LATERAL HEAD & NECK SWELLINGS
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Anatomically the neck is the area between the lower border of mandible, mastoid and superior nuchal line superiorly and the clavicle inferiorly. The Sternocledomastoid muscle divides it into an anterior triangle and a posterior triangle. The Omohyoid muscle further divides the posterior triangle into an Occipital triangle above and a Supraclavicular triangle below. The Digastric muscle similarly divides the anterior triangle into a Digastric triangle above and a Carotid triangle below.

The lateral swellings of the head and face that we commonly encounter are:

· Scalp swellings – Epidermoid cyst, Sebaceous cyst, Cock’s Peculiar Tumour

· External Angular Dermoid

· Lachrymal gland swellings

· Orbital tumours – Retinoblastoma, Fibrous Dysplasia, Neurofibroma, Haemangioma

· Maxillary tumours – CA Maxillary Antrum, Sarcomas, Odontomes

· Mandibular tumours – CA Alveolus, Odontomes, Secondary deposits

· Parotid – Mixed Parotid tumour, CA. Parotid, Parotid Abscess 

· Masseteric Hypertrophy

The lateral neck swellings are defined with their relation to one constant landmark in the lateral neck – the Sternomastoid muscle and are distributed in the various anatomical triangles thus:

A. Anterior to the Sternomastoid – Digastric Triangle

1. Swellings arising from the Mandible – Odontomes and Tumours
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Swellings behind the Mandible

· Submandibular Salivary Gland

· Submandibular Lymph Nodes

· Haemangioma

· Neurofibroma

B. Deep to the Sternomastoid

I Neck – Not confining to any specific triangle

· Cystic Hygroma

· Lymph Node Mass

· Haemangioma

· Neurofibroma

II Angle of Mandible

· Tonsillar group of Lymph Nodes

· Carotid Body Tumour

· Branchial cyst

· Cold abscess

· Aneurysm of bifurcation of Common Carotid

· Haemangioma

· Neurofibroma

C. Superficial to Sternomastoid at Angle of Mandible – Parotid region

· Parotid – Mixed parotid tumour, CA Parotid

· Cold Abscess – Von Benzolt’s Abscess

· Sternomastoid tumour

D. Posterior to Sternomastoid

1. Occipital Triangle

· Lymph node in the apex – scalp parasitic disease

· L.N. along the anterior border of Trapezius –

        Measles, Infectious Mono Nucleosis, Syphilis

2. Supraclavicular Triangle

· Lymph nodes – including Virchow’s (Lt. Side)

· Cold Abscess

· Cervical Rib

· Neurofibroma

· Aneurysm of Subclavian Artery

· Pharyngeal pouch

· Pneumatocele 

External Angular Dermoid – Situated typically in the upper and outer angle of the eye, it makes a bulge in the skin and distorts the outer canthus. A cystic swelling, usually containing skin elements – sebum, hairs etc. they may scallop the skull bones underneath. Treatment is excision.

Lachrymal gland swellings – These glands are involved in many conditions affecting the Parotid gland. Lying in the upper and outer angle of the orbit, when enlarged they push the globe downwards and inwards and impair ocular movements. Causes of enlargement are Pleomorphic Adenoma, with or without carcinomatous changes, Mucoepidermoid CA, Mickulicz disease, Sjogren syndrome.

Submandibular Salivary gland – Situated below and behind the horizontal ramus of mandible, both above and below the Mylohyoid muscle, the swelling is bi-digitally palpable. Ac. Sialadenitis because of obstruction of the duct or its orifice, Ch. Sialadenitis with mucocele formation ad malignancy may be the cause of enlargement. Secondary involvement in CA Alveolus is also seen.

Cystic Hygroma – This congenital anomaly arises from the absence of development of union between jugular lymph sacs and other lymphatics. The isolated jugular lymph sac tends to progress and may assume massive proportions even extending into the axilla or obstructing labour. This multilocular cystic swelling is brilliantly transilluminant and is filled with clear lymphatic fluid. It gets recurrently infected because of its lymphoid content. Rarely it is seen in axilla and groin. Treatment is excision.

Branchial Cyst – The commonest cause is the incomplete disappearance of the site of fusion between the 2nd. and the 5th. Pharyngeal pouch. It presents at the anterior border of the upper third of Sternomastoid and deep to it and the investing layer of deep fascia. It should be diagnosed up to the age of 40 but never beyond it without an FNAC. Needle aspiration may demonstrate cholesterol crystals in thin pus like fluid along with desquamated epithelium, lymphocytes and tissue debris. Treatment is excision.  Branchial sinus is the other end of the aberrant fusion of 2nd. and 5th. Pharyngeal arches. Its tract passes up between the internal and external carotids and opens into the oropharynx usually in the supra tonsillar fossa. Treatment is careful excision of the entire tract.

Lymph Nodes – Lymph nodes are single or multiple, discrete or matted, with varied skin changes and present in all the triangles of the neck. They assume their name according to their site – sub mental, sub mandibular, juglo-digastric or tonsillar, juglo-omohyoid, supraclavicular and along the Accessory Nerve in the occipital triangle. Tonsillar Lymph Nodes are a grand junction as the lymph from the entire head and neck drains or passes through them. A search for the primary focous of infection or tumour thus would entail examination of all the skin cover, all the mucosal lining (by intraoral examination and endoscopy) and everything in between (by radiology-X Ray, CT, MRI). Failure to still locate a primary in a tumour makes it an occult primary, probably in Para Nasal Sinuses, Laryngopharynx, Thyroid or Lungs. Virchow’s LN in the left supraclavicular region may be a secondary from CA. Breast, CA. Stomach, CA. Colon, Testicular neoplasms, and tumours of upper limb and lungs.

Carotid Body Tumour- An uncommon tumour of the chemoreceptors within the Carotid Body, it presents in mid life as an ovoid, firm, painless, potato like lump in line with the Carotid vessels at the upper border of Thyroid cartilage. It has to be differentiated from a lymph node deposit, nerve sheath tumour, and Carotid Aneurysm. Carotid Angiography, MRI and DSA are used to establish a diagnosis. Treatment is careful dissection and excision.

Sternomastoid Tumour – This is a fibrous benign tumour within the substance of the Sternomastoid muscle and appears as a knot. It appears soon after birth and its exact cause remains unknown, though intrauterine trauma may be one. The Sternomastoid with this tumour is shorter than its counterpart and so the ipsilateral mastoid is pulled down and medially resulting in Torticollis or wryneck. Treatment is excision of the tumour, creating a gap in the muscle and maintaining it with Splintage and physiotherapy.

Pharyngeal pouch – This is a pulsion diverticulum in an area of weakness in the posterior pharynx, the Killian’s dehiscene. A pouch herniates out in the midline but later gets directed to the left. Further progress makes it dependent and bulkier resulting in dysphagia and regurgitation. Treatment is surgical excision.

Cervical Rib – This is a bony or fibrous extra rib at the C7 level. As the Subclavian A. and Brachial Plexus tents over this extra rib there may be symptoms of numbness, parasthesia or motor weakness at C8 – T1 level as well as recurrent claudications and Ranaud’s Phenomenon in the limb. While the majority of Cervical ribs remain asymptomatic, if symptoms of Thoracic Outlet Obstruction persist, treatment is excision by axillary approach.

