EEXER

eI Continuing Education Column

—
T

e
O

Y XD o] ZRHAICH
' O =L

a

ChetolAbE 5|

I NOE
QAM|2lch ASME A 9T}
ME 2T T2 14692
Hang— Seok Chang, M.D. O] ol Al &3] FAFe FES W e,
Department of General Surgery D l?*vt_"-o/] ﬁo‘ol‘ %loﬂ EH§_ 2 UHT'E‘OH Xéi_][—t?_ XL]?_]'
Yonsei University College of Medicine
Yongdong Severance Hospital j’]’ @'771] ODLEL]' ;ﬂ_}—\?‘jO] 9}]\%7(]%‘ ?——_}ixl' :J‘E]' l:l‘%ulj”TL_" ?_]
E—mail : surghsc@yumc.yonsei.ac.kr 7('”91 E]—_E. l]j__‘,i,_oﬂ H] _H 7]_%]_ %__8_ %E@i} %Ejﬂ'g] _E’_
Abstract FE I YOHE TR FEE R Pxse) 1
For the differential diagnosis of head and neck mass lesions, Aot TS JpATE 1 9 FAR 2B 7R Bl
the age and presenting locations should be the primary

considerations. The characteristic patterns of age— and site— A, 35 A, 33 5 TR af 204 wAysh
predilection allow a diagnostic work—up and treatment plans . - _

i ) ; ! A A A ARA 718 oA e I s Ao 5
for the patients with head and neck mass lesions. In children st 2ol AR 719, s1dst Ao T
and young adults, the underlying causes are; inflammatory, = g o) TR 8o 7 Yoz ERxe] ok
congenital and developmental, and neoplastic masses in R O ALOEALO .

. . . Z O 3 = o)
decreasing frequency. By contrast, neoplastic diseases are A, A, BEFEE HolnR oo thah T3 24}
most frequent in the elderly. Because of the characteristic = 23 91017} 7}7be] 2SS S o} B o8
lymphatic spread patterns of head and neck diseases, the
location of the mass in the cervical lymphatic nodal chain may Ho M= FAF T2 AdbEQl Ay} EdT
be the key for the identification and differential diagnosis of

. . . ) . ™ 3] etoly 712} 3
the primary disease site. Besides, the evaluation of specific of whal ehobraiat Gt
historical and physical findings is mandatory for the accurate
diagnosis. When the signs of inflammation are associated,
conservative treatment and observation is first considered. OEI HI_I-EII Ol_l |°:!é>|'<°:>té>|'
On the other hand, for persistent or progressively enlarging
masses and those with suspicious findings of malignancy,
surgical intervention should be considered. TAR 2RO 7 Qoo ulgt dukdon d=A
Keywords : Head and neck masses;
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I 1. Classification of neck masses

Inflammatory neck masses
Abscess
Cervical lymphadenitis
Bacterial
Granulomatous: tuberculosis, actinomycosis, sarcoidosis
Viral: infectious mononucleosis
Non—inflammatory neck masses
Congenital
thyroglossal duct anomalies
branchiogenic anomalies
lymphangioma
dermoid cyst, sebaceous cyst
hemangioma
cervical thymic arrest
teratoma
laryngocele
Neoplastic
Benign tumors: thyroid tumors, salivary gland tumors,
paragangliomas, carotid body tumors
Malignant tumors
Primary: from thyroid, salivary glands, cervical soft tissue
Metastatic: from original sites
head and neck: 60~70%
other than head and neck: 10~20%
no primary site found: 5~10%
Lymphoreticular neoplasm
Traumatic
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I 2. Distribution of disease categories by age (in order to

frequency)
<15 years 16~40 years >41 years
Inflammatory Inflammatory Neoplastic
Congenital Congenital Malignant
Neoplastic Neoplastic Benign
Malignant Benign Inflammatory
Benign Malignant Congenital
Trauma Trauma Trauma
oz hro] Ao HEE BEHE 5 gom, A

7427} (anterior triangle), 734} (posterior tri-
TashH (19 1), g g3 B

Sl Ahe 7 30 et njel 2eh(@),
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angle) ©. 2 7} B¢

% B]el5F<%H(nasopharyngeal cancer)
o] 50% 7}, = (tonsilar cancer)?] 35%, 47|14
%(tongue base cancer)®] 30%, /¢3¢ (thyroid
cancer)®] 20% W9 & B 74-5olA g aEn 7
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Center?] #2} Memorial Sloan—Kettering Cancer

Center?] ¥Folth(2¥ 2)(1, 2). MD Anderson Can-

<
glom] Melel wet Tt
< MD Anderson Cancer

cer Center?] ¥ submental nodes, submaxillary

nodes, deep jugular chains, spinal accessory chains,
transverse cervical chanis® Wi, deep cervical,
- Bk= W] & 970
o] Fo= BF/3, Memorial Sloan—Kettering

spinal accessory chainsE 4



Anterior
cervical
triangle
Suprahyoid triangle
(submental triangle)
Submandibular triangle
Superior carotid triangle

Posterior
cervical
triangle

Occipital triangle

Inferior carotid triangle

(Preauricular)

Upper Posterior Cervical
Subdigastric

Submental

Submaxillary Triangle
Mid Posterior Cervicl
Low Posterior Cervicl Midjugular

Low Jugular

Supraclavicular

25wt Wb =2 A E9d mE level
I(submental nodes, submaxillary nodes), I
(superior group of deep jugular chains), Il (middle
group of deep jugular chains), IV(inferior group of
deep jugular chains), V (posterior triangle; middle
and lower cervical nodes, supraclavicular nodes), VI
(middle and anterior neck) &% vheth 7 f2d o

0% fFYEE AT & 49 VERG vlet 2t

& H
1.3t A &
A AR FoIN TR FE 7 £ A9 A

TR 45 Asorve d3d AL FFedel
th g ghe F oA Hol YEA vt (e

culous lymphadenitis) = 30t oslol|A] F45-

18l 2. Classification of neck nodes group in neck:
A) Classification of MD Anderson Cancer Center

B) Classification of Memorial Sloan—Kettering Cancer
Center

A7k BonE AN WAYA W ohlet o)y
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(Hodgkin' s disease)®] 70%, H]&#]71

2
Hodgkin' s lymphoma)2] 30% 7}efollA] 7744 24
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E 3. Distribution of disease categories by location

Location

Midline and Anterior Neck
Congenital / developmental
Thyroglossal duct cyst

Anterior Triangle

Branchial cyst

Posterior Triangle

Lymphangioma

Dermoid Thymic cyst
Laryngocele
Inflammatory
Adenitis Adenitis Adenitis
Bacterial Bacterial Bacterial
Viral Viral Viral
Granulomatous Granulomatous Granulomatous
Sialadenitis
Parotid
Submaxillary
Thorotrast Granuloma
Neoplastic
Thyroid Lymphoma Piimary vascular Lymphoma
Lymphoma Metastatic Carotid body Metastatic
Upper jugular Glomus Superior
Oropharynx Hemangioma Nasopharynx
Oral cavity Neurogenic Scalp
Lower Jugular Neurilemoma Supraclavicular
Hypopharynx Salivary Breast
Larynx Parotid Lung
Submaxillary Submaxillary Gastrointestinal
Oral cavity Genitourinary
Nasal Gynecological
Face
Trauma Sternocleidomastoid False aneurysm Neuroma

Hematoma / fibroma

Skandalakis 5(9) £5¢] o2k 7|7kl wlzl rule of 7
for neck mass 2} 3to] TYHE FELS A5A, YR
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E 4. Location of primary tumor associated with lymph node metastasis in neck

Location

Primary sites

Preauricular
Submental

External jugular

SR Suboccipital
59 5] FAAJIA st Jugulodigastric
o] Tasitt N
idjugular

Lower jugular
Upper posterior
Prelaryngeal
Supracalvicular

Submaxillary triangle

Ear, scalp, skin

Lip, skin, anterior oral cavity

Submandibular gland, oral cavity, skin, lip, paranasal sinus

Parotid gland, skin, ear

Scalp, postauricular skin

Oral cavity, oropharynx, paranasal sinus, nasopharynx,
hypopharynx, larynx, parotid gland

Hypopharynx, larynx, thyroid, oral cavity, oropharynx

Thyroid, larynx, cervical esophagus

Nasopharynx, paranasal sinus, oropha—rynx, sin, scalp

Larynx, thyroid

Thyroid, cervical esophagus, infracla—vicular primary
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gnetic resonance imaging) 5°|] =&°] ¥t}

1) 25t

UEA 223 18 229 7] 2 19o] 5
3] AjddF (branchial cleft cyst), A4 FF(thy-
roglossal duct cyst)©] 7ol -§olstar, I Tl A

SEY o] 72 sfefeh Bl a9 8L dt. 53]

2 (doppler) & o83 49 EfFe] v} 55 F3 I
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A% 7154 % (functioning nodule)l4 724 (hot
uptake) & WA (cold nodule)S Hol= 45
of 20%0014 o3 7hs Aol dvkares ARk ZehA <l
7= 1A, oh 3 %] TsE Beteke A

o] ARg AT F Aok A
(Warthin' s tumor)@l|#] 591914 4% 57Hhot scan)
£ Holu} 54 AlEZF (oncocytoma) oA = 22 A3}
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needle aspiration biopsy)®t &7 A4 (incisional

biopsy), A7 A7 (excisional biopsy)°] A2 = A
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(core biopsy)& A&l -2 AT A ZF=rH2, 12).
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3) "WWiAA (Panendoscopy) A 9 5 AW
(Guided Biopsy)
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. 94&M EE (Inflammatory Masses)
1) @<= "1 =4 | (Reactive Lymphadenitis)
78] A AR ZolNA 7 S5 FET- =9 dllolH,
53] Ao} AR TolA F fQlo] Ak T2 A% B A
| HH, Aol

. 871X (anaerobic), L

],
5 Aslael A 7]dg Alato] glo
A - TAR o Yeld = ¢l

Tt (gram—positive organism)oll ek AP x| &
7F AAARY A golH, of 1~2F 7S] oF= AMEoR
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sfok SN f2d vz |

A\

Ken
dolal A Aebe A, =/ (supraclavicular
area)oll 1At WEa} sl A oa e &
o] &= 497t ohyehd 53] Aldsor & o] f7t

SACH(T).

2) 5% (Abscess)
AAelel Al B glow, R ol (sub-
digastric area), 3le}elH(submaxillary area)ol] e}
w, AlitAd D249 (bacterial lymphadenitis)e] s}
Ho] dojidr}, o 7

T HlEEe] Al 5 Xk
FYARE FE3] AR T 2

SATH(L, 7).

3) FolA H=ZAH
(Granulomatous Lympha—denitis)

T2 4%, 43y v zdEelo}(typical, atypical
Mycobacteria)©] 7+l 0= ¢lshH, ¢-2jufetel A 30tH
ojgte] HadToMe Ads T2 Astolof gtk

%

= TE
A9 Szl e

gt} w3 o]l HAA AR 2 wtA] e v
(fistula) S 4T & Aot ARTHANEE &
o] Tom HiFe] & utA] & ThsAdol mong d
N AL Hg 9jsh= 3lo] F}, A o] gy v
ol A7Izte] dAdA ANEE slal, APz E &
A8 FRIg & AFEAEE TR FrH(l). EEAE
A ut whA i 7+ (actinomycosis), AFEFO| =%
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(sarcoidosis), B4%9 (cat—scratch disease) 5°] A

tH2).

2. &MM EZ(Traumatic Masses)
ZEANFEA A, 25 5] &4 o] Fdl el &

flom Ag HAA AT A7 Be

15 (pseudo-
aneurysm), 2179 &40 & Qg A% F(neuroma),
FA7) Fow g 9% % 4-fF(hematoma with

ATH2).

subsequent fibroma) 5°]

3. MAM FZ(Congenital Masses)
- AlAol7|uh Axolrol| A W s A G| ©f

odolA 711 g

D) HAEE, 29dF
(Sebaceous and Epidermal Cysts)
LAY FA &3]
4 (dimple or
B gk A2 A

(Branchial Cleft Cysts or Fistulae)

55 Zol7] Euk(late childhood)ol vt Alds =
7(early adulthood)el & ) =]
F Yeh A doh F2 $EoR YR BN
&0 HE Hol= A= vk 7MY &7 FEl= A2
% (2nd type) &= FATEL AN FFE Kegst

o] 750 #4) Aol Fa) F4UF

W 7] 5 w2

- (oropharynx) &
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(Thyroglossal Duct Cysts)
ol veh A EdEat npirt

AR P71E 719 F % vheRde, d9je] shaE ¥ 2
7R

2 sdehd =gl AAlE & Tk, s =A% ol
ogte 9x1g = At &t I 27 (thyroid

i=] H
scanning) &2 &4A| Xdto] ®r}, F== Qg S0

5) ¥ Z#ZL(Lymphangioma)
Hrge] d57} Hfs o] HAyst
TR0 defA] glaL, T2 AlAor]et dollel vl
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(sclerosing therapy) 5% ©

ARt B3R= )Xol tk(14).

)

) @33 (Hemangioma)

HEAZT} v R AHH0 d1e® A7,
Aol Yepdt), FARR O Qb Sitsal 3
o] Az W) 42 2lE, b 3 AlEHcompressible
and refilling) 2] 57d¢] Yehh, sHzdso] X

4 7Pk QA B AFESIA ST 34 4S 2

LEo. .

fo

7) $+2'¢%(Dermoid Cysts)
Aol aately FudEa fARE
P& HolL} o d] 522 (cervical fascia) B

o Aol AYRIH(2, 14).

F2 ARRe

8) 71 &
T3 (aryngocele), Q157714 (Zenker's or pharyn-
geal diverticuli), o124/ & (thyrmic arrest), ¥

(thymic cyst) 5©] Ut}

71212 E=(Primary Tumors in Neck)
1) 744 F<K(Thyroid Neoplasm)
AT T5 T 7P HIErt o, Soploe i

ol adabs e Ths Aol AN, QIR o %

HE= A TF] Wmrt 2 ool 3uf o] 3

4 0|2 ot v f-3it, YLA Ho)7t 2 o
he fEAeke] 9ol o 15% Thl A ek g

kel Zlog deA Q)
7 AA Wele =1 A7) /lelA A1FQl
ato] a9 aro] ofebd AAA Rt A H9le] =
(less than total thyroidectomy)& Al&&kAl= 21743}
ZE oA A& A& (total thyroidectomy)S Al Y34}
gkl oo EAgH(16~18). 7 A3 ee

ERERRE DS

rlr

2z (central compartment
do7h dojupn g FEA] FY8] HL
gtk 28y 57
Hoglzdel dis oA fxd A2 (prophylactic
dissection) o= Hkdgh= ezl AulH ol
Ho] g SxES A9l dHo R YxA Hol
7F gRlE 497t ol SAN fx
neck dissection)S A8k =th(1, 2, 19). 74

A Aol £E T P &

nodes) %
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A 4% (radical

-
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oA QA Aot B3t F o #AH P
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&8 &
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(radio—iodine ablation therapy)S |33},
1

O

B A ARk wAbd 8=
doll=

type) ¥ 7153 (familial type) &2 e = ¢

g Al 2ol 2Rl AzxgHo] glo} A Aot

ABZE Al

091‘—“
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~HH (sporadic

A=, ¢4
=Nl

A ofubA S E A% (prophylactic bilateral

Al o710 -AlafA]

radical neck dissection)&
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I Q= Al A 7Y R Aol
A2} A F@ll RET k2] ¥el(mutation of RET
proto—oncogene) 7} WAEH bA o] FHE= SA] o
W 744 A8 (prophylactic thyroidetomy) S A1 24 3H
of ghh(20, 21). o 9] w3kt (anaplastic thyroid
carcinoma), YA HEZZF(primary thyroid lymphoma),

o)A 9Hmetastatic thyroid carcinoma) 5] It}

2) o " =ZZ(Malignant Lymphomas)
T2 2o} Aol Hud vl suksh | 4o} d7ol A
WS o T4 oF 5h%E AA St T2 A4
H (Hodgkin s disease)?| 70%,
15271 FZ%F(non—Hodgkin s lymphoma)?] 30%
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3) B} Fok(Salivary Gland Tumors)

H-9]o]) w4
2] Aek=E | EFY (salivary stone) &2 913 Efl A
Z(sialadenitis) &% Z4ko] = 4%

0 %

Qb 0 B FRo] olahl, ksl

gland)olA+= A4, o
% @A) (superficial parotidectomy)"]‘:}(l). E3] o]3}

H Fpe] Aol AN $A9] 4L WA %

LSS A TS A
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< (supraomohyoid lymph
node dissection)e] FQ38kaL o] Aol A Hol7}
g 750l Level [o14] V7HA] eh g AR s
(radical neck node dissection)°] Z23th FAd T

Q) Aol 7k A5k BasA BAT oMY F%F F

grade tumor)=

4) 7] &

75w FU%(carotid body tumor)2 Ao} Ao
M EBAT nd@FA NErt Sk, Aae) o
Zgodolut Fulzodez v 4 itk ndHZoA
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=(Metastatic Tumors in Neck)
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Ao 4] ArH(, 2, 4). LEAE 7] SsiA=
ol Ak wpel o] g F-ehA 91 B NI AR
off A8 gl Aol Bashllar, AAuE e
G EAel e A 5Agls st fdt
A1 B el HolekolXE, 53] AJCC T4
(AJCC staging)d N1l tisir = §-
% (regional node dissection)& A3k Zlo] AE]
aL, N2, N3wto] A5 b8k 45 Ha<=(full neck
dissection)& Al¥eh= Zo] wigrdairt, AR Frs

F oA AA R Al =ete) o7} wAe,
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