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AćĘęėĆĈę

Acute lymphonodular pharyngitis is a viral infection predominantly caused
by coxsackievirus and is seen in children. The infection is characterized by
typical prodromal symptoms of mild fever, sore throat, difϐiculty in degluti-
tion. The characteristic clinical presentation reveals multiple raised, discrete,
yellowish-white non-vesicular lesions with surrounding erythematic appear-
ance commonly seen on the roof of the posterior aspect of the oral cavity. The
lesions have been identiϐied as early as 1962, described in detail in the lit-
erature. These lesions may be common but are often overlooked due to less
knowledge among the patients or rather the patients not directly reporting to
the dental ofϐice. We present with a case of a ϐive-year-old apparently healthy
child with a detailed description of symptoms, clinical features, follow up, dif-
ferential diagnosis and review. This article aims to bring awareness of the
disease in the present form to the readers with the purpose of early detection
and identiϐication of condition for treatment. We found very less review in the
literature over past years which bring us to understand that it is overlooked
though it has been identiϐied in the early years. The disease may be reported
less, but it is not obsolete to be discarded.
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INTRODUCTION

Acute lymphonodularpharyngitis is known to have
a classical clinical presentation which helps it to be
differentiated from a closely related infection of her-
pangina and other viral diseases, due to its typical
prodromal symptoms of mild fever and sore throat
its easy to understand its viral nature. The lesions
are usually seen in young children and often self-
limiting, making their diagnosis often missed due to
common viral medications being prescribed for typ-
ical viral infection. We present with a similar case in
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a ϐive-year-old female childwho reported to our hos-
pital with her father, whowas concernedwith atypi-
cal discrete eruptions in the posterior roof region of
his daughter since last night.

History

Acute lymphonodular pharyngitis was described by
A.J. Steigman andM.M. Lipton (Steigman et al., 1962;
Steigman and Lipton, 1963) in their publication of
1962. They describe the lesion as an outbreak dur-
ing the summer and early fall of 1960 in Louisville,
Kentucky and Fort Knox. Due to its typical clini-
cal presentation, they suggested the name as Acute
Lymphonodular Pharyngitis with an abbreviation of
A.LN.P. They termed it as an outbreak as it was seen
in young children, to older adults including one doc-
tor and two nurses of the region. This prompted
them to undertake a biopsy and viral titers which
proved that these lesions are due to Cox Sackie Virus
A10.

As reported by A.J Steigman and M.M. Lipton, our
patient alsohadprodromal symptomsof sore throat,
disagreeable taste, difϐiculty in deglutition since last
two days which was soon followed by mild fever
ranging from 100 to 105 degree Fahrenheit since
last night. The parents initially thought it to be a
viral infection related to the change in the climate
from summer towinter as seen in our area of central
Saudi Arabia during the period of October toDecem-
ber of each year. The father said in afϐirmative to
the absence of rhinorrhea, cough, tracheitis, otitis
media.

There havebeenother studies reported in the recent
years by Yen FBet.al (Yen et al., 2009) who have fol-
lowed patients in Taiwan during the year 2004 to
2009, and suggested it be having an outbreak dur-
ing the end of warm summer and all there patient’s
reported with fever not higher than 105 degrees
Fahrenheit and other typical symptoms like oral
ulcers and decreased food intake due to ulcers as
seen in our patient. A similar study was conducted
in France by A.Mirand et.al (Mirand et al., 2012) in
their hospital also suggested similar seasonal tim-
ing as seen in our case andhaving similar symptoms.
Their study was conducted in a hospital where even
in patients were reported and kept under observa-
tion for an average period of 5 to 6 days.

Clinical Appearance

The characteristic lesions as reported by A.J
Steigman and M.M. Lipton (Steigman et al., 1962;
Steigman and Lipton, 1963) comprised of raised,
discrete, whitish to yellowish in colour, solid, non-
vescicular and surrounded by erythema of 3 to
6mm in diameter. It does not ulcerate even super-

ϐicially and even on vigorous trauma to swabbing
for specimen collection and biopsy yielded to slight
bleeding which stopped within 12 to 18 hrs to
become elevated again until all other lesions have
resolved. There is a further absence of gingiva –
stomatitis, skin eruptions, arthralgia, otitis media
and cervical lymphadenitis. The lesions do not
involve the tonsils but are seen in free marginal
pillars. These typical appearance helped them to
differentiate this lesion to a more commonly seen
lesion of herpangina and hand, foot and mouth
disease.

Our clinical examination of the child revealed the
absence of skin eruptions, otitis media, cervical
lymphadenitis, arthralgia and gingiva – stomati-
tis. There was an initial complaint of sore throat,
difϐiculty in deglutition and mother’s examination
revealed a mild redness in the posterior part of
the oral cavity as can be seen in Figure 1.There
weremultiple discrete eruptionshaving a yellowish-
white colour and surrounded by an erythema. Each
eruption was not more than 2 mm in size, as can
be seen in Figure 2. The patient was not subjected
to any swabbing of the lesion owing to her age and
milder symptoms. The patient was referred to the
paediatrician who on examination suggested a form
of viral infection, however, was not sure of the oral
eruptions in the posterior part of her oral cavity.
The patient further made it difϐicult to visualize the
lesion as was apprehensive to the tongue depressor.
The father has noticed the lesions since yesterday
night; however, on enquiry mother revealed a gen-
eralized redness was seen in the area since last one
day after which there was mild fever.

Yen.FB et.al (Yen et al., 2009) have reported similar
clinical picture as seen in our patient who was char-
acterized by multiple discrete eruptions in the pos-
terior part of the palate in their patients.

Figure 1: Early greyish white discrete lesions

Investigation
The extensive investigations reported by A.J
Steigman and M.M. Lipton comprised of swab col-
lection for growth of the microorganisms of various
media, followed by biopsy and antibody titreswhich
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Figure 2: Greyish white lesions with red Halo

brought them to the conclusion of presence of Cox
Sackie Virus A10 as a causative virus. However,
they suggested that the typical clinical appearance
and nature of the lesion stopped them from fur-
ther investigation on other patients as the lesions
starting resolving by themselves in 10 to 14 days.

Our patient was not subjected to any above-said
investigations due to its typical clinical appearance,
age of the patient and the lesions starting resolving
after another two days by themselves.

It has been reported by various authors (Lo et al.,
2011; Podin et al., 2006) that coxsackievirus A10 is
seen to be associated with other common diseases
like hand foot and mouth disease, herpangina and
human enterovirus A-type. The serological studies
conducted on patients suffering from any of these
diseases are seen to be having strains of Cox Sackie
virus A10, A16 A3 and A4 strains.

Prognosis

Our patient was subjected to symptomatic treat-
ment which ranged from prescribing him ibupro-
fen to control the pain which she felt. Further, she
was given Chlorhexidine Digluconate 2mg to relieve
her pain and since the region involved was the pos-
terior part of the oral cavity she has also advised
a hyaluronic acid spray so that the medication can
reach to the posterior part of the oral cavity. To
avoid further deterioration, she was also advised
multivitamin syrup. We have seen the resolution
of the lesions from the very next day. However,
the complaint of sore throat with difϐiculty in deg-
lutition lasted for another two days as can be seen
in Figure 3. The lesions were completely resolved
within ϐive days with mild localized redness which
persisted for 2 to 3days.

Discussion

Acute lymphonodular pharyngitis has been consid-
ered as a separate lesion since its inception due to
its characteristic features and a self-limiting condi-
tion (Tseng et al., 2007; Van Tu et al., 2007). Though
the prodromal symptoms are typical to other viral

Figure 3: Shows resolving nodules with reddish
halo – the picture was taken 5 days after
primary lesions seen.

infections, especially Herpangina where there is a
sore throat and mild fever which subsides by itself
but what creates a differentiation is the typical
clinical appearance (Van Tu et al., 2007; Solomon
et al., 2010). It can also be confused with a bacte-
rial infection like the Diphtheria which is having a
wash leather-like covering and scraping of the lesion
will reveal an underlying redness, but this lesion is
non – scrapable and discrete with yellowish-white
appearance (Khetsuriani et al., 2006; Chen et al.,
2010). The other lesion which it can be confused
is the hand, foot and mouth disease which is a
more severe form of viral infection but as the name
suggests it has a lesion on foot and hand as well
which is absent in this condition. Initially, when it
was discovered, it was seen as an endemic lesion
where it not only affected the general population
but also the nurses and the doctor who were treat-
ing this patient suggesting that it is a highly trans-
ferrable condition. But it can be seen as a sepa-
rate entity in a few patients and children are more
prone to viral infections due to weather changes
as was seen in our condition. An investigation
was not carried out like biopsy due to its typical
clinical appearance, which was evident on the day
patient reported to us. Secondly, the lesion showed
improvement once we started with the typical med-
ications used in viral infection, suggesting its nature.
There have been various epidemiological surveys
carried out (Blomqvist et al., 2010) whenever there
was an outbreak of viruses and most commonly
reported were hand, foot and mouth disease, her-
pangina and enterovirus but always it was associ-
atedwith a high number of Cox Sackie Type A10 and
A16 viruses.

CONCLUSION

Wewill like to support that most lesions are seen in
the anterior part of the oral cavity and the lesions in
the posterior part of the oral cavity are oftenmissed.
There should be a careful evaluation of the oral cav-
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ity. Thorough knowledge of the lesions that can
often be seen in the posterior part of the oral cav-
ity can be ruled out by having a clear clinical under-
standing of the lesions which can avoid delay in the
treatment due to time taking to avail the investiga-
tive reports. One should also keep in mind that
there are certain lesions which are related to sea-
sonal variation. Hence a thorough knowledge of
these lesions is needed in the demographic area of
where a clinician works. We suggest that an effort
must be made to identify these lesions and have an
epidemiological survey done in our area to identify
the cases reported as well as suggesting a modiϐi-
cation in the lifestyle to avoid an outbreak of these
lesions in our working area.
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