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Summary
Malignancy of the upper aerodigestive tract is not always associ-
ated z,'ith obvious localizing symptoms. Presentation may then only
be prompted by the appearance of a hard mass in the neck, a
melastasis to a cervical lymph node. Neck exploralion without a
prior diligent searchfor an occult head and neck primary lumour is
lo be avoided as it compromises subsequenl treatment.

The diagnoslic investigation of 112 patients complaining solely
of a painless and enlarging neck swelling is reviewed. An
otolaryngologic examination identified an asymptomatic malignan-
cy of the head and neck in 72 patients (64%). Excision biopsy of
the neck mass was required to achieve a diagnosis in only 29
(29%) of those patients who had nol already undergone surgery.
These resulls are presented to emphasize the needfor a specialist
examinalion of the head and neck prior to embarking on excision of
any suspicious neck mass.

Introduction
The adult patient with a mass arising in the neck fre-
quently presents to a general surgeon rather than to an

otolaryngologist. Howevcr, this mass may represent a
metastasis from ani asymptomatic primary tumour ot the

head anid neck, whiclh will onlly be detected on clinical
examination. Iniappropriate neck exploration, if it
should reveal a deposit of squamous cell carcinoma,
adversely affects the prognosis. Furthermore, a prelimin-
ary search for a primary squamous cell carcinoma may
well reveal a resectablc lesion. This contrasts with1 the
patient presenting with a metastasis containing adeno-
carcinoma, whosc primary tumour almost invariably
arises below the clavicle and is irresectable.
To determine the value of' a specialist examination of

the head and neck in such cases, wc have reviewed 112
patients, presenting over a ten year period, whose sole

presenting complaint was
mass.

of a painless, enlarging neck

Patients and methods
A total of 112 patients were referred for specialist ex-
amination to the Department of Otolaryngology, North
Riding Infirmary, Middlesbrough, in a 10 year period in
1975-85. Eighty one patients were referred by their
general practitioners and 31 by our surgical colleagues.
All had presented with a neck mass but were otherwise
asymptomatic. We have therefore excluded from this
series those patients with localizing symptoms in the
head and neck, such as dysphagia, hoarseness or

haemorrhage.
A small number, only 14 (12.5%), had already under-

gone a neck exploration for a histologic diagnosis, which
had proved to bc metastatic squamous cell carcinoma.
A careful history was taken with special enquiry as to

dysphagia, voice change, otalgia and hearing loss, a

possible consequence of Eustachian tube obstruction.
Clinical examination, both by direct inspection mirror
view and palpation assisted by topical anaesthesia,
tended to concentrate on the relatively 'silent' areas of
the upper aerodigestive tract, especially the
nasopharynx, oropharynx and supraglottic larynx. Lat-
terly, an Olympus fibreoptic nasendoscope was routinely
employed to aid inspection. When examination revealed
no abnormality, sinus and chest X-rays, a lateral soft
tissue view of' the neck anid a submcntovertical view of
the base of the skull were obtained. A barium swallow
was requested if there was any suggestion of dysphagia.

Patients still failing to show evidenec of a primary
head and neck malignancy then underwent panendos-
copy: laryngoscopy and bronchoscopy, pharyngoscopy
and oesophagoscopy. Random biopsies of the postnasal
spacc from both the roof and fossac of Rosenmiiller were
also taken. Palpation of the oral cavity and oropharynx is
more sensitive during anaesthesia when muscle tone is
absent.
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Only when no lesion was immediately cvident, was
cxcision biopsy of the neck mass undertaken. This was
donc under the same anacsthetic and using an incision
which would not compromise subsequent surgery. His-
tology of paraffin-fixed sections was awaited rather than
procceding immediatcly to definitive management, such
as radical neck dissection, on evidence of frozen sections.

Results
In the 10 year period 112 patients presented with a neck
mass. Fourtecn paticnts (12.5%) had already undergone
neck exploration with subsequent histology revealing a
squamous ccll carcinoma. All were submitted to the
protocol described to cxclude a head and neck primary
malignancy.

Initial examination at the first ENT consultation re-
vealed a primary tumour in 72 patients (64%) of whom
11 had undergone prior neck surgery. Radiologic screen-
ing identified few tumours not already apparcnt but did
detect three bronchial and onc ocsophageal carcinoma.
Equally, panendoscopy found few primary malignancics
in patients who werc normal on clinical examination.
Threc further bronchial carcinomas and onc postcricoid
carcinoma were discovered.

Ultimately of 98 neck masscs unoperated prior to
presentation only 29 (29%) required cxploration of the
neck to diagnose the cervical pathology. Twelvc showed
a benign Icsion. Of the 17 malignancies, 10 were
squamous ccll carcinomas. Including the 14 cases
already operated on, a total of 24 epithelial malignancics
were revealed in the neck masses which werc cxplored.
In one half, 12 paticnts, no hcad and neck primary was
cvcr to becomc evident on regular review. Onc was
diagnosed as branchial sinus carcinoma and no primary
was later manifest to contradict this. In one further
paticnt, who underwent neck cxploration prior to refer-
ral, a primary tumour of thc posterior third of the tongue
became apparent two years subsequently (Tablc I).

TABLE. I Stage at which diagnosis made in 112 cases witEh a
cervical mass

Stage Findings N

Cliniical examinationi Head anid nieck 72
primary tumour

Radiology Bronclhial or 4
oesophageal
primary SCC

Panenidoscopy Primary SCC 4
Neck exploration Squamous cell 9

carcinioma (no
primary)

Benigni pathology 12
Noni-epithlelial 7

malignianicy
Branlchial sinlus I

carcinioma
Biopsies prior to No primary 3

presenitation apparenit

Submission of the 112 paticnts presenting with a neck
mass to the protocol described ultimatcly identified a
head and neck primary in 80 (71%) patients. Ovcr one

quarter of thesc occull, asymptomatic, malignancics (22
cases) werc nasopharyngeal carcinomas.

Discussion
The need for a specialist cxamination of the hcad and
neck in such cases was illustrated by the pionecring work
of' Haves-Martin (1). Iii paticnts referred to him witlh

metastatic neck cancer and an allegedly occult primary,
his initial clinical cxamination revealed a hcad and neck
primary tumour in 65%. This figurc corresponds rc-
markably with the rcsults prcsented abovc (64%). Even
when such an origin is not immcdiatcly obvious, up to
onc quartcr of paticnts may ultimatcly exhibit a primary
tumour of thc upper aerodigestive tract (2). As slhowni,
years of meticulous follow-up mav he necessary.

Injudicious excision of a biopsy of a neck mass which
then proves to contain squamous cell carcinoma com-
promises managemcnt. Gooder and Palmer reviewed
1,090 patiCIets witlh suchl a cervical metastasis (3). Of the
84 who had undergonc incisional biopsy, 23% developed
scpsis at the site of the incision compared with only 5%
of paticnts developing scpsis in an unbiopsied neck mass.
Fungation of tumour was more common following in-
cisional (21%) rather than excisional (11 %) biopsy and
was rare (7%) in the absence of surgery. The survival
timc of their paticnts was not influenced by biopsy
howevcr. McGuirt and McCabc reported their experi-
encc with 74 paticnts undergoing radical neck dissection
subsequent to nodc biopsy and found an incrcased inci-
dence of wound necrosis, local recurrence and distant
metastases (39%/) (4). Furthermore, Shiaw poinlts out that
subsequent scarring causcs difficulty in palpation and
asscssmcnt of the neck, whilst removal of the mass
creates a false scH5c of security in the patient (2).

It is to the credit of our mcdical and surgical col-
leagucs that only 12 5% ofour cascs had undergonc prior
neck cxploration and that these had all undergone cx-
cisional biopsy. Pcrhaps as a consequence, only onc of
thesc paticnts developed fungation through cervical skin.
A thorough ENT examination is thereforc sensiblc and

frequently rewarding. In order of decreasing frequency,
likely sites of an occult primary carcinoma presenting as
a ccrvical metastasis are: nasopharynix, tonsil, tongue
base, tlhyroid, supraglottic larynx, floor of'moutlh, palate
and pirifbrm fbssae (2). Nlost are detectable on iniitial
clinical examination by an otolaryngologist. In our
scrics, cxamination under anacsthetic was necded to
diagnosc four of all the head and neck carcinomas, which
had not alrcady become apparcnt during investigations.
Ovcr onc quarter (22 cascs) of the asymptomatic head

and neck malignancies were nasopharyngeal carcino-
mas. Presenting fcaturcs of nasopharyngeal carcinoma
arc noticcably non-specific and so only half arc di-
agnosed within threc months of onset of symptoms.
Nasal symptoms such as obstruction or epistaxis prcsent
late in the discasc and the carly tumour may bc sub-
mucosal and thereforc not apparent on superficial ex-
amination . Dccp random biopsy is the mainstay of
diagnosis. Radiological cvidence of skull base crosion
was only found in 27 of' 160 paticents with nasopharyngeal
carciiionoma presented by l)ickson (5). A promising de-
velopment is the immunologic detecton ot the occult
tumour. Neel el al. sought the viral capsid antigen associ-
ated with the E-B virus in paticnts with a carcinomatous
neck mass. Raised titres werc detccted in 6 of 18 such
paticnts and a postnasal space carcinoma was subse-
quently found. A falsc negative ratc of' oily 20% was
claimed (6).
A thorough cxamination under aniacsthlesia should

also include excisioIn and scrial histological sectioning of
the tonsils, as tumour may not bc associated with mucos-
al ulceration (7). Bronchoscopy and oesoplhagoscopv ar(e
g('lerally tlhouglht unrewarding unless there is radiologic
c'vidt'uce of' tumour (8). We havc, however, idenitified 4
bronchial or oesophageal carcinomas on cndoscopy in
the absence of X-ray abnormality. Maisel and
Vermc(c(rsch (9) reviewed 449 patitcnts with a primarv
hcad and neck carcinoma and found synchronous second
primary tumours in no fewer than 36, half occurring in
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FIG. I CT of neck; cystic degeneration in a squamous cell
carcinoma involving a lymph node and secondary to a
laryngeal tumour.

the lung. Thus discovery of one primary should not
curtail completion of a full examination.
The site and level of the presenting cervical metastasis

may be a guide to its origin and prognosis. In 207
patients with a suspicious cervical lymphadenopathy,
Johnson and Newman found a primary head and neck
cancer in 45, all of whom exhibited involvement of
jugulodiagastric nodes (10). No ENT canecrs were associ-
ated with single, isolated nodes in the supraclavicular or
posterior cervical regions. The remaining 162 cases in
this series underwent node biopsy to reveal lymphoma in
20% and an infraclavicular primary tumour (usually
bronchial) in 18%. Submental nodes were only associ-
ated with lymphoma or benign disease, while, in con-
trast, low posterior cervical nodes showed a 60% inci-
dence of malignancy (1/0). Thus the lower the cervical
node involvement, the worse the prognosis becomes.
Carcinoma in submandibular nodes carries a 34% five
year survival, compared with 4% for supraclavicular
nodes (11).
As shown, incisional biopsy is always to be avoided

and core needle biopsy risks seeding of tumour cells (12).
Fine needle aspiration cytology can, in expert hands,
reliably diagnose malignant disease in lymph nodes.
Young el al. report an accuracy of 94.5% in detecting
tumour in thyroid, salivary and nodal tissue. In 280
cases of a mass in the neck, only 15 errors were encoun-
tered. Of 13 initially false negative reports, 8 proved
positive on repeat aspiration. In only two false positive
results did aspiration falsely suggest malignancy in nodes
subsequently shown to be inflammatory. Unfortunately
only 750/% reliability was reported for lIymphomas (13).
Aspiration may reveal a cystic lesion but a malignancy
with necrotic centre may resemble a branchial cyst and
should not be conftused (7,). A branchiogenic carcinoma is
very rare and should only be diagnosed after satisfying
rigid criteria (14) (Fig. 1) .

In a minority of patients, 29% in our series, an
excisional biopsy of a cervical mass will become neecs-
sary to make a diagnosis. Frozen section has been re-
ported to allow diagnosis of the cell type in all but 1.2%
of cases. False negative reports usually result from a
diagnosis of hyperplasia, when subsequent paraffin sec-
tion shows lymphoma (15). Tlhe pathologist can provide
much more information if suitable tissue is provided for
electron microscopy and analysis of tumour cell surface
markers, especially when confronted with a seemingly
undifferentiated lesion which may be of epithelial or
reticulo-endothelial origin (16). Ideally, fresh tissue is im-
mediately forwarded to the laboratory. Fixation in glu-
taraldehyde is recommended for electron microscopy (17).

Leipzig el al. (18) recommended that nodes smaller than
3 cm in diameter are irradiated. Fields should include
presumed primary sites from the nasopharynx to piri-
form fossa. More advanced nodal disease is treated by
radical neck dissection producing an overall five year
survival of 50% (8). Whether a primary tumour subse-
quently manifests itself does not alter prognosis (18).
Adenocarcinomatous metastases to the neck, especially
common in renial tumour (14), are best treated palliatively.
There are very few two year survivals (8).
We have not been able to study the effect on prognosis

of neck exploration prior to diagnosis of a primary head
and neck malignancy as we lack an adequate control
group. This is a tribute to the clinical judgement of our
medical and surgical colleagues and we gratefully ack-
nowledge our debt.
Although current advances in diagnosis, such as CT

and radio-isotope studies, may yet contribute to manage-
ment, a specialist clinical examination of the head and
neck is of considerable value prior to exploration of a
suspicious neck mass.
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Notes on books

A Colour Atlas of Open Reduction of Congenital
Dislocation of the Hip by A Catterall. 63 pa,ges, illus-
trated. Wolfie Mcdical, London. £14.
Volumie 35 in the Single Surgical Pro(edures series. Sixt\-seven
hlighl (1ialitx C0l0.rph1)1 tograpsilII illustrate tlls (o)eraltinll and
the Volume,l} will appeal to alil Surgeons whol have to mllailage late
presentation of'()filgeniital (lislocatiol o(f the hip.

Stroke Rehabilitation cditcd 1y PIaul Kaplan an11d
LeoniardJ Cerrullo. 421 pages, illustrated. Butterwortlhs,
Bostoni. £45.
For manyN vears the tw\o e('ditors ranai coirse att the Rehal)ilita-
tioIl Inistituite of' Chicago called Stroke ainid Neuros1irgie.lC
Relilailitatioi. 'T'hese cmorses were exceedingly po)pular with
much diseussion anid( became the stair-tnl poinlt for manlly
investigations. '['hiis b)0k is the dlistillattiol olfone suiih course
and will no doul)t be rcad with enltilasmawllavitll thlose
cmncrned in the management of patients wlho have had at
stroke. 'T'here are 18 chapters and 24 contributing authors.

Surgery of the Spleen by Rainier NI Seul'ert and Paris S
Mitrou trainslated aind edited bv Howard A Reber.
167 pages, illustrated. Gcorg 'lhierne Verlag, New York.
I)M 88.
Sploellic SUrgery now com-lprises more tlhan11 merely St11-gi('al
('xc'isn)i. ICdeed, 1)reservation )f' the spleei after splenic'
tial.1111a is highly desirable aniid various re)pair o)perationls have
been devised. SegmeiItal resectionl ()f the Sl)leen c'an b)e per-
formied aniid auto-transplantation ha<ls been1 StLudie(i in several
centres. 'I'[his monograph suceinc'tlV tells of' splenic physiol(ogy
anid disease as thev relate to suil'gic'll patients in less thlaini 200
pages anlCd inclCudes an extensive bibliography m11aking it at
valuable refere'nee volum1e. It hias few if' alny cmnpetitors and
Shoull1d be of' Wide ilnt(eeSt.

Ophthalmic Plastic and Reconstructive Surgery by
Martin Haltt. 166 pages, illustratecd. Georg Thicne(Vcr-
latg, Stuttgart. l)M 128.
'I[iis 1book deals mainly with st-irgerV Of the eV(ldics alld the
lachrvmal system: operatiuns On the eve itself are excluded.
The 1)00k is5att'ac'ti\v'lv )IOd'Uc'ed, IlieelIV illustrated alil(c well
refiercnced.

Renal and Urologic Emergencies cdited by Allan B
Wolf'son and Ann Harwood-Nuss. 291 pages, illustrated.
Churchill-Livingstone, Ncw York. £28.
A relatively short anid readable accounit of' the various emerg-
enicies that mav presenit to the urologist or nephrologist. There
are thirteen chapters, each well referenced and adequatelv
illustrated. The Accidenit anid Emergency surgeoni mayv finid the
book of particular initerest as it is writteni with the emergency
setting in minld.

Pathology for the Primary FRCS by D L Gardner and
D E F Tweedle. 216 pages, paperback. Edward Arnold,
London. £1 1.95.
A revision text for the Primary FRCS in Pathology. It is writteni
in the stvle of a c'oncise eiicyclopaedia withlbrief aCcLIoItS Of'
individual subjects beinig given in alphabetical order. 'I'his.
page I has paragraphs oni Abrasion, Abscess, Acidaemia anid
Alkalaemia while the last page has ani article oni Woun id
Infectioni. Hardly aniy subject is giveni more thani a page and
maniy only a f'ew linies. lhere are nio referenices but brief
biographical details of epolnyms are givell as footilotes.

Practical Procedures in Accident and Emergency
Medicine by David G Ferguson and Stuart M Lord. 237
pages, illustrated, paperback. Buttcrworths, Sevenoaks.
£12.50
A 1book writteni primarilv for medical studenits and housemen.
Nearly one hulldred practical procedures are clearlv described
in words aiind illustrationi. Eachi procedure is conlfinied to two
pages-oil the left Ilad side is given a short text anid on the
right hanid side a clear linle diatgram. Tile various sectionls cover
vasCular aiccess, airway procedures, cardiac and abdomilnal
procedures, local aIlaestlietic techniiques ats well as minor sur-
gical operations anid the application of plaster of Paris.

Complications in Otolaryngology-Head and Neck
Surgery Volume 1 Ear and Skull Base edited by R J
Wict anid J-B Caussc. 207 pages, illustrated. B C Dccker,
Philadelphia. £40.
C,omplicatiolns atter surgical operatiolls are a fact of life
althloughl it is well kniown that some surgeonis halve fewer
complicatiolls thani others. TIhis )ook addresses those com-
plicationis specific to operatiolls oii the eatr aild skull base with a
view to reducinig the incidenlce l)y prevention. TIhe majority of
tlhe contrib)utors are from Nortll A.merica altltough a few are
from Europe. TrIe book is hanidsomelv publislled iil large
fiortiat On atrt paper witll high quality illu.strations inicludinig
several ill colour. rweiliv five eclapters, eacli witlh key refer-
ences.

Cancer Pain Relief. 74 pages, paperback. World
Health Organization, GeCneva. $7.80.
Cancer is a major world problem. Every vear Ilearly six millioll
ilew patiellts are diagliosed aild malny of thiose witliadvailced
disease hlave pauli as a maljor symptom. Historically the coiltrol
of paini in terminiail illiless hCas b)een poorly manaiged but
tecililiquLes iiow exist to make paini relief al realistic objective for
the vast majority of' caincer- patienits aroullid the world. T}lis
small book tells how. ProdcLced 1b the WXorld HealItl Organiza-
tioll IlaIi colcise, didactic aniid logical layout it is suitable 11Ot
onlv for doctors but atlso lor iiurses and otliers wlio care for
patiellts witli advanced mnalignianicy. Hospital maniagers too
i'niglht filld muchI of illterest.

Preoperative (Neoadjuvant) Chemotherapy edited by
J Ragaz, P R Banid and J H Goldic. 162 pages, illus-
trated. Springer-Vcrlag. Bcrlin. DM 98.
Ak comprehelsive aild up)-to-date review of preoperative ad-
jUvanlt chemotherapy rpeortillg the Proceediilgs of' a Svmpo-
sium11eld in VallCOUVer ill Mlarch 1985. 'I'he earlv chapters
disctuss tIle scienitific basis atild experimenitail data but later
clhapters report the resuIlts of preoperative clenemotherapy triatls
ill breast, L11lg, gastrointestillal aild ilead aiild ileck canicers as
well as ill sarcomas.

Epidemiology of Malignant Melanoma edited by
R P Gallagher. 169 pages. Spriigcr-Verlag, Berlini.
DM98.
'Ite ilicidence of maligilailit nelallonlia is illcreasillg rapidtly
ailid it is tlierefore timelyl thlat t b)ook sIlotlld aippeatr whichi
concenltrates oil the epidemiliology Of't}liS tulirOI,'. l'reatment of
tIle disease lhas ilot improxed draimiatictally aIInd tIle best hlope
for stemiillig tIle rise ill mortality is tliroLlgll early detection
aiid pe(rIlaps in the futuLre tllrollgil prevenltioll. It is tllus
imilportailt to recogilise groups at Iligli i'isk. 'lIlis )oo0k gives a
tllorouigll assessmelnt ol' tIle mijor risk flctors.


