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BACKGROUND: The differential diagnosis for cystic neck lesions are determined by age. 
While congenital lesions are common in the pediatric and young adult populations, a new 
cystic neck mass in an adult >30 years of age is highly concerning for necrotic nodal 
metastasis. Depending on the nodal group involved, this is most commonly squamous cell 
carcinoma or differentiated thyroid carcinoma with suppurative nodes being an additional 
consideration. Additional, although less likely considerations include branchial cleft or 
thyroglossal duct cyst, lymphatic malformation, and diving ranula. Level IIa nodes are most 
commonly involved in squamous cell carcinoma of the head and neck. If these are necrotic, 
they will mimic the typical location and appearance of a 2nd branchial cleft cyst. As in the 
case presented below, a biopsy should always be recommended given this finding in a 
patient older than 30 years. The presence of additional enlarged lymph nodes should be 
reported which would affect N-staging and ultimately treatment. If biopsy proves the lesion 
to be malignant, PET/CT is generally the next diagnostic step. In addition, contrast 
enhanced CT of the chest, abdomen and pelvis is generally recommended given the limited 
resolution of PET/CT imaging. Panendoscopy and laryngoscopy are typically the final steps 
in diagnostic workup. Occasionally, a primary origin is not identified, a situation termed 
Head and neck SCC of unknown primary. In these cases it is important to assess HPV status 
of the biopsy specimen. If positive, the vast majority of such cases will be of oropharyngeal 
origin, most commonly occult palatine versus less commonly lingual tonsillar origin. Further 
management generally involves a combination of tonsillar biopsy, lympnode dissection, 
radiation and chemotherapy.  Documenting the presence of extracapsular extension, as well 
as the level and size of any additional enlarged lymph nodes is important as it affects 
staging and treatment planning.
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Cystic neck mass in an adult; a case of nodal metastatic squamous cell 
carcinoma

Axial and sagittal images show a 2.7 x 2.8 x 4.1 cm right sided necrotic level IIA lymph node. Its location 
anteromedial to the SCM, anterolateral to the carotid space and posterolateral to the submandibular 
gland is typical of a 2nd branchial cleft cyst, although less likely in a patient of 49 years of age. 

A 49 year old male with history of hypothyroidism, hypertension and polyarthritis presented to an 
outpatient clinic complaining of fever and a palpable enlarging painless right sided neck mass. An 
initial course of doxycycline, cephalexin and prednisone was prescribed. On follow up, continued 
growth of the mass was reported and a contrast enhanced neck CT was ordered. This revealed a 
2.7 x 2.8 x 4.1 cm (AP x transverse x craniocaudal) dimension cystic neck mass anteromedial to the 
SCM, anterolateral to the carotid space and posterolateral to the submandibular gland. Probable 
extra capsular extension was noted. Additionally, multiple bilateral enlarged cervical chain lymph 
nodes were noted, predominantly on the right. A biopsy was performed revealing necrotic 
squamous cell carcinoma. p63, AE1/AE3 and CK5/6 positive. p40, Napsin A, TTF-1, CK7 and CK20 
negative.  

A contrast enhanced CT of the chest, abdomen and pelvis was subsequently obtained and revealed 
no evidence of metastatic disease. Following this, a PET/CT was obtained which revealed diffuse 
hypermetabolic activity within the right thyroid lobe, but otherwise no hypermetabolic activity in 
the region of concern. Subsequent thyroid US revealed no discrete thyroid mass.  

The patient was referred to ENT for management of SCC with cervical metastasis and unknown 
primary origin. Initial flexible laryngoscopy revealed a small bleb on a lingual tonsil which was 
unable to be biopsied at that time due to the patient gagging. Direct laryngoscopy was scheduled 
with plan to obtain available tissue for HPV testing. 

Presentation

Extracapsular extension is suggested by the soft tissue rind surrounding the cyst capsule. An enlarged level 
VB(left image, lower arrow) node and enlarged submental aka level IA nodes(right) are seen.

Closer exam revealed contralateral cervical lymphadenopathy at the IIA and IIB levels


