CASE REPORT

Unusual Swelling in the Head and Neck Region
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A b s t r ac t
These are case series with six patients who presented unusual neck swelling. Worldwide, the most common swelling in the neck region is
a enlargement of cervical lymph nodes. Each country has a different etiology and geographical distribution for cervical lymphadenopathy.
Tuberculosis, metastatic cancers, and lymphomas are the commonest causes. However, in clinical practice, we encounter rare neck swelling.
Such swellings are due to their less common and unusual presentation, and its clinical diagnosis is rarely attained. In such cases, proper diagnosis
and management are required to attain the desired results.
Materials and methods: In our tertiary healthcare center, we encountered such case in ENT OPD. Five cases were evaluated in this article along
with their management. Such rare causes of neck swellings are therapeutically challenging, as they cause diagnostic dilemmas.
Results: Histopathology and immunohistochemistry were the mainstay of diagnosis, and surgery was curative in most cases.
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I n t r o d u c t i o n
Neck swellings are common complain that present in all age-groups
from various etiology, ranging from congenital to acquired, from
cysts, inflammatory, infective to neoplastic disease, encompassing
any neck structure. To aid with the correct diagnosis for appropriate
management, all clinicians should understand the embryology
and anatomy. Knowledge of patient’s age, associated symptoms,
and anatomical location of the lump, according to duration
acute, subacute or chronic swelling, is key to proceeding to
treatment generally, or they are an indication for referral to further
investigations, including imaging and surgery.
Few rare cases of head and neck region swellings are
discussed with unusual site of respective disease presentation with
appropriate management.
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Case Descriptions
Case 1
A 47-year-old male presented to ENT OPD of Mahatama
Gandhi Hospital with complains of slow-growing swelling, of
approximately 2 years duration, involving hard palate on the
right side. The swelling was asymptomatic with no complains
of pain and bleeding. He had not undergone any surgeries of
head and neck and had no complaints of pharyngeal or airway
obstruction. On general physical examination, the patient was
a well-oriented and a moderately built individual with no signs
of any systemic illness. The clinical examination revealed nonulcerated, dome-shaped, palatal swelling on his hard palate. The
mass had a bosselated surface, and the overlying mucosa was
normal. The lesion was smooth, firm, and nontender on palpation
of size approximately 2 × 1 cm. All preoperative blood, and urine
investigations were done, and results were within normal limits.
Nasal intubation was done and excision of the mass was carried
out. The excised mass of 1 × 1 × 1.5-cm dimensions was sent
for histopathological examination. Following excision of tumor,
surgical wound was closed. Histopathological examination
shows squamous epithelium with underlying mucus gland and
fobroadipose tissue. There is a malignant epithelial tumor showing

squamous epithelium and glandular differentiation with mucinsecreting cells and pools of mucin overall features suggesting a
low-grade mucoepidermoid carcinoma (Figs 1 and 2). For further
management in the form of Chemotherapy, the patient was
referred to Medical Oncology. Postoperative contrast-enhanced
computed tomography (CECT) scan (Fig. 3) of head and neck
region was done, and no obvious residual lesion was seen on the
hard palate (Fig. 4). Nasopharynx, oropharynx, and larngopharynx
were normal with no bony erosion.

Case 2
A 34-year-old male patient came to ENT OPD with complain of
swelling on the left side neck for past 6 months. The swelling
gradually progressed in size, with no associated pain or history of
fever, throat pain, or cough of long duration. No similar swelling was
present in others parts of the body. On clinical examination, two
swellings were palpable on the left cervical 2a and 2b measuring 2 ×
3 and 1 × 2 cm, respectively, mobile, smooth, firm in consistency,
and tender with normal skin overlying the swellings. Ultrasound
of the neck (Fig. 5) showed two cystic lesions in substance of left
sternocleidomastoid, the larger one measuring approximately 28 ×
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Fig. 2: Histopathology specimen

Fig. 1: Histopathology report

Fig. 3: Postoperative site of excision

Fig. 4: Postoperative contrast-enhanced computed tomography scan

11 mm. The smaller one shows small cyst with the cyst appearance
measuring approximately 14 × 6 mm with no internal vascularity.
Fine-needle aspiration cytology (FNAC) of left cervical swelling was
suggestive of cystecercosis. After complete workup, the case was
taken for surgery under general anesthesia. Horizontal skin incision
was given, and both swellings were excised (Figs 6 and 7) after
dissection of soft tissue, and wound closure was done in two layers.
The excised specimens (Fig. 8) were sent for histopathological study
which showed features suggestive of cysticercosis.

similar swelling in other body parts with no previous history of
similar lesions in past. On clinical examination, two swellings were
palpable on the left cervical region at the level of 2a and 2b lymph
nodes measuring, 3 × 2 cm and 2 × 2 cm, respectively, smooth, firm
in consistency, mobile, and nontender with normal skin overlying
the swellings. Ultrasound of the neck showed multiple cervical
lymphadenopathy at left cervical region. Fine-needle aspiration
cytology of the right upper cervical lymph node was suggestive
of filariasis. After complete workup, the case was taken for surgery
under general anesthesia. Horizontal skin incision was given, and
both swellings were excised after dissection of soft tissue, and
wound closure was done in two layers. The excised specimens
(Fig. 9) were sent for histopathological study (Fig. 10) which showed
features suggestive of chronic inflammatory cells with eosnophils.
The tissue shows several parasites, and morphology of parasites is
suggestive of filariasis (Fig. 11).

Case 3
A 14-year-old female patient presented to the ENT OPD of Mahatma
Gandhi Hospital, Jaipur, with complaints of swelling on the left side
of the neck which had developed over a duration of 9 months.
The swelling gradually progressed in size, with no associated
pain, or history of fever, throat pain, or cough of long duration.
The patient’s medical history was noncontributory. There was no
8
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Fig. 6: Marking the lesion site

Fig. 5: Ultrasonography neck swelling

Fig. 8: Excised specimen

Fig. 7: Excision of lesion

Case 4
A 50-year-old male patient came to ENT OPD with complain of
swelling tongue since 1 year. Swelling was slow growing with
no complain of bleeding and pain. Swelling was not associated
with difficulty in swallowing or breathing. No associated weight
loss or fever was present. On clinical examination, approximately
5 × 6 cm–sized fixed tender swelling was seen arising from the
right lateral border tongue with no ulceration bleeding. Other
parts of nasopharynx, oropharynx, and laryngopharynx was
normal on endoscopic examination. No associated cervical
lymphadenopathy was seen. Preoperative workup under general
anesthesia was done to excise the swelling and closure was
done. Fibroma of the tongue was diagnosed on histopathologial
examination.

Fig. 9: Excised specimen

Case 5
A 13-year-old male child came to ENT OPD with complain of
swelling in the left cervical region for the last 3 months. Swelling
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Fig. 10: Histopathologic examination report s/o filariasis
Fig. 11: Clinical picture of tongue swelling at right lateral border tongue

Fig. 12: Fine-needle aspiration cytology report

was progressive and painless with no complain of difficulty in
swallowing and breathing. On examination 2 × 3 × 3-cm mobile
firm swelling was palpable. No intraoral extension was seen in the
floor of mouth. Swelling was irreducible on coughing and blowing.
Medical history was not significant. On FNAC (Fig. 12), the features
were suggestive of benign cystic lesion. On CECT of the neck
(Figs 13 and 14), a multi-septated cystic lesion of measuring 23 ×
26 × 27 mm was seen in the left submadibular region. The lesion
is abutting the submandibular gland not involving it. Adjacent
mandible is not eroded. Multiple cervical lymphadenopathy was
seen. Preoperative workup was done, and the patient was taken
for surgery under general anesthesia. Horizontal incision was given
in left submandibular region. Swelling was traced through out
the course of cystic swelling, and enucleation was done (Fig. 15).
Closure was done into two layers. On histopathological examination
plunging ranula was diagnosed.

10

Fig. 13: contrast-enhanced computed tomography scan neck

D i s c u s s i o n
Diagnostic dilemma of head and neck swellings needs systematic
evaluation. Fine-needle aspiration cytology is the standard first
investigation in case of neck swellings; but sometimes, FNAC
fails to diagnose the the rare diseases of any of the neck masses
due to inadequate material or procedure. To make a treatment
plan for such cases, proper evaluation with various imaging
modalities such as, CECT, magnetic resonance imaging (MRI),
and ulstrasound (USG), are required. In this article, we presented
a series of uncommon swellings in the head and neck region that
we encountered in our hospital, which is a tertiary healthcare
institute.
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Fig. 14: Contrast-enhanced computed tomography showing extent
of swelling

Giant Cell Fibroma
Giant cell fibroma (GCF) was described as a fibrous hyperplastic
soft tissue. It appears that stimulus from an unexplained origin
can have a role in its etiology. GCF was first described by Weathers
and Calliham as a new entity of fibrous hyperplastic soft tissue in
1974.1,2 GCF is a rare fibrous lesion, and a very few case reports are
available regarding this lesion. It represents 2 to 5% of all biopsied
fibrous lesions of oral cavity.3 There is controversy about the origin
of GCF.2 GCF occurs commonly in patients under the age of 30 years
with a slight female predilection.1
Gingiva followed by the tongue and buccal mucosas are the most
involved locations.4 It usually presents as a pedunculated or sessile
asymptomatic exophytic lesion with size of less than 1 cm in the oral
cavity. Irritation fibroma is a reactive fibrous proliferation but with
some discriminative differences such as nonsmoth surface texture,.
Histopathologically, GCF consists avascular collagenic stroma
of multinucleated fibroblasts in close relation to the overlaying
epithelium. These fibroblasts have oval-shaped nuclei within the
eosinophilic cytoplasm resembling a stellate appearance.2,5,6 Positive
reactivity for vimentin (but not for cytokeratin, neurofilament, HHF,
CD 68, HLA DR, tryptase and S100) suggests a fibroblastic phenotype.3
It may be misdiagnosed as irritation fibroma, especially in cases where
it is on the buccal mucosa, the most common location for fibroma.
Accurate diagnosis is based on biopsy with clinical examination to
see surface texture roughness1

Plunging Ranula
A ranula by definition is a mucus-filled cavity, a mucocele, in the
floor of the mouth in relation to the sublingual gland.7,8 Ranulas
are characteristically large (>2 cm) and present as a tense fluctuant
dome-shaped vesicle, sometimes with a blue hue. The most
common site is floor of the oral cavity laterally of frenulum not
crossing midline. Plunging ranula, a clinical variant with moderate
incidence, occurs when the mucin fluid pressure plunges through a
perforation in the mylohyoid muscle in the submandibular space.9,10
Prevalence of about 0.2 per 1,000 cases accounts for 6% of all oral
sialocysts. The number of ranulas that represents a true retention
cyst ranges from less than 1% to 10%.11 Ranulas usually occur in
children and young adults, with peak in the second decade.11 The
cervical variant occurs later in the third decade. Plunging ranulas

Fig. 15: Excised specimen s/o of cystic consistency

arise in the neck by following four mechanisms: (a) The sublingual
salivary gland may dissect through the mylohyoid, or an ectopic
sublingual gland may exist on the cervical side of mylohyoid. (b)
A dehiscence or hiatus in the mylohyoid muscle may occur along
the lateral aspect of the anterior two-thirds of the muscle. (c) 45%
of plunging ranulas occur iatrogenically after surgical remove oral
ranulas. (d) A duct from the sublingual salivary gland may join the
submandibular salivary gland or its duct which allows ranulas to
form in continuity with the submandibular salivary gland. Therefore,
the ranula accesses the neck from behind the mylohyoid muscle.
USG, CT SCAN, and MRI (most sensitive) are to be one to confirm the
diagnosis and see the extent of involvement. Treatment includes
surgical excision by cervical and intra-oral routes with or without
excision and drainage of part of salivery gland depending upon
the extent of the disease.12 Other options include cryosurgery,
marsupilization with or with out cauterization of the lesion
linning,11 CO2 laser vaporize of ranula,13 rarely radiation therapy,
and intracystic injection of streptococcal preparation. Excision of
the ranula with the associated sublingual salivary gland is the most
accepted method with low recurrence rate.11 Risk of paresis and
paralysis of the marginal mandibular nerve is the most common
complication following surgical therapy of ranula.14

Cysticercosis
Taenia solium, a potentially dangerous parasite, causes human
cysticercosis. Humans acquire the infection through consumption
of undercooked pork, raw vegetables, or by drinking water
contaminated by this parasite.15 Cysticercosis can cause a gamut of
manifestations affecting the central nervous system (CNS), skeletal
muscles, heart, eyes, and subcutaneous tissues.16 These palpable
nodules are usually misdiagnosed for lymph nodes or benign
tumors, such as lipoma, neurofibroma, or epidermal inclusion
cysts.17,18 It can affect the CNS causing lethal complications or more
commonly present with superficial palpable lesions amenable
to FNAC.15 Aspiration of the lesion usually yields a clear fluid,
which is a strong pointer to the diagnosis17,19 and varies from
clear to mucoid usually. The parasitic fragments comprise bluish
fibrillary structures that are part of the bladder wall and contain
tiny parasitic nuclei that appear dot-like.19 Rarely it can be found
as detached hooklets and/or calcareous corpuscles. Cysticercosis
in children is relatively rare compared to adults. Second most
common site after CNS is skeletal muscles. When the larva dies,
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it induces an aggressive granulomatous inflammatory response,
leading the characteristic organ-specific symptoms. Biopsy from
the lesion is gold standard in proving a definitive diagnosis.
HPE confirms the diagnosis by showing scolices, hooklets, and
cyst wall. Treatment of cysticercosis is by orally administered
Albendazole or Praziquantel, while ophthalmic cysticercosis
requires surgery before medical treatment is started. All family
members should be screened for infection or empirically treated
with Albendazole or Praziquantal. 20

Filaria
Lymphatic filariasis is an endemic disease in the tropical countries
and is the most common cause of acquired lymphedema in the
world. Wuchereria bancrofti is the main and important etiological
agent. While the presentation of filariasis in limbs is common,
isolated presentation as a single enlarged lymph node in the neck
is very rare. 21 In tropical and subtropical countries, filariasis is a
major health issue. Over 1 billion people are at risk, with more than
1 million people being already infected. 22 In the early stages of
filarial disease of the neck, medical therapy with DEC can produce
excellent results. Results of domestic lymphatic filariasis show
that chronic lymphadenopathy in the head and neck region is the
most common presenting symptoms. Accurate diagnosis is made
after surgical lymph node excision. Rarely patients have circulating
microfilariae in body, so surgical excision of the affected lymph node
is often curative, and antihelminth treatment post excision can be
withheld if patients remain asymptomatic.
In endemic regions, the current treatment consists of
diethylcarbamazine (DEC) 6 mg/kg/day divided into three doses.23 It
is typically given as a 12-day course; however, a single dose may be
just as effective.23–25 Some authors advocate for the addition of 4- to
6-week course of doxycycline 200 mg/day, which targets Wolbachia,
the intracellular bacterial symbiont of Wuchereria bancrofti and
Brugia spp.24,26 Ivermectin, given as a single 200- or 400-μg/kg dose,
has an efficacy similar to DEC and can be used as a monotherapy or
in combination with DEC to augment its microfilarial activity.25,27

Mucoepidermoid Carcinoma Palate
Mucoepidermoid carcinoma (MEC) is the epithelial salivary gland
neoplasm of the oral cavity. It accounts for <3% of all head and
neck tumors. It occurs in about 5% of patients younger than
18-year-old, mostly affecting women. It is composed of mucusproducing, squamous, and intermediate-type cells. Of all cases,
about two-thirds arise within the parotid gland, and other onethird arises within the minor salivary glands. MEC of minor salivary
glands can be located on the palate, retromolar area, floor of the
mouth, lips, and tongue, buccal mucosa and rarely presents as
primary jaw tumor, laryngeal, lacrimal, nasal, paranasal, tracheal,
or pulmonary tumor. Adults during the fifth and sixth decades are
most frequently affected.28 Although rare, it is the main malignant
salivary gland tumor in children, particularly adolescents, and
affects women more than men. Histpathologically, MECs are
classified as low-, intermediate-, and high grade. The low-grade
variety commonly develops a nesting pattern with multiple wellcircumscribed squamous nests containing numerous clear cells.
Intermediate-variety tumors are less cystic with greater tendency
to form large sheets of squamous cells and often shows more
prominent intermediate cell population. High-grade tumors
are predominantly solid and show greater degrees of atypia.
Clinically, MEC of palatal region presents as firm, painless swellings
and may mimic mucoceles or vascular lesions. MEC of the palate
12

follows a wide surgical excision with adjacent free margins. 29 If
there is no evidence of bony involvement, the tumor should be
dissected down to the periosteum. If there is any evidence of
periosteal involvement or bone erosion, removal of the involving
bone is indicated. If the lesion is restricted to the alveolar region,
alveolectomy is performed. This consists of removal of the affected
alveolus and a limited portion of the maxilla. Failure to detect
lesion in its early stage leads to involvement of overlying maxillary
sinus and the nasal cavity, requiring more extensive surgery
including palatectomy, infrastructure maxillectomy, or extended
maxillectomies. Such procedures often require an extraoral
approach and need for further reconstructive surgery of the oral
defect. 30 High-grade tumors require more aggressive surgical
approach with postoperative radiotherapy and chemotherapy.
Low- to intermediate-grade MECs originating from intraoral minor
salivary glands have a very low recurrence rate (<10%) and a high
survival rate (90%). Low- and intermediate-grade MECs have an
indolent clinical course and a rare chance for metastasis. Radical
neck dissection is indicated if clinical evidence of metastasis
is present. Prognosis depends on grade and stage of tumor.
A close clinical follow-up should be done for lifetime because
low- and intermediate-grade MEC in this age-group can recur
many years late. 31,32
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