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ABSTRACT 

Background: Cervical lymphadenopathy (LAP) 

is a common problem facing doctors. Most run a 

benign course. It is the job of these doctors to 

differentiate it from tuberculosis and metastatic 

lymphadenopathy. Different types of biopsies can 

be used to reach diagnosis including FNAC, 

incisional and excisional biopsies. 

Aim: The aim of this study is to describe the 

clinic-pathological patterns of metastatic cervical 

LAP in Al-Najaf city. 

Methods:  A descriptive cross-sectional study 

was carried out for a period of one year from Jan 

1, 2013 to Jan 1, 2014 in the general surgery and 

otolaryngology departments of Al-Sadar Medical 

City and surgical department of Kufa university-

Faculty of medicine. The data was collected by 

using a predesigned form including information 

as age, gender, level of lymph node involvement, 

and other clinical features. 

Results: Among the total 60 patients included in 

the study, 28 patients were males and 32 were 

females. Their age ranging from 20 to 68 y with a 

mean age equals to 53.6 y. The highest age group 

was the sixth decade with 32 (53.3%) patients. A 

known primary site was discovered in 93.3% of 

the patients. The highest primary site malignancy 

was that of the larynx with 35.7% of total patients 

with known primary tumors. 38.3% of the patients 

had N3 stage at the time of presentation. 

Conclusion: Inflammatory neck disease is very 

common in our country, one should not forget the 

possibility of metastatic carcinoma in an adult 

presenting with a rapidly growing, hard, non-

tender, lateral neck mass. Early diagnosis is 

paramount as any delay will eliminate the best 

opportunity for effective treatment with curative 

intent.
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Introduction  

Cervical lymphadenopathy is a common 

problem presenting to physicians, 

pediatricians, surgeons, and otolaryngologist 

[1]. Though lymphadenopathy sometimes 

intimidates patients and their relatives as 

well, it is in most instances simple innocent 

and self-limiting especially when a primary 

focus of infection is discovered. 

Consequently, every patient case should be 

carefully assessed by meticulous history and 

physical examination. Occasionally, few 

weeks period of observation with/without 

antibiotics is judicious in some patients 

without further investigations especially if 

localized benign-looking nodes are found. 

Nonetheless, swift and thorough work up is 

warranted in cases of generalized LAP [2, 3]. 

In developing countries, as in Iraq and other 

Middle East countries, tuberculosis is quite 

common, that it is the first diagnosis until it is 

proved otherwise [4].  

Approximately over 600 lymph nodes are 

distributed in different territories of the 

human body, however merely those in the 

neck, axilla, and groins can be palpated 

normally. Abnormal lymph nodes may 

indicate change in their size, number or 

consistency. Lymphadenopathy can be 

localized if involves one territory or 

generalized if more areas are affected. 

Overall, lymph nodes larger than 1 cm in 

diameter are estimated to be abnormal. Yet, 

some writers propose that epitrochlear nodes 

larger than 0.5 cm should be considered 

abnormal. Likewise inguinal nodes smaller 

than 1.5 cm must be considered normal [5].  

Submental and submandibular lymph 

nodes (level Ia and Ib) might be involved by 

malignant tumors of oral cavity, tongue, lips, 

oropharynx, nasopharynx, and scalp [6,8]. 

Jugulodiagastric lymph nodes (level II) can 

harbor malignant cells from tonsils, pharynx, 

larynx, nasal sinuses as well as salivary 

glands and scalp. Level III, and IV lymph 

nodes drains malignancy from pharynx, 

larynx, skin, as well as thyroid [9, 11]. 

Maximal risk of harboring malignancy is 

recognized in the supraclavicular nodes (level 

V) expected to be as high as 25 percent of 

those under 40 years of age, and up to 90 

percent in those above 40 years [12]. 

Moreover, malignant tumors in the 

mediastinum, lungs or cervical and thoracic 

esophagus may involve lymph nodes of the 

right supraclavicular area. Likewise, left 

supraclavicular lymph node (Virchow's node) 

drain the thorax and abdomen, and might hint 

pathology in the pancreas, stomach or other 

intra-abdominal organs, commonly described 

as Troissier's sign[13]. Furthermore, to 
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increase complexity, a 10-20% of metastatic 

cervical lymph nodes are of unknown 

primary. Most of these are squamous cell 

carcinomas arising in a hidden area in the 

nasopharynx or oropharynx [14, 16].  

Histopathological examination can be 

obtained through different methods. 

Excisional and incisional biopsies are most 

reliable types [17, 18]. Fine-needle aspiration 

is occasionally considered an alternative to 

excisional biopsy but often yields a high 

number of non-diagnostic outcome 

presumably due to the scanty quantity of 

tissue retrieved and the inability to inspect the 

architecture of the node [19, 20]. A core 

needle biopsy can mitigate some of the 

pitfalls of FNAC, however, vital structures of 

the neck makes its use limited [21]. The aim 

of the current study is to describe the clinic-

pathological patterns of metastatic cervical 

LAP in Al-Najaf city. 

Methods  

A descriptive cross-sectional study was 

carried out for a period of one year from Jan 

1, 2013 to Jan 1, 2014 in the general surgery 

and otolaryngology departments of Al-Sadar 

Medical City and surgical department of Kufa 

University, Faculty of medicine. Inclusion 

criteria include all patients presenting to these 

departments with cervical LAP whether it is 

localized or part of generalized LAP. 

Exclusion criteria include those who have 

their nodes disappeared after conservative 

treatment, and those who refused biopsy. 

Those with benign histopathological findings 

on biopsy are excluded from the study. Data 

were collected by using a predesigned form 

including information as age, gender, level of 

lymph node involvement, other clinical 

features and duration between start of 

symptoms and consultation. 

Full detailed history is taken followed by 

thorough physical examination for every 

patient concentrating on local symptoms and 

signs suggesting infection or primary tumor. 

Features of tuberculosis and lymphoma are 

meticulously looked for. Both axillae and 

groins are examined for lymphadenopathy as 

well as abdomen for organomegaly. Those 

with innocent cervical LAP on initial 

examination are reassessed after a 3-4 weeks 

period of observation with/without 

antibiotics. Those with obvious primary 

tumor are assessed by biopsy from the tumor 

itself and FNAC from the lymph nodes as 

FNAC has a high yield in such situation. 

Excisional biopsy is the standard in other 

cases as full architecture of the node with 

intact capsule is obtained. The most abnormal 

node even if deep is chosen to increase the 

yield. Occasionally, incisional biopsy or core 
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needle biopsy under ultrasound guide are 

indicated in cases of a large lymph node, 

difficult anatomy, or frail patient in whom 

longer procedure is not prudent.  Statistical 

analysis is made using SSPS version 18, with 

a p value < 0.05 is regarded to be significant. 

Results  

The demographic data for the 60 patients 

were presented in table 1. This table shows 

that 28 patients were males and 32 were 

females. Their age ranging from 20 to 68 

years with a mean age of 53.6 y. The highest 

age group was the sixth decade with 

32(53.3%) patients. Table 2 shows that a 

known primary site was discovered in 93.3% 

of the patients, while 6.7% had metastatic 

cervical lymphadenopathy with unknown 

primary. In patients with known primary 

tumors, 80.4% had squamous cell carcinoma 

while 19.6% had malignant tumors of non-

squamous origin (Table 3). Table 4 shows 

that 35.7% of patients with malignant cervical 

lymph nodes had malignancy in the larynx as 

the primary site of origin. The second group 

were those with hypopharyngeal tumors 

which comprise 23.3% of the total patients 

with known primary site. The third one was 

the nasopharynx with 19.6%. When the 

lymph nodes staging were considered, 45.5% 

of the nasopharyngeal carcinoma patients 

presented with N1 stage while 36.3% of the 

patients had N3 stage at the time of the 

presentation (Table 5).  For patients with 

malignant thyroid tumors, all of them had 

N1b stage at the time of the presentation. In 

those with other head and neck malignancy as 

the primary site of origin, 30.8% presented 

with N1 stage and 38.3% had N3 stage at the 

time of presentation. 

Table 1: 

Age and gender distribution 
Age groups 

(years) 

No. of 

Males  

No. of 

Females  

Total (%) 

21-30 1 - 1(1.7) 

31-40 3 2 5(8.3) 

41-50 4 8 12(20) 

51-60 15 17 32(53.3) 

61-70 5 5 10(16.7) 

Total  28 32 60(100) 

 

Table 2: 

Incidence of the known and unknown primary 

tumors 

Percentage 

(%) 

No. of the 

patients 

Type of the 

primary tumors 

93.3 56 Known primary 

6.7 4 Unknown 

primary 

100 60 Total  

 

Discussion  
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The treatment and management of 

malignancies of the head and neck is directly 

altered by the presence of metastatic cervical 

lymphadenopathy. The treatment of nodal 

metastases in squamous cell carcinoma of the 

head and neck (HNSCCA) is determined by 

the lymphatic drainage of the upper 

aerodigestive tract. The lymphatic drainage is 

site-specific and occurs in a predictable 

manner. An understanding of the 

topographical distribution and incidence of 

cervical lymph node metastases plays an 

integral role in the physical examination and 

radiological evaluation of patients with 

HNSCCA [22]. 

Table 3: 

Histological diagnosis of Known primary tumors 

Percentage 

(%) 

No. of cases Histological type 

80.4 45 Squamous origin 

19.6 11 Non squamous 

origin 

100 56 Total  

 

In the present study, 60 cases of metastatic 

neck node had been studied. Thirty two 

(53.3%) patients were females & 28(46.7%) 

were males with female to male ratio being of 

1.14:1. Their ages ranging from 20 years to 

68 y with a mean age of 54.6 y. The primary 

lesions could be identified in 54 (93.3%) 

cases while they remained undetected in 4 

(6.7%) cases. However, a study carried out in 

UK showed similar rate of incidence where 

89.3% cases of known & 10.3% cases of 

unknown primary [23]. 

Table 4: 

Distribution of known primary sites 

Primary sites No. of 

patients  

Percentages 

(%) 

Larynx  20 35.7 

Hypopharynx  13 23.3 

Nasopharynx  11 19.6 

Thyroid  10 17.8 

Oral cavity 1 1.8 

Parotid gland 1 1.8 

Total  56 100 

 

Among the primary sites, 45 (80.4%) cases 

were seen to arise from squamous lining of 

upper aerodigestive tract & 11 (19.6%) cases 

were having a non-squamous origin arising 

from the thyroid (17.8%) & parotid (1.8%) 

glands. The study shows that metastasis from 

thyroid gland carcinoma is not a very 

uncommon entity. The incidence of 

metastatic neck node of the thyroid origin in 

other series varied from 6.25% to 9.5% [24]. 

In the current study, metastatic neck node of 

the thyroid origin was found in 10 (17.8%) 

cases. The higher incidence in the present 

series might be due to the fact that there was 
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no selectivity for either the site of primary 

tumor or the histological type. Among the 

known primary sites, the highest incidence of 

metastatic neck node was found with Cancer 

of the larynx (35.7%). The incidence of 

carcinoma of the hypopharynx was seen in 13 

(23.3%) cases. Eleven (19.6%) cases of 

metastatic neck node were seen to take origin 

from nasopharynx, and 1 (1.8%) from buccal 

mucosa of the oral cavity. Other studies 

carried out with metastatic neck node showed 

a diverse picture. In a study with metastatic 

neck node in the department of 

Otolaryngology Mount Sina Hospital & 

Sunnybrook Medical center, Toronto, 40%  of 

cases were found to arise from the tongue, 

20% from the larynx, 20% from the floor of 

mouth, 7% from the tonsil, 3% from the 

palate & 10% from miscellaneous sites. The 

absence of selectivity of the primary sites was 

the reason behind it as noted by them [25].  In 

another study with metastatic neck node in 

Khartoum Teaching Hospital, Sudan,  It was 

found that the most common primary site was 

the  nasopharynx[26]. It might be due to their 

social habits and genetic predisposition. 

When the lymph nodes staging was 

considered, 45.5% of the nasopharyngeal 

carcinoma patients had N1 stage at the time 

of presentation while 36.3% of them 

presented with N3 stage. For the remainders 

of the patients with carcinoma of other head 

and neck sites, 30.8% presented with N1 

stage and 38.3% had N3 stage at the time of 

presentation. In a study carried out by Snow 

and his team, It was demonstrated that 85% 

of the patients presented with N1 stage and 

only 15% of them had N3 stage at the time of 

presentation [27]. Differences in the 

presentation of the current study relative to 

those of Snow team`s study were evident, it 

may reflect the educational and 

socioeconomic status of our society.  

Table 5: 

N staging of the lymphatic metastasis 

Primary  sites N staging No. of 

patients (%) 

Nasopharynx N1 5 (45.5) 

N2 2 (18.2) 

N3a 3 (27.3) 

N3b 1 (9) 

Total 11(100) 

Thyroid gland N1a 0 (0.0) 

N1b 10 (100) 

Total 10 (100) 

Other head 

and neck sites 

N1 12 (30.8) 

N2a 2 (5.1) 

N2b 6 (15.4) 

N2c 4 (10.2) 

N3 15 (38.5) 

Total 39 (100) 
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Though inflammatory neck disease is very 

common in our country, one should not forget 

the possibility of metastatic carcinoma in an 

adult presenting with a rapidly growing, hard, 

non-tender, lateral neck mass. Early diagnosis 

is paramount as any delay will eliminate the 

best opportunity for effective treatment with 

curative intent. 
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