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tenderness, fluctuance. Additionally, the presence 
of generalized cervical adenopathy, nearby lesions, 
and the character of the overlying skin (erythema-
tous, blanching, pits or fistulas, induration, necrosis) 
should be determined. Palpation of the thyroid should 
be performed. Examination for lymphadenopathy in 
other regions (axillary, inguinal, supraclavicular fossa) 
should be performed. Lastly, one should assess for 
bruits, by auscultation over the mass.

Exam Findings

Comprehensive physical examination of the head and 
neck is performed, including flexible fiberoptic endos-
copy. No mucosal lesions or irregularity is identified. 
Examination of the oral cavity reveals his molar extrac-
tion site to be well healed with no sign of infection. 
Examination of the neck reveals a palpable, 2.5-cm 
mass in level II of the left neck. The remainder of the 
exam is unremarkable. 

Workup

 

Labs: Complete blood count (CBC) with differen-
tial, Monospot, purified protein derivative, cat 
scratch titers, Epstein–Barr virus serology, HIV 
testing, toxoplasmosis

Imaging 

Computed tomography (CT) scan of the head and neck 
with IV contrast: Considered by most to be the 
modality of choice for the evaluation of cervical 
neck masses. Can distinguish cystic from solid 
lesions and can define the origin and full extent 
of the mass to assist with analysis of the surgical 
respectability of a lesion. When used with con-
trast, CT can delineate the vascularity of a lesion. 

Ultrasound: Useful in differentiating cystic from 
solid masses and congenital cysts from solid 
lymph nodes and glandular tumors. Can be of use 
in guiding fine needle aspiration biopsy (FNAB).  
Its use with Doppler may help define vascular 
lesions.

Angiography: Useful for suspected vascular 
lesions.

Magnetic resonance imaging (MRI): Provides much 
similar information as CT but with less bony and 
improved soft tissue detail. Ideal for upper neck 
and skull base masses or those with suspected 
intracranial involvement. Addition of contrast 
assists with the evaluation of vascular lesions.

Chest x-ray: Useful as a screening tool for detect-
ing occult primary malignancy or infection (ie, 
tuberculosis) of the pleural cavity. 

Positron emission tomography (PET) or PET/CT scan: 
While not typically a part of the standard workup 
of a neck mass, it is occasionally used in the ini-
tial workup of an unknown primary tumor of 
the neck or to help direct biopsies during pan-
endoscopy.1 Studies have shown that in cases of 
unknown primary, PET imaging may identify an 
additional 24% of primary tumors, and PET/CT 
an additional 31.5% of primary tumors following 
an evaluation that includes physical examination 
and CT scan or MRI.2,3 PET, however, is prone to 
false positives for both the tonsil (~40%) and the 
base of the tongue (~20%); the false-negative rates 
for these sites were 13% and 17%, respectively.4 

Fine needle aspiration biopsy: FNAB remains the 
workhorse diagnostic test for evaluation of neck 
masses, cystic or solid. Results of FNAB allow for 
differentiation between inflammatory and reac-
tive processes that usually do not require surgery 
from neoplastic lesions, either benign or malig-
nant. It also provides fluid for culture in cases 
of suspected infection. It is prudent to obtain 
imaging (CT or ultrasound) prior to biopsy of a 
neck mass in order to determine the nature of the 
mass (cystic or solid) and feasibility of adequate 
biopsy and to rule out an anatomic contraindi-
cation to biopsy (vascular lesion). It is important 
to note that the sensitivity of FNAB for diagnos-
ing malignancy in cystic masses is considerably 
lower than that of solid neck masses.

A CT of the neck with contrast is obtained 
(Figure 1–1). 

differential diagnosis

The differential diagnosis for the adult neck 
mass is broad and includes a myriad of potential 
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conditions. For the purposes of organization, it is 
helpful to group these etiologies into 3 broad cat-
egories: congenital, inflammatory, and neoplastic. 
In patients over age 40, neoplastic causes should 
be at the top of your list. However, congenital and 
inflammatory causes should be ruled out only after 
a thorough history and physical exam. Table 1–1 
lists the diagnoses that you should consider for 
any adult patient presenting with a neck mass.

 
 

 

a) Nonsmoker, nondrinker
b) History of recent dental procedure ipsilateral to 

his neck mass
c) Patient age
d) Lack of recent URI symptoms

Answer: c) A reported 80% of cystic lesions in 
patients over 40 years of age are malignant.5 
Therefore, a unilateral, asymmetric neck mass in 
a patient older than 40 years should be consid-
ered a malignancy until proven otherwise. 

 

Although it is generally accepted that the most 
common cause of a cystic mass in the neck is a 
branchial cleft cyst, in patients who present with 
a solitary lateral cystic neck mass a diagnosis of 

head and neck squamous cell carcinoma must be 
considered strongly before dismissing the mass 
as a congenital lesion. Second branchial cleft cysts 
often present as a cystic structure at level IIa, but 
typically present within the first 2 decades of life. 
Based on this patient’s history and demographic 
factors, your clinical suspicion for malignancy 
should remain high. Primary tumors of the thy-
roid may present with cystic nodal metastases, 
and this possibility must be considered, espe-
cially in younger patients.6 Likewise, tumors 
arising from primary sites in Walldeyer ring (ton-
sil, base of tongue, nasopharynx), particularly 
those associated with human papilloma virus 
(HPV)–related squamous cell carcinoma (SCCA), 
usually metastasize to level IIa, ipsilateral to the 
primary tumor, and very often form metastases 
with cystic degeneration.7 

Fine Needle aspiration Is Obtained, Revealing 
“atypical squamous Cells and Cyst Fluid.”

 

This patient is presenting with an asymptomatic 
cystic mass at level IIa of the left neck. A complete 
physical exam revealed no evidence of a primary 
lesion. CT also failed to identify a primary site, 
and the results of fine needle aspiration (FNA) 
are equivocal but suggestive of malignancy.  

Figure 1–1. Left: axial view of Ct of the neck with contrast. Middle: Coronal view of Ct of the neck with contrast. right: 
Sagittal view of Ct of the neck with contrast.






