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Isolated Castleman Disease of the Neck: MR Findings

Mark Glazer, Vijay M. Rao, David Reiter, and Peter McCue

Summary: Castleman disease in an 11-year-old girl appeared as
a neck mass that grew despite antibiotic treatment. MR showed
a well-defined solid mass, isointense with muscle on short-
repetition-time/short-echo-time images, with a stellate area of
central hypointensity on long-repetition-time/long-echo-time
images, that did not enhance with gadolinium.

Index terms: Neck, neoplasms; Children, neoplasms

Castleman disease is a benign lymphoid neo-
plasm that usually is found in the mediastinum.
Isolated Castleman disease in the neck is rare;
cervical lymph node enlargement may be the
only clinical presentation of this disease. We
present a case with magnetic resonance (MR)
findings of cervical Castleman disease.

Case Report

An 11-year-old ltalian girl presented with a right neck
mass that grew slowly over 3 months despite treatment
with multiple antibiotics. She had no significant medical
history and was afebrile. The mass was palpable on the
right just deep to the middle third of the sternocleidomas-
toid muscle. Initial ultrasound examination revealed a 3.2
X 2.5 X 1.6-cm ovoid mass that had the appearance of an
enlarged lymph node. Results of her mononucleosis test
(heterophile test) and Epstein Barr virus antibody tests
were negative. She had a normal complete blood cell
profile.

MR examination of the neck was performed on a 1.5-T
magnet (GE Signa, Milwaukee, Wis) with short-repetition-
time/short-echo-time images in sagittal and axial planes,
an axial fast spin-echo, long-repetition-time/long-echo-
time sequence, and coronal and axial short-repetition-
time/short-echo-time sequences after gadopentetate di-
meglumine administration. A well-defined solid mass in
the posterior triangle of the right neck was noted (Fig 1A),
beginning at the level of the hyoid bone and extending to
the level of the thyroid gland. It was isointense with muscle
on the short-repetition-time/short-echo-time images.
There was a stellate area of central hypointensity noted on

the long-repetition-time/long-echo-time images (Fig 1B).
Postgadolinium images demonstrated no evidence of en-
hancement (Fig 1C). The patient underwent excision of
the right neck mass. Histopathologic evaluation revealed
giant lymph node hyperplasia (Castleman disease), hya-
line-vascular type (Fig 1D). The central hilar region of the
node showed marked sinus histiocytes and radial fibrosis
(Fig 1E). Subsequent chest and abdomen MR findings
were normal.

Discussion

In 1956, Dr Benjamin Castleman described
13 patients with a localized mediastinal lymph
node hyperplasia resembling thymoma. This
entity currently is termed localized nodal hyper-
plasia, angiomatous lymphoid hamartoma, gi-
ant lymph node hyperplasia, or Castleman dis-
ease (1).

Keller’s group (2) classified 81 cases of giant
lymph node hyperplasia into two histologic
types: the hyaline vascular type, which com-
prised 91% of their lesions; and the less com-
mon plasma cell variant. The hyaline vascular
type consists of large fibrous masses in the
perivascular area with interspersed areas of
plasma cells. These hyalinized capillaries are
surrounded by lymphocytes. Most lesions in the
neck are of this type, as was the lesion in our
case. These patients usually are asymptomatic
except for complaints related to the local mass
effect (2-11).

The plasma cell variant has sheets of mature
plasma cells in the interfollicular tissue with
small areas of hyaline (2, 8). In approximately
50% of these cases, patients demonstrate sys-
temic signs and symptoms, including fever, el-
evated sedimentation rate, and hypergamma-
globulinemia (12).
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Fig 1. An 11-year-old girl with an enlarging mass on the right side of her neck.
A, Precontrast T1-weighted (450/12/2 [repetition time/echo time/excitations]) axial image shows a well-circumscribed mass

isointense with muscle in the right posterior triangle of the neck.

B, Precontrast T2-weighted, fast spin-echo (9500/84/1) axial image shows the mass to be hyperintense relative to muscle. Note the

central stellate hypointensities (arrow).

C, Postcontrast T1-weighted (400/11/2) coronal image shows no evidence of enhancement of the lesion.

D, This photomicrograph (100 X) of the patient’s lymph node demonstrates follicular hyperplasia and vascular proliferation, which
penetrates the germinal center (large arrow). There is hyalinization of the central blood vessels (small arrow) as well as an onionskin
appearance of the mantle zone lymphocytes (curved arrow and star).

E, Low-power photomicrograph (40 X) of the lymph node hilum shows central (curved arrow) and radial (arrows) fibrosis as well as

sinus histiocytosis.

Although localized Castleman disease most
often occurs as a solitary mass in the mediasti-
num, it may occur in any area of the body where
lymph nodes are found such as the lung, neck,
axilla, mesentery, pelvis, and retroperitoneum
(2). The MR findings of Castleman disease have
been described as nonspecific, low signal on
T1-weighted images and high signal on T2-

weighted images (12-16). Linear hypointense
signals in an arborizing pattern seen within the
mass have been attributed to calcification, fi-
brous septations, or vessels (12). Although
Castleman disease has been reported as highly
vascular on angiography, other reports have
shown no evidence of enhancement on com-
puted tomography scans (13). Our case did not
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show enhancement on MR after gadopentetate
dimeglumine administration and was not hyper-
vascular at surgery. The internal arborizing pat-
tern seen on MR corresponded to histiocytes
and fibrosis within central sinusoids. No calcifi-
cations were seen.

We propose that with the presence of central
stellate hypointensities in cervical lymph nodes
on MR examinations, Castleman disease should
be considered.
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