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ABSTRACT
Cat scratch disease (CSD) caused by Bartonella henselae is
the most common Bartonella infection worldwide. CSD
usually presents as self-limiting lymphadenitis characterized
by lymphadenopathy that occurs after contact with a cat
and the symptoms resolve within 2 to 4 months. Serology
testing is the cornerstone of diagnosis. However, it may
require the use of clinical specimens for microbiologic
evaluation for diagnosis. A number of antimicrobial agents
have been advocated for the treatment of cat-scratch
disease and treatment with azithromycin has been shown
to be beneficial.

KEYWORDS:
Bartonella henselae, Cat Scratch Disease, Lympadenopathy

INTRODUCTION
Cat-scratch disease (CSD) is an infection caused by Bartonella
henselae, a fastidious gram-negative bacillus acquired from
exposure to an infected kitten or cat. The most common
manifestation of CSD in human disease is lymphadenitis1.
CSD is an important cause of infectious lymphadenopathies
in the head and neck. Nevertheless, CSD often remains
unrecognized in cases of cervicofacial lymph node enlargement
as it is often not considered by otorhinolaryngologists in
patients with cervical lymphadenopathy. The tentative
diagnosis will usually be cervical lymph node tuberculosis,
deep neck abscesses, infected branchial cyst and malignant
diaseases such as malignant lymphoma, oropharyngal or
laryngeal carcinoma with lymph node metastasis2. CSD is
probably a more common cause of unclear masses in the head
and neck than normally expected. The clinical symptoms
range from painless lymphadenopathy to large cervical
abscesses2. CSD in is largely a self-limiting disease, with an
excellent prognosis for complete recovery even without specific
anti-infective treatment1.

CASE REPORT
A 29 years old lady presented to the ENT clinic with the
complaint of painful left neck mass for 3 weeks duration
which was associated with low grade fever. There was no
history of contact with tuberculosis or any contact with cats.
Examination revealed multiple cervical lymph nodes with
the largest measuring 3x3cm. The ear, nose and throat
examinations were normal. She was admitted and treated
with intravenous cefuroxime and metronidazole for 4 days
and the lymph node reduced in size. She was discharged
with oral antibiotics for another 3 days. However, she was

readmitted a week after her discharge with complaint of
severe painful cervical lympadenopathy at the same site. The
pain improved after intravenous ampicillin with sulbactam
and she was discharge after 3 days. FNAC of the cervical
lymph nodes revealed granulomatous inflammation and
investigations for TB was negative. On her next review, the
pain was less but the lymph nodes enlargement persisted
and eventually turned fluctuant after 3 weeks. Therefore, an
incision and drainage with wedge biopsy was performed.
However, she developed a sinus formation over the incision
site with persistent neck mass. CT scan of the Neck with
contrast shows loculated collection deep to the left
sternocleidomastoid with multiple subcentimetre cervical
lymph nodes at level III. At this stage it was difficult to come
to a conclusive diagnosis. The wedge biopsy turned out to be
only necrotic tissue and no positive culture obtained from
the pus. A surgical exploration of the neck was done and it
showed multiple matted lymph at level II and III of the neck
with the largest measuring 2x2cm with no other mass or
tumour noted. Histolopathogical examination of the cervical
lymph node had finally concluded it to be a cat scratch
disease. She was treated with azithromycin for 7 days with
adequate analgesia. The Indirect Fluorescent Antibody (IFA)
for Bortonela hensalae turned out to be negative, IgM <1:20
and IgG <1:20. In this case the IFA was only done 6 months
after the onset of the symptoms; therefore the reliability is
in doubt. As the cat scratch disease have not been commonly
reported in this part of the region, the serological test was

Fig. 1: CT Scan of the Neck Contrasted (Coronal View) showing
loculated collection deep to the left sternocleidomastoid with
multiple subcentimetre cervical lymph nodes at level III.
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only done after the confirmatory diagnosis was made and on
completion of antibiotics. Moreover, because of the rarity of
the cases and the cost of the test kit, the IFA examination is
not routinely done in most the hospital. The serum samples
has to be specifically sent to the Institute for Medical Research
(IMR) laboratory to be processed. The cervical lymph nodes
gradually regressed in size and eventually disappeared. She
recovered 6 months after her initial symptoms and with no
evidence of recurrence after 18 months.

DISCUSSION
Bartonella henselae is now considered a cosmopolitan emerging
human pathogen and appproximately 22,000 cases occurs
in United State each year2. History of cat contact, often in
combination with scratches or bites should make any
physician suspicious of an infection with Bartonella henselae.
The presence of a primary inoculation papule or pustule at
the scratch site strengthens the tentative diagnosis. However,
establishing the diagnosis of CSD can be challenging if the
primary inoculation site has healed or is unapparent and no
history of animal contact is elicited. Lymphadenopathy is
the most common clinical manifestation of CSD and is
described in more than 80% of all cases. The location of the
lymphadenopathy in CSD mostly depends on the site of
inoculation. Approximately 10% of infected lymph nodes
will become fluctuant and develop an overlying cutaneous
erythema with the potential for spontaneous suppuration2.

Indirect Fluorescent Antibody (IFA) is the most widely used
and reliable serological test for CSD, showing 88 percent
sensitivity and 97 percent specificity for IgG and IgM
antibodies. The serological test has been suggested to be
done as early as possible when the patient present with the
symptoms. A high IgG antibody titer (>1:64) is suggestive of
recent infection3. However, IgG antibody titers usually
decrease over time, often remaining positive for B henselae
for more than 2 years after the disease onset3. Additionally,
IgM antibody titers may not always present; when present,
they were low, ranging from 1:64 to 1:128. Ironically, low
antibody titers can also be found among patients with CSD,
which indicate the beginning or end of an illness3. Blood
and infected tissue can be cultured, but the fastidious
organism is difficult to isolate1. Cat scratch disease should be
considered in patients with chronic (> 3 weeks)
lymphadenopathy. Serological test can be very helpful but if
the cause of lymphadenopathy remains uncertain, a biopsy
must be considered to rule out a benign or malignant
neoplasm2. Polymerase chain reaction (PCR) sequencing assay

may provide the highest diagnostic sensitivity, but
unfortunately it is only available in few specialized laboratory.

J.Suzumiya et al, detected presence of Bartonella hensale in
67% of cases with abscess forming granulomatous
lymphadenitis and 22% in non abscess forming
granulomatous lymphadenitis using polymerase chain
reaction (PCR). However none was seen in tuberculous or
non granulomatous lymphadenitis4. This should alert us in
the future to consider CSD as possible diagnosis if we do
encounter patients with granulomatous lymphadenitis.

The indication for antibiotic treatment and the type and
duration of the therapy is controversial3. Although CSD is
generally self limiting and resolves spontaneously within 1
to 3 months, follow up been done to an average of 24
months for recurrences. Antimicrobial therapy may shorten
the period of symptomatic illness, and may promote a more
rapid resolution of clinical abnormalities associated with
infection1. Rifampin, ciprofloxacin, gentamicin, and
trimethoprim-sulfamethoxazole were found to be effective.
Penicillins, cephalosporins, tetracycline, and erythromycin
had minimal or no clinical efficacy. The current practice is
to treat with a course of azithromycin3. Azithromycin
penetrates both macrophages and neutrophils and is highly
effective against Bartonella species in a cell-free medium.
This penetration achieves concentrations 40 times greater
than concentrations in extracellular fluid. The preferential
concentration of azithromycin in infected lymph node tissue
may be the reason for the drug’s effectiveness against B
henselae3.

Approximately 33% of the feral cats and 10% of the pet cats
are bacteremic with the organism1. As prevention, the
suspected cat need not be destroyed because it is invariably
well and only 5% of family members scratched by the same
cat develop CSD. The patient with CSD does not require
isolation or quarantine, because there is no evidence of
disease spread from human to human5.

CONCLUSION
Cat scratch disease occurs in all ages and should be included
in the differential diagnosis of lymphadenopathies in the
head and neck region. Although the condition improves in
most patients with observation or antibiotic therapy, those
patients who present to the otolaryngologist may have
persistent or suppurative lymphadenopathy. Surgical
lymphadenectomy affords confirmatory diagnosis, as well
as adequate tissue for histophatological examination to rule
out concomitant disease states.
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Fig. 2: Microscopic Histopathological appearance of the lymph node
showing histiocytic granuloma with central microabscess.


