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I d iI d iIntroductionIntroduction

• Common clinic
• All age groups
• Very complex• Very complex 
• Systematic app

cal findingg
s
differential diagnosisdifferential diagnosis

proach essential
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G l C idG l C idGeneral ConsideraGeneral Considera

• Patient age
– Pediatrics (0 – 15 years):– Pediatrics (0 – 15 years):
– Young adults (16 – 40 ye

old adults (>40 years): H– old adults (>40 years): H
• Location

i l i– Congenital masses: consi
– Metastatic masses: key to

iiationsations

mostly benign  mostly benign
ears): similar to pediatric

High risk of malignancyHigh risk of malignancy

i i l iistent in location
o primary lesion



Metastasis LocatioMetastasis Locatio
V i P i LV i P i LVarious Primary LVarious Primary L

on according to on according to 
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Di i SDi i SDiagnostic StepsDiagnostic Steps

• History
– Developmental time courp
– Associated symptoms (dy
– Personal habits (tobacco,( ,
– Previous irradiation or su

• Physical Examinationy
– Complete head and neck 
– Emphasis on location, mop

rse
ysphagia, otalgia, voice)
, alcohol), )
urgery

exam (visualize & palpate)
obility and consistencyy y



E i i l A ibiE i i l A ibiEmpirical AntibiotEmpirical Antibiot

• Inflammatory mass sus

• Two week trial of antib

• Follow-up for further ip

iiticstics

spected

biotics

investigationg



Di i TDi i TDiagnostic TestsDiagnostic Tests

• Fine needle aspiration 
• Computed tomography• Computed tomography
• Magnetic resonance im
• Ultrasonography 
• Radionucleotide scanni

biopsy (FNAB)
y (CT)y (CT)

maging (MRI)

ingg



Fi N dl A iFi N dl A iFine Needle AspiraFine Needle Aspira

• Standard of diagnosis
• IndicationsIndications

– Any neck mass that is no
– Persistence after a 2 weekPersistence after a 2 week

• Small gauge needle 
– Reduces bleedingReduces bleeding
– Seeding of tumor – not a 

• No contraindications (vNo contraindications (v

i Bii Biation Biopsyation Biopsy

ot an obvious abscess
k course of antibioticsk course of antibiotics

concern 
vascular ?)vascular ?)



Fi N dl A iFi N dl A iFine Needle AspiraFine Needle Aspira

• Proper collection requi
• Minimum of 4 separate• Minimum of 4 separate
• Skilled cytopathologist 
• On-site review best

i Bii Biation Biopsy ation Biopsy 

ired 
e passese passes
essential
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C d TC d TComputed TomogrComputed Tomogr

• Distinguish cystic from
• Extent of lesion
• Vascularity (with contrVascularity (with contr
• Detection of unknown p

P th l i d (l t• Pathologic node (lucent
• Avoid contrast in thyro

hhraphyraphy

m solid

rast)rast)
primary (metastatic)
t 1 5 l f h )t, >1.5cm, loss of shape)
oid lesions
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M i RM i RMagnetic ResonanMagnetic Resonan

• Similar information as 
• Better for upper neck a• Better for upper neck a
• Vascular delineation w

I iI ince Imagingnce Imaging

CT
and skull baseand skull base

with infusion
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Ul hUl hUltrasonographyUltrasonography

• Less important now wi
• Solid versus cystic mas• Solid versus cystic mas
• Congenital cysts from s
• Noninvasive (pediatric)

ith FNAB
ssessses
solid nodes/tumors
)



Ul hUl hUltrasonographyUltrasonography
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R di l id SR di l id SRadionucleotide ScRadionucleotide Sc

• Salivary and thyroid m
• Location glandular v• Location – glandular v
• Functional information
• FNAB now preferred f

– Solitary nodules
– Multinodular goiter with 
– Hashimoto’s with new no

iicanningcanning

masses
ersus extra glandularersus extra-glandular

n
for for thyroid nodules

new increasing nodule
odule
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Diff i l DiDiff i l DiDifferential DiagnDifferential Diagn iiosis osis 



Congenital and DeCongenital and De
• Epidermal and sebaceo
• Branchial cleft cysts• Branchial cleft cysts
• Thyroglossal duct cyst
• Vascular tumors

evelopmental Massevelopmental Mass
ous cysts



E id l d S bE id l d S bEpidermal and SebEpidermal and Seb

• Most common congenit
• Older age groups• Older age groups
• Clinical diagnosis

– Elevation and movement
– Skin dimple or pore 

• Excisional biopsy confi

b Cb Cbaceous Cystsbaceous Cysts

tal/developmental mass

t of overlying skin

irms



E id l d S bE id l d S bEpidermal and SebEpidermal and Sebb Cb Cbaceous Cystsbaceous Cysts



B hi l Cl f CB hi l Cl f CBranchial Cleft CyBranchial Cleft Cy

• Branchial cleft anomalies
• 2nd cleft most common (952 cleft most common (95

nerve between internal an
• 1st cleft less common – clos

nerve possible
• 3rd and 4th clefts rarely repy p
• Present in older children o

following URI

ystsysts

5%) – tract medial to XII5%) tract medial to  XII 
d external carotids
se association with facial 

portedp
or young adults often 



B hi l Cl f CB hi l Cl f CBranchial Cleft CyBranchial Cleft Cy

• Most common as smoo
underlying the SCMunderlying the SCM

• Skin erythema and ten
T t t• Treatment
– Initial control of infection
– Surgical excision, includi

• May necessitate a total

ystsysts

th, fluctuant mass 

derness if infected

n
ing tract
 parotidectomy (1st cleft)



B hi l Cl f CB hi l Cl f CBranchial Cleft CyBranchial Cleft Cyystsysts



Th l l DTh l l DThyroglossal Duct Thyroglossal Duct 

• Most common congenit
• 50% present before age• 50% present before age
• Midline (75%) or near 
• Usually just inferior to
• Elevates on swallowingg
• Treatment is surgical r

resolution of any infectresolution of any infect

CCCystCyst

tal neck mass (70%)
e 20e 20
midline (25%)
 hyoid bone (65%)

g/protrusion of tongueg p g
removal (Sis trunk) after 
tiontion
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V l TV l TVascular TumorsVascular Tumors

• Lymphangiomas and h
• Usually within 1st year• Usually within 1st year 
• Hemangiomas often re

hil l h iwhile lymphangiomas r
• CT/MRI may help defi

hemangiomas
of lifeof life
solve spontaneously, 

i h dremain unchanged
ine extent of disease



V l TV l TVascular TumorsVascular Tumors

• Treatment
– Lymphangioma – surgica– Lymphangioma – surgica

accessible or lesions affe
recurrence is common

– Hemangiomas – surgical 
with rapid growth involv
associated thrombocytop
(steroids, interferon)

al excision for easilyal excision for easily 
cting vital functions; 

excision reserved for those 
ving vital structures or 
enia that fails medical therapy 



V l T (V l T (Vascular Tumors (Vascular Tumors ((l h i )(l h i )(lymphangioma)(lymphangioma)



V l T (V l T (Vascular Tumors (Vascular Tumors ((h i )(h i )(hemangioma)(hemangioma)



I fl DiI fl DiInflammatory DisoInflammatory Diso

• Lymphadenitis
• Granulomatous lymph• Granulomatous lymph

ddordersorders

adenitisadenitis



L h d i iL h d i iLymphadenitisLymphadenitis

• Very common, especial
• Tender node with signs
• Directed antibiotic ther
• FNAB indications (ped

– Actively infectious condi
– Progressively enlarging
– Solitary and asymmetric 
– Supraclavicular mass (60

P i t t d l it– Persistent nodal mass wit

lly within 1st decade
s of systemic infection
rapy with follow-up

diatric)
ition with no response

nodal mass
0% malignancy)
th t ti i f tithout active infection



L h d hL h d hLymphadenopathyLymphadenopathy

• Equivocal or suspiciou• Equivocal or suspiciou
nodal mass requires op
rule out malignant or grule out malignant or g

yy

s FNAB in the pediatrics FNAB in the pediatric 
pen excisional biopsy to 
granulomatous diseasegranulomatous disease



G l lG l lGranulomatous lymGranulomatous lym

• Infection develops over
• Minimal systemic comp• Minimal systemic comp
• Common etiologies

– TB, atypical TB, cat-scra
sarcoidosis

• Firm, relatively fixed n
skin

h d i ih d i imphadenitismphadenitis

r weeks to months
plaints or findingsplaints or findings

atch fever, actinomycosis, 

node with injection of 



G l lG l lGranulomatous lymGranulomatous lym

• Typical M. tuberculos
– more common in adults
– Posterior triangle nodes
– Usually responds to ant
– May require excisional y q

h d i ih d i imphadenitismphadenitis

sis
s
s
ti-TB medications
biopsy for further workup p y p



G l lG l lGranulomatous lymGranulomatous lym

• Atypical M. tuberculo
– Pediatric age groups
– Anterior triangle nodes
– Brawny skin, induration
– Usually responds to comy p

curettage

h d i ih d i imphadenitismphadenitis

osis

s
n and pain
mplete surgical excision or p g



G l lG l lGranulomatous lymGranulomatous lym

• Cat-scratch fever (Ba
– Pediatric group
– Preauricular and subma
– Spontaneous resolution

h d i ih d i imphadenitismphadenitis

artonella)

andibular nodes
n with or without antibiotics



G l lG l lGranulomatous lymGranulomatous lym h d i ih d i imphadenitismphadenitis



SSSummarySummary

• Extensive differential d
• Age of patient is impor• Age of patient is impor
• Accurate history and c
• FNAB – important diag
• Possibility for malignany g
• Close follow-up and ag

best for favorable outcobest for favorable outco

diagnosis
rtantrtant
omplete exam essential
gnostic tool
ncy in any age groupy y g g p

ggressive approach is 
omesomes


