile illness and a history of recent travel should put infection 
high on the differential: malaria; dengue; chikungunya; and sexually transmitted 
infections figure prominently; 

People with CLL are at higher than average risk for infections generally on account of a 
state of relative immune deficiency that attends this diagnosis. Other infections to 
consider include community acquired viral respiratory  infections and community 
acquired pneumonia, including atypical pneumonias such as Legionella; 

https://apps.sbgh.mb.ca/labmanual/test/setLab?labId=4
https://apps.sbgh.mb.ca/labmanual/test/displayTestWithImage?seedId=3680&containerId=1
https://apps.sbgh.mb.ca/labmanual/test/displayTestWithImage?seedId=3680&containerId=1


 Lymphoma / Lateral Neck Mass Diagnosis Workshop | Participant Guide     | Page 17  

The concurrent presence of lymphadenitis and constitutional symptoms also  warrants 
inclusion of HIV, tuberculosis, Bartonellaceae (e.g. cat-scratch disease) and rickettsial 
infections;  

Progression of CLL is sometimes accompanied by B symptoms; 

LL can transform into an aggressive diffuse large B-cell lymphoma, a phenomenon 
known as Richter’s transformation. 

QUESTION #2:    WHAT DO YOU WANT TO KNOW ABOUT LIONEL? 

Lionel was diagnosed with CLL 8 years ago.  He needed no treatment for the first 6 
years; 

Two years ago Lionel received several cycles of fludarabine, cyclophosphamide and 
rituximab and went into remission; 

Lionel has no coryza, rhinorrhea, sore throat, cough or rash; 

Lionel denies coming into contact with anyone with symptoms such as fever, coryza, 
rhinorrhea or cough; 

He exercised mosquito precautions throughout his vacation, using a DEET-containing 
insect repellent whenever he went out, and wearing long-sleeved shirts except when at 
the beach.  He used a mosquito net at night.  He did not venture into rural areas; 

He complains of abdominal pain which is poorly localized, moderate in severity, and 
which started around the same time as his B-symptoms, but no other GI symptoms; 

He denies having had any sexual encounters during his time in the Dominican Republic; 

He stayed in a villa while in the Dominican Republic.  It had no air conditioning.  The 
weather was pleasant throughout his stay. 

 

Case 4 continued: On examination Lionel is afebrile, his pulse 104 and regular, blood pressure 
146/92, and O2 saturations 98%.  His colour is normal aside from slight pallor. He is visibly 
anxious. You note several enlarged lymph nodes in his neck, including a roughly 2 cm jugular 
chain node and a similar right submandibular node adjacent to it.  There are no palpable 
axillary nodes.  His lungs are clear.  His liver is not palpably enlarged but you can feel a spleen 
tip and Castell’s point is dull to percussion.  His abdomen is diffusely and mildly to 
moderately tender, without obvious masses. His extremities are unremarkable. 

QUESTION #3:  WHAT IS ON YOUR DIFFERENTIAL DIAGNOSIS NOW?  HOW WILL YOU DISCUSS THIS 

WITH LIONEL? 

Although infectious causes of Lionel’s symptoms still need to be ruled out, 
transformation of Lionel’s CLL (into a DLBCL) is higher on the differential diagnosis. 

The SPIKES protocol provides a structured approach to thinking about how to break bad 
news (see appendix 1). 
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QUESTION #4:  WHAT INVESTIGATIONS DO YOU WANT TO UNDERTAKE? 

Concerned about the possibility of a Richter’s transformation, you telephone Lionel’s 
hematologist.  The consultant advises that he will arrange an urgent PET/CT, and that he will 
get Lionel in to his clinic for a consult next week.  In accordance with the hematologist’s advice, 
you proceed with the work up for suspected lymphoma, providing Lionel with a requisition for a 
CBC, chest radiograph, HIV serology, and liver enzymes. With Lionel still in the examination 
room you fill out a requisition marked “urgent” for a CT neck/chest/abdomen & pelvis, 
explaining to Lionel that a cervical lymph node biopsy might only show his CLL, and that 
diagnostic CT might be needed to guide biopsy of any intra-abdominal or retroperitoneal ‘hot 
spots’ discovered on PET scanning.  When Lionel learns that you are concerned about the 
possibility of lymphoma, he is overwhelmed and begins to sob.  Lionel explains that he has 
always been a loner and has no really close friends or family he can turn to at this time. 

QUESTION #5:  HOW MIGHT LIONEL’S PSYCHOSOCIAL CONCERNS BE ADDRESSED?   

Reassure Lionel that you intend to keep in close touch with him throughout his illness; 

You might encourage Lionel to book a follow up appointment for a longer visit with you 
(for example, for about 10 days from now, by which time you expect Lionel to have seen 
the hem-onc consultant and perhaps to have had a biopsy); 

Discuss the benefits of Cancer Navigation Services with Lionel and consider a referral to 
your local/regional Navigation site (see link in resources section); 

Take care to address Lionel’s physical distress.  While he awaits a definitive diagnosis, 
his abdominal pain might require an opioid analgesic.  Consider starting with a codeine- 
or tramadol-containing product, and prescribe a bowel regimen to avoid constipation 

Case 4 continued: Lionel’s LDH comes back elevated at 486 mU/L, up from 230 a few months 
ago.  The chest radiograph is normal. The CT scans discover bulky retroperitoneal and 
periaortic lymph nodes, moderate splenomegaly, and a 6 cm mass adjacent to the right 
kidney, the appearance of which is more in keeping with lymphoma than with renal cell 
carcinoma, in the opinion of the radiologist.  The urgent PET scan arranged by Lionel’s 
hematologist-oncologist shows intense metabolic activity in the peri-renal mass; CT-guided 
biopsy confirms an aggressive DLBCL. 
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REFERENCES, LINKS AND RESOURCES 
1. Canadian Cancer Society – Cancer Statistics at a Glance: http://www.cancer.ca/en/cancer-
information/cancer-101/cancer-statistics-at-a-glance/?region=mb#ixzz2wX4BTbCW 

2.  Navigation Services:  https://www.cancercare.mb.ca/Patient-Family/support-
services/cancer-navigation-services 

 

Facilitator Guidelines adapted from the Breast Cancer Workshop, Cancer Care Outreach 
Program on Education, BC Cancer Agency and University of British Columbia, Continuing 
Professional Development 

 

 

SUPPLEMENTAL INFORMATION INCLUDED 

 

Pages 23-24:   Clinical Guidance: Work-up of Lymphadenopathy Suspicious for Lymphoma.  IN 
SIXTY Manitoba Cancer Patient Journey Initiative (available at CancerCare 
Manitoba Diagnostic Pathways 

https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-
cancer-and-blood-disorders 

Page 25:  Tuberculosis at CCMB – Approach to Lymphadenopathy Investigations 

Page 26:           Approach to an Adult with a Lateral Neck Mass 

Page 27:   SPIKES Protocol:  Sharing Bad News 

Pages 28-30: Referral information required by Provincial Cancer Referral & Navigation, 
including baseline staging tests, blood work and referral form  
 

For guidelines for referral of patients with suspected Lymphoma to CCMB’s 

Lymphoproliferative Disease Site Group, visit Referral Guidelines.  

 

https://www.cancercare.mb.ca/For-Health-Professionals/referral-guidelines-for-physicians 

From there you can select Lymphoproliferative Disorders and choose the appropriate 

disease. 

http://www.cancer.ca/en/cancer-information/cancer-101/cancer-statistics-at-a-glance/?region=mb#ixzz2wX4BTbCW
http://www.cancer.ca/en/cancer-information/cancer-101/cancer-statistics-at-a-glance/?region=mb#ixzz2wX4BTbCW
https://www.cancercare.mb.ca/Patient-Family/support-services/cancer-navigation-services
https://www.cancercare.mb.ca/Patient-Family/support-services/cancer-navigation-services
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/diagnostic-pathway-for-suspected-cancer-and-blood-disorders
https://www.cancercare.mb.ca/For-Health-Professionals/referral-guidelines-for-physicians
https://www.cancercare.mb.ca/For-Health-Professionals/referral-guidelines-for-physicians


 Lymphoma / Lateral Neck Mass Diagnosis Workshop | Participant Guide     | Page 20  

SUPPLEMENTAL MATERIALS 

CLINICAL GUIDANCE: WORK-UP OF LYMPHADENOPATHY SUSPICIOUS FOR LYMPHOMA FROM ‘IN SIXTY’ 
MANITOBA’S CANCER PATIENT JOURNEY INITIATIVE 



 
 



 

 



 

  



 

SPIKES PROTOCOL   
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ADDITIONAL CREDITS  

You can claim up to 5 self-learning credits on-line by completing a Linking 

Learning to Practice Exercise 

  1. Go to www.cfpc.ca and access your member portal 

2. Log in 

3. Click on “Add a CPD Activity to my Record” 

4. Click on “Enter a CPD Activity” 

5. Select “Self-Learning” for Category 

  6. Select “Certified” for Certification Type 

  7. Select “Linking Learning to Practice” for Activity Type 

  8. Start filling your Linking Learning to Practice Exercise:  

     This workshop’s program ID # is ____________ 

 

http://www.cfpc.ca/

