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(Table 1).
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5 AT YA (The lymphatic system
of the head and neck)

FAR daddAe 2A 7Y 71EFR o9
(three functionol units) & W&o

1. Waldeyer’s ring; palatine tonsil, lingual
tonsil, adenoid, %13 submucosal lymphatic
tissueE & o] Fo W} (Fig. 1).

2. Transitional lymph nodes : F33} 7 ¥ A}o]
ol olg oA AL HAE: gloy o Py
o] retrophyaryngeal lymph node$®} sublingual
lymph node?} tongue® pharyngeal wallel 1%



Table 1. Histologic source of neck mass
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Embryonic
Thyroglossal duct cyst
Branchial cleft cyst
Dermoid cyst
Teratoma
Thymic mass/cervical thymic cyst
Mucosal Defect
Laryngocele
Zenker's diverticulum
Direct infilteration of carcinoma
Skeletal Muscle
Rhabdomyosarcoma
Fat
Lipoma
Liposarcoma
Fibrous Tissue (Muscular Aponeurosis)
Fibroma
Fibrosarcoma
Skin Appendages
Epidermal inclusion cyst
Basal cell carcinoma
Squamous cell carcinoma
Bone
Osteogenic tumor
Chondrogenic tumor
Mandibular osteogenic sarcoma
Neural/Neuroendocrine
Neurofibroma
Schwanoma

Neuroblastoma

Neurochromaffin paraganglioma(vagal

and carotid body tumor)

Vascular/Blood vessel associated

Aneurysm

Hemangioma

Arteriovenous malformation

Angiosarcoma

Leiomyoma/Leiomyosarcoma

Carotid body tumor

Hemangiopericytoma

External jugular vein thrombosis

Lymphatic

Lymphangioma(cystic hygroma)
Thyroid/parathyroid Glands

Cysts

Adenoma

Carcinoma

Other malignancies
Salivary Glands

Duct obstruction

Inflammation
Stone

Cysts/sialocele

Benign tumors

Malignant tumors
Miscellaneous

Amyloidosis

Foreign body

Hematoma
Lymph Node

Metastasis

Hyperplasia

Leukemia

Lymphoma

Sarcoid

Dilantin hypersensitivity

Inflammatory/postinflammatory(in-

cluding infectious)

Infectious

Tuberculous/otheracid-fast

Fungal

Actinomycosis

Leprosy

Syphilis

Toxoplasmosis

Infectious Mononucleosis

Cat scratch fever

Other viral
Extramedullary hematopoiesis
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Submental lymph node, submandibular lymph
node, parotidean lymph node, retroauricular
lymph node, L&} 3l occipital lymph node®
499 (Fig. 2).
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Fig. 1. The lymphatic defense lines of the
neck (dorsal view). 1. pharyngeal ton-
sil; 2. palatine tonsils; 3. lingual tonsi-
Is; 4. submental lymph nodes; 5. su-
bmandibular Ilymph nodes; 6. paroti-
dean lymph nodes; 7. retroauricular
lymph nodes; 8. occipital lymph nodes;
9. cranial cervical lymph nodes; 10.
caudal cervical lymph nodes(From Fi-
sch, U.: Lymphography of the Cervical
Lymphatic System. Philadelphia, W.B.
Saunders Company, 1968 ).

3. 2% Q3 (The cervical lymph nodes): =L
A A4 T(superficial group) ¥ A% (deep
group) .2 v ed B dRYdAdEE &
= Axel HRre THAM FYHo BAY 2
oe Eaatel AR dupdE FAech(Fig 3).

AR A& thAl lateral group? medial
group2 8 TEH =0 medial groupdl ¥ prela-
ryngeal, prethyroideal, pretracheal, paratracheal
nodes7t 242 ™ lateral group<- chain of inter-
nal jugular vein, chain of spinal accessory ner-
ve, chain of the supraclavicular lymph nodes®

37 2 oAl T (Fig. 4).

Fig. 2. Lymph nodes at the transition between
the head and neck regions(according
to Rouviere). 1. occipital lymph nodes;
2. retroauricular lymph nodes; 3. paro-
tidean lymph nodes; 4. submandibular
lymph nodes; 5. submental lymph no-
des: 6. retropharyngeal lymph nodes;
7. sublingual lymph nodes.(From Fisch,
U.. Lymphography of the Cervical
Lymphatic System. Philadelphia, W.B.
Saunders Company, 1968 ).

Fig. 3. The superficial cervical lymph nodes
(according to Rouviere). 1. medial
superficial cervical lymph nodes(group
of the anterior jugular vein); 2. lateral
superficial cervical lymph nodes(group
of tghe external jugular vein). (From
Fisch, U.: Lymphography olf the Cer-
vical Lymphatic System. Philadelphia,
W.B. Saunders Company, 1968 ).



Fig. 4. Deep cervical lymph nodes(according
to Rouviere and Taillens). 1. lymph
nodes of the internal jugular vein; 2.
spinal accessory lymph nodes; 3. sup-
raclavicular lymph nodes; 4. posterior
cervical lymph nodes; 5. deep medial
cervical lymph nodes(prelaryngeal,
prethyroideal, pretracheal and paratra-
cheal nodes). (From Fisch, U.. Ly-
mphography of tghe Cervical Lymphatic
System. Philadelphia, W.B. Saunders
Company, 1968 ).
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APFFY AR HoldAo JAHoz 3
F A7le B9 upper jugular(jugulodigast-
ric)node®]™ &2 2 midjugular(supraomohy-
id), supraclaviculr, submandibular, spinal acce-
ssory node®] {rojc}ins

Table 2. Cervical lymph node metastatic guide

A. Internal jugular chain
1. Superior. This includes lymph nodes
within the tail of parotid gland.
a. Nasopharynx
b. Base of tongue.
c. Palatine tonsil.
d. Parotid gland
e. Larynx.
2. Middle (Tonsillar or subdigastric lymph
nodes)
a. Palatine tonsil.
b. Tongue and other intraoral structu-
res.
¢. Larynx.
d. Oro-and hypopharynx.
e. Paranasal sinuses.
3. Middle
a. Larynx.
b. Cervical esophagus.
¢. Hypopharynx.
d. Thyroid.
4. Inferior
a. Thyroid (pattern of thyroid metasta-
sis is questionable since it is prone
to spread to other levels; e.g. #3
and #5 as well as tracheoesophageal
and superior mediastinal nodes)
b. Larynx.
B. Posterior cervical triangle (spinal accessory)
a. Nasopharynx.
b. Thyroid.
C. Supraclavicular (scalenus

anticus lymph

nodes deep in this level)

a. Lung.

b. Breast.

c. Virtually any head and neck primary.
d. Other locations below clavicles; e.g.
GIT, GUT (ovary)

D. Submandibular

a. Intraoral primary; eg. floor of mou-
th, buccal wall.
b. Submandibular salivary gland.

E. Submental

a. Lip.

b. Anterior floor of mouth and alveolar
ridge.

¢. Buccal wall.

F. Cricothyroid (Delphian)

a. Larynx.
b. Thyroid.

G. Preauricular.

a. Parotid gland.

b. Skin of lateral face and temporal
region and scalp.
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Fig. 5. Lymph node levels in neck dissection

1. superior internal jugular chain
2. & 3. middle internal jugular chain
. inferior internal jugular chain
. posterior triangle
. supraclavicular
. submandibular
. submental
. cricothyroid
preauricular
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%7} B3l 1710 gypraglottic larynx, base of

A

tongue, anterior oral cavity®= %¥-El9] ZoloA
2} 53_0];],3)

12. %9 fixation : fixation¥ o] A9, o7l
ot & %01‘4 Aoz wAH & AT os-

seous structure® AT + 2Ach

ZI=t A (Diagnostic approach)

o
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89 FATFY 7t AR HE vt
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o) i Wie ordAE F4 A5 FIAM
gkl B, ojgtA A} <l AL BARA
ZAL WA AZRAN, 23 2RAWERAL 58 =

AAoIFEME GFAHo R HAAsdoryt g
(Fig. 6).

2t 2 (history)

1. Yol

2. 44

3. AFE

4. A4

5. %9 ¢ &% 54

6. TE Aol o BHH; WL, FERE,
Av)e) Ws F

7. 4% 712 2 &8 BAE S F
A3l of A, dstad, As%E, 713, &S,
748 F% 38 L g9 24 olF, & WA
e JHASF 5

8. HMal Z45 g, ophigk 4%F, g

o A AP xE, B ge) HEY,
Ao} #A, HAF, FobE B

10. 7}=3 5 neurofibroma, branchial cyst,

chemodectoma, Warthin's tumor, lipoma %
Lf. o|&X ZAt(physical examination)

Aol AHAo| Holg oFA Xt 50~60%
oMo AR dons 4R Ak
g 487, A, £, A4 @ B ga

~ FAY - EME - IPE -
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L FEAA BY A AN, A%, A

3 Bl 4 A}, fiberscopy
F7 R AT EE Hao] did A, &

73 741, fiberscopy,
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A% gAY, B, Az Yo A7, =
2, %7
3.

NA Aol Y A FH, B )
M

] E vbAW o 80% A
v ol sbelAne oAl ek Earo)
M= Jutdel g stagingS 33V (Ta-

ble 3), ¥4y iz AAHINE Heo] 2]
AVE A) 8 &} Lo
of @ANML ¢ oW oJAREHE F

G A ANE 2HE GAE AR Bhy

C}. oAl g
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AAl(laboratory Itests)

1. Blood test.

CBC, differential count, ESR.

RA factor, ASLO titer.

Liver function test.

Blood chemistries with serum protein and
calcium.

Ts, Ti test.

Test for syphilis.

CEA]O)

Seram IgA'®

Serologic test for EB virus® ; heterophil Ab,
viral capsid Ag, early Ag nuclear Ag

Monospot
test.
2. #¥ukg  HA} S tuberculosis, coccidioido-

mycosis, blastomycosis, histoplasmosis.
2. AN ZAH(radiologic study)

Chest X—ray.

Sinus Series.
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Neck films.
Barium swallow.
Thyroid scan.
Upper GI series.
Barium enema.
Laryngography.
Sialography.
LV.P.
Xeroradiography.
Polytomography.
Ultrasonography.
C.T. scan
Various angiography.

O} LHAIZ ZAl(endoscopy)

HAwp 3 sto A AAIsteob Btdl Bol ¢
A8 olgt¥ gEjolA whA] AR WA o
AR E EJ3@ozN AFFE? b rubber
catheter® Z+ ¥ 2 ASleted 7248 F3
Adlo] Ho] A4ME retractionA 7 F vl A7}
S HA3 HAES ddze v e
I BYE gled roof, posterior wall, ¥= la-
teral walloll blind biopsyE 3§ 3o},

thgo g Ay TFANAL A=FH @A ¢ 7
BAH A &9 panendoscopyE Al 33w
i zele FH7t o MALE Adgsted
7NBxH Hrbe F5 X—Mol Hgola Ho
#AE F4do glod dutH oz A FgsAe
Ut gi2ee Rt FEGE de 29
toluidine blueZ F4& 3 H°2¥ atypia, car-

cinoma in situ, invasive carcinoma’} U= H 9

- AL &M - HYE -

E dGaEHE Ax7 goerg AAS A8
of AFAMolrty I EWFH 2ol glod
B 17, base of tongue, palatine tonsil, pyriform
sinus®l blind biopsyE Al & ed o= ol
YoM ZAEdadz dolHe W7t £7]
o - o] v} 522

v, AR FEo & A H(biopsy of the ce-
rvical mass)

1. Fine needle aspiration(F A) biopsy.

1930d el Martin® Ellis?} solid tumorol 18G
needieZ *-& needle aspiration biopsyE *) 3
gt oolgf 3 Haryl A WE2YR EEn
needle tract®l] seeding®] EA = Q& FA =
Aek7t AT 18G~22G9 fine needleZ aspira-
tiondtd & HAAE dUvkste oA 4B &
t‘j’_}}“ E’I?‘it}..l&l&lﬂ)

o] wiol AHE Wy wazv gx ot
Aste} #FapEo] drly] 4 §-urennno o gs)
th= AAH® false negative’t 5%°}3Fe]H fa-
Ise positive”t A< glol 100%9 specificity 2
7R3 kAt 3k o] wb{ o] b3t Abgh
S8 o] W] ofF HH3 solid massolv A
HHelx] By 7gde 277t Ag & 9le
o g 7ldEe wel At yer ¥ b
= WEHALE g3te 9 Eo] Qoha s

2. Open biopsy

AR2£29] gpen biopsyt 713 JHPALE
2% AR F AdnrH o)A radical neck dis-
sections L& Foll HA|ztodol e HF o
Z}‘_[&o] [:}_}.5}“13)

Definite therapy©] @l open biopsyS *l3 &}
v AL obF YEF ddd o= open biopsy

Table 3. Neck Node Staging (according to the current criteria of the American Joint Committee
for Cancer Staging and End Result Reporting, 1977)

No—No clinically positive node.

N:—Single clinically positive homolateral node less than 3 c¢cm in diameter.

N:~—Single clinically positive homolateral node 3 to 6cm in diameter or multiple clinically positive

homolateral nodes, none over 6cm in diameter.

N.a— Single clinically positive homolateral node, 3 to 6cm in diameter.

N:s— Multiple clinically positive homolateral nodes, none over 6cm in diameter.

Na—Massive homolateral node{s), bilateral nodes, or contralateral node(s).

Nsa— Clinically positive homolateral node(s), one over 6cm in diameter.

Nsg — Bilateral clinically positive nodes.

Nic— Contralateral clinically positive node(s) only,
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Qlate] AY oAl opening®l A7 scar
dAgo 2 orA v 2R A &
Zol 47|A 8 M local recurrencet distant
metastasise] E°| Zo}A ™M incisional scar™
E ol radical neck dissection®]t} radiotherapyoll
A A& 2™ wound necrosis?t FAF 7|
283 £ 3 AR E2A YEA HY e F
Eo)] glojx #x Buabe dmpdwe o
& HAAR X g0 vPEHo} 57| wjFojr}s®

Open biopsy*l el &4 RNDE st 3}
v}+9] incision line®] 5%*14‘ A7 He
skin incision® #tejof & v # frozen biopsyt
Hujok sl &9 EU]?P HH3H 43
AAFEY 4~6cmB} ©f AW incisional bio-
psyE A3 g}

e frozen biopsy9l A#7} FAAFFolW
woundE& B, lymphoma¢|® HA] B WA
gy st aygs nes Hotok 3 mela-
nomat}t adenocarcinoma®]® RNDE& Al d&jofst
o 1831 squamous cell CaZt 743 B2
o] 49% HA RNDE Al#stdof st bi-
lateral node®] ™ XI5 RNDE #eo] Alds)
Fojof 3ty HZ internal jugular veing ‘dA
Folop g M AdEde s B

W A RNDE HAI8t3L total thyroidectomy¥

My b

]

mim J\m

sjof 3‘**“] 4ol wrA A = nodulec] A&
gldet= & thyrmdectomy & dfof gt
BAE-EHE W YHATN FgEdo] HolH

Heg 5’}343‘39.‘4 ofM7AA e 47l BE HA
Zx dH AV w2 ged occult pri-
mary tumorE HAH =, J#dE A9 & RND
WU radiation therapy FolA ol &} Algg a9
o ARE T F A 1L4ﬂ-°~ 1~2¢ AR,
3R 72l kY HFHez :Lahl o] F R
HE 4~ Hor 2 3713 Zaazd ¢
AHA g BEA -‘H‘?ltgﬁ:‘; Fed oA
&lo} ok 25~35%v WA ueiAle B o9
A2 91 unknown primary® @A H&d
o] Fateo] 497t 7 v F& AFE Helrh
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e ARERO) W AAVE s 290 we
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g @A AGHAAHE AR g Adste
ARe o) FUg EARES G71A €9 19
B2 34 dold AdFYe 7HedE A5l
Fx e, olfy Hal 0F B3 FHR A
F FAF HAL el dAF g A HAL
22l WAl HAMSE fine needle aspiration
biopsyE = Holux @A FHoE AYsid F
28713t 10~159& R E dA ¢gen®
T3 Holg dAHZTEY Fem dishe A S
A HAEHAE 2E 5 Uden & 5970
unknown primary® @ S E 2, open biopsyt™
of XA # HIFY A3 51A frozen
biopsyE ¥ #7 A3 HA RNDE 95 ©
efoll A Al shsteieokgl gl
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— Abstract—

Evaluation of The Neck Mass

Kei Won Song, Seok Keun Yoon, and Byung Heun Choi

Department of Otolaryngology
College of Medicine, Yeungnam University
Taegu, Korea

As public awareness of the various warning signs of malignancy increases,so does the concern
evoked by the self identified finding of mass in the head and neck area. Not all the palpable mas-
ses are always significantly abnormal, but any nontender mass especially to the adult is significant
enough to warrent further full investigation and follow up, the object of which should be to deter-
mine the possibility of malignancy and urgency of treatment. Approach to the diagnosis of the neck
mass is so important in that it affects decision regarding further evaluation would lead to the de-
termination of the most efficacious mode of therapy, eventually to the good prognosis.

So, it should be emphasized that approach to the diagnosis of neck mass should be planned, sys-
tematic and thorough, this begins with the taking careful history following performance of complete
examination of the head and neck especially to the nasopharynx, tongue base, pyriform sinus, pala-
tine tonsil and larynx. Then a number of laboratory and radiologic studies are available, following
triple endoscopy under general anesthesia and blind biopsy if needed. The most important rule to
keep is that any biopsy procedures should be delayed to the last modality of effort to the diagnosis
and if it should be done, under the plan of radical neck dissection.





