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eck masses are frequent in children. These lesions can present as
palpable cystic or solid masses, infected masses, draining sinuses, or
fistulae.1 Differential diagnosis includes a variety of diseases that

can cause cervical lumps such as congenital, infectious and neoplastic neck
masses. We have described a case with a second branchial cleft cyst in a 14-
year-old boy by emphasizing the diagnostic difficulties of this type of lesi-
ons and the clinical aspects as well as the details of surgical treatment.

CASE REPORT
A 14-year-old boy presented to our clinic with a large asymptomatic diffu-
se swelling on the right lateral neck. The swelling was present for several
months but attained large dimensions during the previous three months.

Second Branchial Cleft Cyst Mimicking
Large Cervical Lymphadenopathy:

Differential Diagnosis

AABBSS  TTRRAACCTT  Neck mas ses are com mon in chil dren. En lar ged, pal pab le lymph no des are com mon du -
e to the re ac ti ve hyperp la si a of lympha tic tis su e and are mostly due to lo cal inf lam ma tory pro cess.
Dif fe ren ti al di ag no sis of per sis tent no du lar chan ges in the neck in chil dren are dif fe rent than adults.
Be ca u se, con ge ni tal ab nor ma li ti es and in fec ti o us di se a ses are more frequent than  ma lig nan ci es in
this age gro up. We ha ve des cri bed second branchial cleft cyst in a 14-ye ar-old boy emp ha si zing
the di ag nos tic dif fi cul ti es of this type of le si ons and the cli ni cal as pects as well as the de ta ils of sur-
gi cal tre at ment. Branc hi al cyst sho uld be re mem be red in the dif fe ren ti al di ag no sis of any la te ral
neck swel ling, re gard less of whet her the swel ling is so lid or cystic, pa in ful or pa in less, es pe ci ally
when it oc curs in the first thre e de ca des of li fe.

KKeeyy  WWoorrddss::  He ad and neck ne op lasms; neck; lympha tic di se a ses 

ÖÖZZEETT  Kli nik uy gu la ma lar sı ra sın da ço cuk lar da bo yun kit le le ri ne sık rast la nır. Lo kal inf la ma tu ar ya -
nıt so nu cu len fa tik do ku la rın re ak tif hi perp la zi si ile olu şan bü yü müş ve pal pabl lenf nod la rı yay -
gın dır. Do ğuş tan ano ma li le rin ve en fek si yöz has ta lık la rın sık ve ma lig ni te le rin da ha az ol ma sı
ne de niy le ço cuk lar da se bat eden bo yun no du ler de ği şik lik le rin ayı rı cı ta nı sı eriş kin den fark lı dır. 14
ya şın da ki er kek ço cuk ta gö rü len ikin ci bran ki al ya rık kis ti ni kli nik yön le ri ile cer ra hi te da vi si ile
bir lik te bu lez yon la rın ay rı cı ta nı sın da ki zor luk la rı vur gu la ya rak ta rif le dik. Bran ki al kist,  ha ya tın
ilk üç de ka dın da ki  tek ta raf lı bo yun şiş kin li ği nin ayı rı cı ta nı sın da kit le nin  so lid ve ya kis tik, ağ rı -
lı ve ya ağ rı sız olup ol ma dı ğın dan ba ğım sız ola rak akıl da tu tul ma lı dır. 

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Baş ve bo yun tü mör le ri; bo yun; len fa tik has ta lık lar  

TTuurrkkiiyyee  KKlliinniikklleerrii  JJ  MMeedd  SSccii  22001111;;3311((44))::11003388--4400

Bilge KARABULUT, MD,a

Bülent ALİOĞLU, MD,b

Muzaffer ÇAYDERE, MDc

Departments of 
aPediatric Surgery, 
bPediatric Hematology, 
cMedical Pathology, 
Ankara Education and Research Hospital, 
Ankara

Ge liş Ta ri hi/Re ce i ved: 17.02.2010 
Ka bul Ta ri hi/Ac cep ted: 17.12.2010

Ya zış ma Ad re si/Cor res pon den ce:
Bilge KARABULUT, MD
Ankara Education and Research Hospital,
Department of Pediatric Surgery, 
Ankara,
TÜRKİYE/TURKEY
bilgekar@ yahoo.com

doi:10.5336/medsci.2010-17677

Cop yright © 2011 by Tür ki ye Kli nik le ri

AYIRICI TANI   



Turkiye Klinikleri J Med Sci 2011;31(4) 1039

Pediatric Surgery Karabulut et al

Cli ni cal exa mi na ti on re ve a led a hard, pa in less mass
of 5 x 5 cm. It was not either immobile or fre ely
mo bi le and ex ten d from the right ang le of the man -
dib le to the la te ral neck re gi on un der the ster noc -
le i do mas to id musc le. The pa ti ent was not feb ri le,
and the re was no res tric ti on of neck mo ve ments.
The overl ying skin was in tact, wit ho ut signs of ery-
the ma or in du ra ti ons. No ad di ti o nal mas ses we re
pal pa ted. The re was no evi den ce for cer vi cal ade -
no pathy. The re was no pal pab le lympha de no pathy
la te rally or con tra la te rally to the le si on. Ton sils
we re pre sent and the pa ti ent re por ted a tran si ent
at tack of ton sil li tis al most three months ago. Ro u -
ti ne he ma to lo gic and bi oc he mi cal exa mi na ti ons,
inc lu ding thyro id hor mo nal measurement we re
do ne, and they we re in nor mal limits. An ul tra so -
nog rap hic exa mi na ti on sho wed a well-de fi ned 
hypo ec ho ic so lid le si on of mo re than 6 cm in di a -
me ter with sep tations. In so me parts of the le si on,
fi ne scat te red ec ho es co uld be iden ti fi ed. The lar-
ynx, na sop harynx, and thyro id glands sho wed no
ab nor ma li ti es. No cra ni al ner ve dysfunc ti on was
no ted. Be ca u se of his tory of a pre vi o us ton sil li tis
and be ca u se of so lid na tu re of the mass as de tec ted
by ul tra so nog raphy, the le si on was con si de red as
lympha de no pathy.

The pa ti ent was ope ra ted through an up per
cer vi cal in ci si on over the mass un der ge ne ral anes-
t he si a. The mass had a cystic cha rac ter and it was
to tally re mo ved wit ho ut da ma ging the sur ro un -
ding ma in struc tu res. Pa ti ent’s re co very was sig ni -
fi cant and he was disc har ged the fol lo wing day.
His to logy re ve a led the cyst to be li ned by ci li a ted
pse u dos tra ti fi ed co lum nar epit he li um. Fib ro us tis-
su e, oc ca si o nal mic ros co pic fo cis of smo oth musc -
le and patchy chro nic inf lam ma ti on were ob ser ved
wit hin the wall (Fi gu re 1, 2). The se re sults con fir -
med the di ag no sis of se cond branc hi al cleft cyst
his to lo gi cally and ana to mi cally. Pos to pe ra ti ve co -
ur se was une vent ful and without any re cur ren -
ce.

DIS CUS SI ON
En lar ged, pal pab le lymph no des are com mon du e
to the re ac ti ve hyperp la si a of lympha tic tis su e ma -
inly due to lo cal inf lam ma tory pro cess. Park sta ted

that up to 90% of chil dren aged 4-8 years ha ve pal-
pab le cer vi cal lymph no des.2 Dif fe ren ti al di ag no sis
of per sis tent no du lar chan ges on the neck are dif-
fe rent in chil dren. Be ca u se, con ge ni tal ab nor ma li -
ti es and in fec ti o us di se a ses are more frequent than
ma lig nan ci es in this age gro up. Abs ces ses and nec -
ro tic ade no pathy can al so be dif fi cult to dis tin gu ish
from a branc hi al cleft cyst, par ti cu larly if the cyst
has pre vi o usly be en in fec ted.3

The se cond branc hi al ano ma li es ac co unt for
approximately 90% of all branc hi al ano ma li es.
They are usu ally lo ca ted on the la te ral si de of the
neck, di rectly an te ri or to the in fe ri or one third of
the ster noc le i do mas to id musc le.1

FI GU RE 1: Fib ro tic cyst wall that con ta ins lympho id tis su e with ac ti ve ger mi-
nal cen ters (He ma toxy lin and eo sin, x150).

FI GU RE 2: Cyst wall is fibrotic and  pseudostratified epitelhium spills into the
cyst lumen (Hematoxylin and eosin, x150).
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The se cond branc hi al fis tu la co ur ses up ward
along the ca ro tid she ath, bet we en the  ex ter nal and
in ter nal ca ro tid ar te ri es, in front of the hypog los sal
ner ve and ends in the ton sil lar fos sa.1

Usu ally branc hi al si nu ses and fis tu las are en co -
un te red in yo un ger ages, whi le cysts are ob ser ved
in ado les cent or adults. Ma jo rity of se cond branc -
hi al ano ma li es are se en by the age of 5 ye ars. Most
of them ma ni fest them sel ves by an in ter mit tent
mu co us or pu ru lent disc har ge du ring the new born
pe ri od.1

The re is no ima ging met hod ca pab le of iden-
tif ying a branc hi al cleft ano maly with cer ta inty.
Many be li e ve that the di ag no sis of branc hi al cysts
is easy and the di ag nos tic ac cu racy is high. Po or
di ag nos tic ac cu racy (52%) was re por ted before.
Dif fi cul ti es in the di ag no sis of branc hi al cyst ha -
ve al so be en emp ha si zed by In goldby.4 Only 11 of
23 cysts (47.8%) in his se ri es we re di ag no sed cor-
rectly. Dif fe ren ti al di ag no sis sho uld al so inc lu de
lympha de ni tis, tu ber cu lo us ade ni tis, abs cess, li -
po ma, cystic hygro ma, he man gi o ma, lympho ma
and pa ro tid ne op lasms.5 Se cond branc hi al cleft
ano ma li es  are the most com mon con ge ni tal mas -
ses of the la te ral neck. Abs ces ses and nec ro tic
ade no pathy al so can be dif fi cult to dis tin gu ish
from a branc hi al cyst, par ti cu larly if it has pre vi -
o usly be en in fec ted.6 So, it may be mis di ag no sed
as in our pa ti ent. 

Ul tra so nog raphy is a very re li ab le met hod  for
the eva lu a ti on of soft tis su es mas ses of the neck. The
cystic or so lid na tu re of a le si on can be ea sily cla ri -
fi ed and the re fo re ul tra so nog raphy co uld be the
first exa mi na ti on when a branc hi al is sus pec ted.7

In or der to con firm the di ag no sis, Aga ton-Bo -
nil la and Gay-Es co da ob ta i ned CT scans in 44% and
MRI in 13% of pa ti ents.8 Ac cu ra te di ag no sis co uld
not be re ac hed with ul tra so nog raphy in our pa ti -
ent. Most in ves ti ga tors ag re e that CT and MRI are
very use ful in de mons tra ting the cystic na tu re and
the ana to mi cal ex ten si ons of branc hi al ano ma li es.1

The tre at ment of cho i ce for branc hi al cyst is
comp le te sur gi cal ex ci si on. Im pro per sur gi cal tre at-
ment will re sult in de fi ni te re cur ren ce. Comp le te
ex ci si on of branc hi al cysts af ter pre vi o us im pro per
sur gi cal pro ce du res will re sult in a high re cur ren -
ce ra te of 20%, whi le comp le te ex ci si on wit ho ut
pre vi o us sur gery will re sult in a low re cur ren ce ra -
te of 3-4%.1

Fa i lu re to di ag no se branc hi al cyst will re sult
in de lay in tre at ment. Mis di ag no sis and im pro per
ope ra ti ons can ca u se pro lon ged hos pi tal stay and
an in cre a se of comp li ca ti ons such as ner ve and ve-
no us in jury. Branc hi al cyst sho uld be re mem be red
in the dif fe ren ti al di ag no sis of any la te ral neck
swel ling, re gard less of whet her the swel ling is so -
lid or cystic, pa in ful or pa in less, es pe ci ally when it
oc curs in the first thre e de ca des of li fe.
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