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Like the swellings in the neck, malignancies in the neck can be classified into those in the midline and those on the lateral aspect of neck. They can also be classified as Primary tumours and Secondary deposits.

Midline Malignancies:

· Sub mental lymph node deposit

· Lymph node on Crico-thyroid membrane from CA. Larynx

· Thyroid cancers

· Lymph node deposit in the Supra sternal space of Burns Secondary / Primary

Lateral neck malignancies

1.Anterior to Sternomastoid -Digastric triangle

· Submandibular lymph node Secondaries from oral and pharyngeal CA

· Submandibular salivary gland involvement in CA alveolus by direct invasion

· Primary tumour of Submandibular salivary gland – very rare

2.Deep to Sternomastoid

· Tonsillar Lymph node – Secondary rom Head and Neck cancer or Primary -  Hodgkin’s Disease

· Branchogenic carcinoma

· Large diffuse Lymph node mass – Secondaries, N.H.L, Hodgkin’s disease

3.Superficial to Sternomastoid

· Carcinoma lower pole of Parotid

4. Posterior to Sternomastoid

· Supraclavicular Lymph node including Virchow’s – N.H.L, Secondaries from Head & Neck, Breast, Stomach, Testis, Upper limb.

· Post auricular and Occipital Lymph nodes – Secondaries from posterior scalp and Ear cancers

Malignant Tumours in the neck thus are mostly Secondaries from Head and Neck cancers. The primary is usually in the upper aero-digestive tract. Primary malignancies in the neck are:

1. Thyroid cancers

2. Cancer of the lower pole of Parotid

3. Hodgkin’s Disease

4. Non Hodgkins Lymphoma

5. Branchogenic cancer – very rare

6. Adeno carcinoma of Submandibular salivary gland – very rare

Parotid Tumours:
These are of various types but the clinical feature which distinguishes them from Lymph node masses and Odontomes in the parotid region is that it invariably lifts the ear lobule. Parotid tmours are:

Benign 




Malignant

Pleomorphic Adenoma


Pleomorphic Adenocarcinoma

(Mixed Parotid Tumour)


Adenocarcinoma – Acinic/Mucinous/Tubular/Anaplastic

Oxyphil adenoma



Mucoepidermoid carcinoma

Papillary cyst adenoma


Squamous cell carcinoma

(Warthin’s Tumour)


Metastatic Deposits

Mixed Parotid Tumour or Pleomorphic Adenoma s a tumour predominantly seen in males in their 40s. It is a slowly growing lobulated painless swelling, which can assume massive proportions and can rarely, after many years, turn malignant. It is neither adherent to the skin nor to the masseter and the Facial nerve remains uninvolved. It is a mixed tumour with squamous, basal and columnar epithelial elements, fibromyxoid masses secreting mucin and pseudo-cartilage  derived not from mesoderm but from mucin. Treatment is superficial parotidectomy, specifically sparing the branches of the Facial nerve. Malignant transformation in the tumour is suggested when (i) it becomes painful, (ii) starts growing rapidly, (iii) feels stony hard, (iv) gets fixed to the skin superficially and/or masseter and mandible deeply, (v) Facial nerve gets involved, (vi) cervical lymph nodes get nvolved, and (vii) jaw movements get restricted by masseteric and infratemporal involvement.

Warthin’s Tumour or Papillary cystadenoma Lymphomatosum is an epithelial tumour arising within periparotid lymph node. This soft and cystic benign tumour starts in the parotid region but a part of it is often encountered below the angle of mandible.

Pleomorphic Adenocarcinoma Paroid is the malignant transformation of Pleomorphic adenoma, seen in males in their 50s. This can spread locally, by lymphatics and by blood, though rarely. Once a malignant transformation is diagnosed by FNAC, the treatment is radical parotidectomy, which invariably includes the Facial nerve and the overlying adherent skin. The skin defect on the lateral face, if encountered, should be covered by a flap. The tumour is not amenable to Radiotherapy.

Adenocarcinoma Parotid has a very short history and a very invasive nature. Lymph node involvement is very frequent. It is often difficult to differentiate from Pleomorphic adenocarcinoma but histology is confirmatory. Treatment is Radical Parotidectomy with neck node dissection, followed by adjuvant chemotherapy.

Non Hodgkin’s Lymphoma:

It affects commonly the cervical group of lymph nodes and is at times a highly malignant tumour, growing rapidly and invading surrounding tissues locally, and distant groups of lymph nodes, liver, spleen and other intra abdominal organs or extremities. The overlying skin becomes streached and shiney with dialated veins and frank infiltration of skin like in a secondary deposit is also not uncommon. Spread to other group of Lymph nodes in axilla, mediastinum, retro-peretoneum, groin, and to intra abdominal organs, Liver, Spleen and intra cranial / intra spinal involvement with resultant coma or paraplegia completes the picture.

Rapaport classified them according to their cell type into :

· Lymphocytic

· Reticulum cell or Histiocytic

· Mixed cellularity

· Undifferentiated

Prognostic factors decidind the desease progression are:

Good prognosis




Poor prognosis
Long history




Rapid disease progression

Middle aged patient



Children and Elderly

Disease in Lymph node



Extra nodal involvement

No previous treatment – treatment in one go

Incomplete/incorrect treatment- drug resistance

Cytologically low growth fraction


Cytologically high growth fraction

Lymphocytic predominant



Undifferentiated variety

Nodular variety




Diffuse variety

Leukaemic transformation and CNS involvement is seen in children. Diagnosis is ascertained by F.N.A.C. and Biopsy. Staging is done by clinical examination, C.T.Scan of Thorax and Abdomen and Bone scan. Treatment for localized nodal disease is mega voltage irradiation and for disseminated disease is Combination Chemotherapy systemically, Cerebro-spinal irradiation and intrathecal chemotherapy for C.N.S. involvement and intra-pleural/ intra-abdominal chemotherapy for involvement of pleura and peritoneum respectively.

Burkitt Tumour: This rapidly growing tumour is the commonest malignant disease of children in Equatorial Africa and is caused by Ebstein Bar virus. 80% of the patients are between 3 and 12. The tumour is multifocal and relatively painless. Maxillary masses with intra oral and/or intra orbital involement is the commonest presentation. 75% have bilateral renal involvement and spinal deposits with paraplegia is also seen.

