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ABSTRACT:   Aim: Epidemiological and clinical analysis of lymphoid tissue neoplasms in the neck region over a 15-year period. 

  Material: There was performed retrospective analysis of 97 patients, aged 17 to 88 years, mean age of 60.3 years. The 
analysis included data from subjective study, physical examination, image and histopathological studies 

  Results: Almost all cases were lymphoid neoplasms - 95 patients (98%). B cell lymphoma was the most commonly di-
agnosed lymphoma – 74 cases (76%), followed by Hodgkin’s lymphoma- 19 cases (20%). Only two patients had T-cell 
lymphoma (2%). There was observed prevalence among women, K: M ratio for the whole group was 51: 46, while male 
predominance was reported in Hodgkin’s lymphoma patients (K: M = 7: 12). Over the 15-year period, there was an in-
crease in the number of lymphoid tumors. The most common location on the neck were lymph nodes - 71 (73.2%). Ex-
tranodal localizations (26.8%) were most often associated with salivary glands: parotid and submandibular involve-
ment and with the dominant lymphoma of the marginal zone MALT (14 cases). In 57% of patients the fine needle 
aspiration biopsy (FNAB) results were false, with positive results only in 32% of patients. 

  Conclusions: Tumors from lymphoid tissue in the neck region are most commonly B-cell lymphomas or Hodg-
kin,s lymphomas. Non-specific clinical signs and non-specific radiological images, as well as non-diagnostic results 
o FNAB, make it difficult to effectively differentiate lymphomas with cancer metastasis in neck lymph nodes. Histo-
pathology results of the excised lymph nodes remains a standard for lymphoma diagnosis.
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INTRODUCTION

The most common non-epithelial neoplasms are lymphoid 
tissue tumors. They constitute 4-5% of all cancers in Poland, 
and their prevalence is increasing worldwide by about 5% per 
year [1]. They are slightly more common among males, and 
they usually develop at the age of 60 to 70 [2]. Approximately 
4,500 new cases of lymphoma are diagnosed each year [2]. In 
the head and neck region, lymphomas constitute around 5% 
of all malignant tumors [3].

An increased risk of a lymphoma is found in patients with con-
genital or acquired immunodeficiency (after transplantation, 
receiving immunosuppressants, with congenital or acquired 
immunodeficiencies including AIDS). Other causes include: 
exposure to chemical compounds (pesticides, herbicides, ar-
omatic hydrocarbon derivatives, solvents, dust), occupational 

exposure (synthetic, chemical, wood, food industry), history 
of chemo- or radiotherapy. The pathogenic role of EBV and 
HTLV-1 viruses in development of certain type of lympho-
mas has been proven. A large group of patients with lympho-
mas present chromosomal anomalies, mainly translocations.

According to the classification by the World Health Organi-
zation (WHO), lympho- and hematoproliferative maligancies 
can be divided into two main groups: arising from myelopoie-
sis or lymphopoiesis [4].

Lymphoproliferative disorders, which usually are lymphomas 
and are located primarily in the lymph nodes, are far more 
common in the neck. In this region, extranodal manifestations 
are also found, including organs such as lower pharynx, sali-
vary glands, larynx, skin. The most common neck lymphomas 
are non-Hodgkin lymphomas from mature B cells, including:



WWW.OTOLARYNGOLOGYPL.COM2

original article

• Diffuse large B-cell lymphoma, also known as not 
otherwise specified (DLBCL) – is the most common 
type of lymphoma, constitutes 30% of all malignancies

• Folllicular lymphoma (FL)
• Nodal marginal zone B-cell lymphoma
• Mantle cell lymphoma
• Extranodal marginal zone B-cell lymphoma (MALT)
• B-cell chronic lymphocytic leukemia (CLL) / Small 

lymphocytic lymphoma.
• Extramedullary plasmocytoma

NK/T-cell lymphomas are much rarer and constitute between 
10 and 20% of all lymphomas. They are characterized by more 
aggressive growth than B-cell lymphomas and the prognosis is 
worse. They can manifest as a leukemia, nodal form or with a 
dominant extranodal location. The most common type is pe-
ripheral T-cell unspecified (PTLU) [5].

Hodgkin’s lymphoma is a separate group of disorders. It derives 
from B cells, which take a form specific for this type of lym-
phoma called Reed-Sternberg cells. It constitutes around 25% 
of all lymphomas and the cervical lymph nodes are involved 
in 60-80% of cases [6]. As one of the few, it is associated with 
a relatively high survival rate – over 80% of 10-year survival 
[1]. Two main types of Hodgkin’s lymphoma are distinguished:

1. nodular lymphocyte predominant HL (NLPHL)
2. Classic Hodgkin lymphoma:

• nodular sclerosis HL (NSHL) – the most common type, 
around 75%

• lymphocyte rich classic HL (LRCHL)
• mixed cellularity HL (MCHL)
• lymphocyte depleted HL (LDHL)

For evaluation of the disease advancement, a commonly used 
scale is the four-degree Ann Arbor scale, which includes the 
number and location of lymphatic and extra nodal involvement. 
Additionally, the classification includes general symptoms: fe-
ver, night sweats, loss of 10% body weight. Their presence is 
associated with poorer prognosis.

MATERIALS AND METHODS

A retrospective analysis was conducted of medical records of pa-
tients hospitalized at the Department of Otolaryngology, Medi-
cal University of Warsaw, between the years 2001 and 2015, who 
had a confirmed diagnosis of a lymphoproliferative malignancy in 
the neck region. Data from history taking, physical examination, 
diagnostic imaging and pathology study results were analyzed.

Over 15 years, lymphomas were the cause of lymph node swell-
ing in 97 patients (46 males and 51 females) aged 17 to 88, the 
mean age being 60.3. Table 1. Distribution of incidence over 
years are shown in  Figure 1.

RESULTS

In the samples of 97 lympho- and hematoproliferative malig-
nancies, almost all cases were lymphopoietic tumors, which 
were found in 95 cases (98%). Only two patients were diagnosed 
with acute myeloid leukemia, manifesting as a neck tumor. The 
most common lymphomas were B-cell types - 74 cases (76%), 
then Hodgkin’s lymphoma – 19 cases (20%). Only two patients 
were diagnosed with a T-cell lymphoma (2%). The mean age of 
the entire group was 60.3 years and it was similar to the mean 
age of B-cell lymphoma patients – 65 years of age. However, 
the mean age of patients with Hodgkin’s lymphoma was con-
siderably lower and was 41.3 years. Generally, lympho- and 
hematoproliferative malignanices were more prevalent among 
women, the F:M ratio being 51:46 for the entire group, while 
the mean age of females and males was similar. In the B-cell 
lymphoma patients, the incidence was similar between both 
sexes (F:M = 43:31) as well as the mean age between both sexes. 
However, the predominance of males was noted in the group 
with Hodgkin’s lymphoma (F:M = 7:12). (Table 1).

Due to an increasing incidence of lympho- and hematoprolif-
erative diseases, we managed to analyze morbidity in respec-
tive years(Figure 1).

Considering the incidence of head and neck lympho- and he-
matoproliferative diseases in respective years, it is hard to con-
clude any epidemiological trends based on our data. Howev-
er, when analyzing separately morbidity in the first half of the 
last decade (i.e. in the years 2001 to 2005) – 25 cases (26%), in 
the second half of the last decade (i.e. in the years 2011-2015) 
– 34 cases (35%) and in the first half of present decade (i.e. in 
the years 2011 to 2015) – 38 cases (39%), an increasing rate of 
incidence can be observed. (Figure 1)

Among B-cell lymphomas of the neck, various histopathological 
types were diagnosed. The most common type was diffuse large 
B-cell lymphoma - 30 cases (40%), other common types included 
follicular lymphoma, extranodal marginal zone B-cell lymphoma 
(MALT), chronic lymphocytic leukemia / small lymphocytic lym-
phoma (SLL) (Table 2). Among Hodgkin’s lymphomas, the most 
common type was nodular-sclerosis HL – 17 cases (53.8%). (Table 
3) In both cases of T-cell lymphoma, angioimmunoblastic type 
was diagnosed. In the patients with acute myeloblastic leukemia 
(AML), myelomoncytic M5 and M3 leukemia was diagnosed. 
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The period between the onset of symptoms and hospitalization 
in patients suffering from lympho- and hematoproliferative dis-
eases of the neck ranged from 0.5 to 36 months, the average be-
ing 7.5 months and it was different for various types of cancer. 
In the case of B-cell lymphomas, the period was slightly longer 
compared to the mean for the entire group (8.1 vs 7.5 months), 
however, in the case of Hodgkin’s lymphoma the period was 
shorter (6.2 vs 7.5 months). In two patients with acute leukemia 
the period between the onset of symptoms to hospitalization 
was very short and was less than a month (Table 4).

The most common location of the lympho- and hematopro-
liferative malignancies within the neck were the lymph nodes 
– 71 (73.2%). Extranodal location, 26 cases (26.8%) in total, in-
cluded: parotid glands – 10 cases, submandibular glands – 10 
cases, larynx and lower pharynx – 5 cases, and 1 case of par-
apharyngeal lymphoma (Table 5).

Lympho- and hematoproliferative malignancies caused unilater-
al lymphadenopathy in 73 cases (75.2%) – 27 on the left side, 36 
on the right side. In 24 patients (24.8%), lymph nodes were en-
larged bilaterally. Considering the classification of lymph nodes 
into six regions, region II lymph nodes were most frequently 
enlarged – 54 patients, followed by region III – 35 patients. On 
Figure 2, the nodal involvement with respect to cervical regions 
was shown for all lympho- and hematoproliferative malignan-
cies, but also separately for B-cell lymphomas and Hodgkin’s 
lymphoma. It is worth noting that for Hodgkin’s lymphoma, 
the involved lymph nodes were often found in regions II, III, IV 
and V as well. But for B-cell lymphmas the lymph nodes from 
II and III region were predominantly enlarged.

Among 26 patients with extranodal location of lympho- and he-
matoprolifertive malignancies, the most common type was extran-
odal marginal zone lymphoma (MALT) (14 cases). Diffuse large 
B-cell lymphoma (DLBCL) and nodal lymphoma were diagnosed 
in 5 and 4 patients respectively. Three patients were diagnosed 
with the following: chronic myeloid leukemia, extra medullary 
myeloma and acute lymphoblastic leukemia. (Table 6).

The chief complaint of 88 patients (91%) with lympho- and he-
matoproliferative malignancies was a neck tumor. In 77 cases 
(79%), it was the only complaint of the patient. This symptom 
was reported by all patients with a neoplasm located within 
the lymph nodes or in the parotid or submandibular gland. 
On palpation, the tumor was described in most cases as firm 
and not painful, however, mobile and immobile lesions were 
reported at the similar rate. In 12 cases, the patients reported 
other symptoms apart from the neck tumor including:

• Painful neck tumor  – 3 patients;
• Nasal obstruction – 2 patients;

• Nose bleeding – 1 patient;
• Chronic sore throat – 3 patients
• Feeling of fullness in the ear – 1 patient
• Dysphagia – 2 patients

In the case of laryngeal and hypopharyngeal location, 2 patients 
complained about shortness of breath, 1 patient reported short-
ness of breath and hoarseness, and 2 patients - only hoarseness. 
The patient with parapharyngeal lymphoma complained about 
sore throat, dysphagia and trismus. Systemic symptoms, such 
as an increased body temperature, fatigue, weight loss, night 
sweats, were reported by 9 patients (9%) (AML, plasmocyto-
ma, CLL, 2xFL, HL, 2xDLBCL). On laryngological examina-
tion, the following pathologies were found in addition to neck 
tumor found in 92 patients:

• Nasopharyngeal tumor – 3 patients,
• Asymmetry of palatine tonsils – 4 patients, 
• Protrusion of the lateral pharyngeal wall – 1 patient,
• Laryngeal and/or lower pharyngeal mass – 5 patients,
• Trismus – 1 patient.

Fig. 1.  Incidence of cervical lympho- and hematoproliferative malignancies in the 
years 2001- 2015 at the Department of Otolaryngology, Medical University of 
Warsaw.

Fig. 2.  Number of enlarged lymph nodes in respective cervical regions according 
to AJCC classification for all malignancies, B-cell lymphomas and 
Hodgkin’s lymphomas.
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tic lesion in one case, while in another we were asked to excise the 
entire mass for evaluation due to necrosis in the sampled material.

All patients underwent surgical treatment. In most cases – 60 pa-
tients (62%) – the tumor single lymph node or lymph node pack-
age was excised and sent for pathology study. Macroscopic view 
assessment mostly included fragility, fatty look and difficulties in 
preparation due to disintegration of lymph node tissue. In 6 pa-
tients (6.2%), only samples were taken due to a large size of the 
tumor. Selective lymphadenectomy was performed in 11 patients 
(11.3%). Additionally, samples were taken from the nasopharynx 
in 5 cases, tonsillectomy was performed in 7 cases, tonsillary sam-
ples were taken in 5 cases, and in 5 cases – panendoscopy was 
performed and samples were taken from the nasopharynx, pala-
tine tonsils and of the base the tongue. Radical resection of neck 
lymph nodes with panendoscopy was performed in 2 patients. 
In one case, the intraoperative pathology result of the sampled 
tumor suggested malignant lesion. For lesions located in the pa-
rotid gland, the superficial part was removed with the tumor in 9 
cases, while in one patient, total parotidectiomy was performed 
conserving the facial nerve. According to the surgery protocol, 
the decision was made after intraoperative pathology study result: 
malignant tumor, impossible to determine histological type. The 
function of the facial nerve was normal postoperatively. For tu-
mors of the submandibular gland, the whole gland was removed 
in all 10 cases. In 2 patients with laryngeal or laryngeal and hy-
popharyngeal lymphoma, tracheotomy was necessary due to 
dyspnea. In 5 patients with laryngeal and hypopharyngeal lym-

In laboratory tests, 69 patients had normal complete blood 
count results. Anomalies were found in 28 patients. In 21 cas-
es, a slightly decreased hemoglobin level and red blood cells 
count were found. Four patients presented a slightly decreased 
level of white blood cells, and two patients - low platelets. Sig-
nificantly increased level of white blood cells with abnormal 
smear was observed in patients with AML.

The history was positive for coexisting autoimmune disorders 
in 6 patients, including rheumatoid arthritis - 3 patients, type  
diabetes - 1 patient, mixed connective tissue disease - 1 patient, 
Sjögren’s syndrome - 4 patients. We managed to determine the 
chest X-ray results in 77 patients (79.4%). In 6 patients, the result 
was abnormal. In 5 cases, widened mediastinum was described 
(3xDLBCL,2xHL), and in 1 case – hilar enlargement on the side 
of the neck tumor (HL). (Figure 3a and 3b).

Based on medical records, it was established that 69 patients un-
derwent diagnostic imaging studies (performed during the hospital 
stay or a copy of a previously performed study was supplied). In 36 
cases, it was an ultrasound study, in 35 - CT scan, in 3 - MRI scan.

On ultrasound, usually the following were described: enlarged 
lymph nodes with blurred corticomedullary junctions, non-ho-
mogenous, hypoechogenic, less often with fluid spaces or increased 
vasculature on Power Doppler. Among the available ultrasound 
study results, no characteristic features suggesting lympho- and 
hematoproliferative malignancies was found. (Figure 4)

On CT scans, enlargement of lymph nodes or their congloma-
retes were described, and in some cases - solid tumors. Con-
trast enhancement was non-characteristic, both high and poor 
contrast enhancement was described.

On MRI scans, tumors were described as non-homogenous 
with intermediate intensity of T1- and T2-weighted signals 
and poor contrast enhancement. Intensity of the signal and 
contrast enhancement was similar to those described in oth-
er swollen lymph nodes.

Pathology study of tissue samples obtained by fine-needle as-
piration biopsy (FNAB) prior to surgery was performed in 28 
patients (29%). In 16 cases (57%), FNAB results was falsely neg-
ative. Lymph node aspirate smears and reactive lymphadenop-
athy were most commonly evaluated. In 9 cases (32%), FNAB 
was positivie and suspicion of lymphoma was suggested. In 3 
cases (11%), FNAB was falsely positive and Warthin’s or mixed 
tumor was diagnosed, there was also a suspicion of melanoma.

In two patients, open biopsy of the tumor was performed. sampled 
for pathology study. The histopathology result suggested neoplas-

Fig. 3.  Abnormal chest X-ray in patients with a lymphoma: 3a. Widened upper 
mediastinum on the right and unclear image of the mediastinum on the 
left at the level of the aortic arch, 3b. Nodular enlargement of the left 
pulmonary hilum.

Fig. 4. Ultrasound image of the submandibular gland with MALT lymphoma.
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phoma, the directoscopy was performed, the advancement of 
the malignancy was evaluated and samples were taken for pa-
thology study. In Table 7, types and numbers of surgeries per-
formed in patients with lympho- and hematoproliferative ma-
lignancies was summarized.

After obtaining the pathology study result, patients with lym-
pho- and hematoproliferative malignancy were referred to the 
Department of Hematology or the Oncology Institute for fur-
ther diagnosis and treatment.

DISCUSSION

In our study, the mean age of patients was 60.3, which is in ac-
cordance to the age range cited in the literature - 57.8 [7], 62.5 
[8]. However, contrary to most studies where males predominat-
ed, more women suffered from lymphomas in our study [7,8].

In our study, the period between first symptoms to hospital ad-
mission ranged between 0.5 to 36 months, the average being 7.5 
months. In the study by Górecka et al. (on 13 patients with head 
and neck lymphomas), the period ranged from 2 to 24 months [8].

Among lympho- and hematoproliferative diseases of the neck 
in our study, the nodal forms constituted 73.2% of cases while 
extranodal forms – 26.8%, which included (in order of de-
creasing occurrence): parotid glands, submandibular glands, 
larynx, hypopharynx, parapharyngeal space. Cervical nod-
al involvement is said to be 75-80% NHL [7] ad 60-80% HL 

Tab. I. Age and sex structure of patients with lympho- and hematoproliferative malignancies in general and with respect to types of neoplasm.

LYMPHO- AND 
HEMATOPROLIFERATIVE 
MALIGNANCIES - OVERALL

B-CELL LYMPHOMAS T-CELL LYMPHOMAS HODGKIN’S LYMPHOMA ACUTE LEUKEMIAS

Number of patients (%) 97
(100%)

74
(76%)

2
(2%)

19
(20%)

2
(2%)

Age (years) 17–88 20–88 51–62 17–81 70–74

Mean age 60,3 65 56,5 41,3±19,2 72

F:M 51:46 43:31 0:2 7:12 1:1

Mean age - F 63,5±18,1 67±15,5 _ 42,9±21,6 70

Mean age - M 56,8±17,4 62,7±13,1 56,5 40,3±18,6 74
± standard deviation.

Tab. II. Types of B-cell lymphomas in our study and the number of cases.

TYPE OF B-CELL LYMPHOMA NUMBER OF CASES

Diffuse large B-cell lymphoma (DLBCL) 30 (40%)

Follicular lymphoma (FL) 16 (21,6%)

Nodal marginal zone lymphoma 3 (4%)

Mantle cell lymphoma 1(1,3%)

Extranodal marginal zone lymphoma (MALT) 14 (18,9%)

Chronic lymphocytic leukemia / small lymphocytic 
lymphoma (CLL)

7 (9,4%)

Extramedullary plasmocytoma 1(1,3%)

Burkitt lymphoma 1(1,3%)

Lymphoplasmacytic lymphoma 1(1,3%)

Tab. III. Number of cases of various types of Hodgkin’s lymphoma.

TYPE OF HODGKIN’S LYMPHOMA NUMBER OF CASES

Nodular lymphocyte-predominant (NLPHL) 2 (7,7%)

Classic Hodgkin’s lymphoma 17 (84,6%)

Nodal sclerosis (NS I) 7

Nodal sclerosis (NS II) 4

Lymphocyte-rich (LR) 3

Lymphocyte-depleted (LD) 0

Mixed cellularity (MC) 3

Tab. IV. Period between the onset of symptoms and hospital admission for various types of lympho- and hematoproliferative malignancies.

ALL MALIGNANCIES B-CELL LYMPHOMAS T-CELL LYMPHOMAS HODGKIN’S LYMPHOMA ACUTE LEUKEMIA

Period between the onset of symptoms 
and hospital admission (in months) 0,5–36 1–36 12 1–24 0,5

Mean 7,5±7,3 8,1±7,7 12 6,2±6,2 0,5
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the submandibular gland – 16-20% [9,12]. Even in 10% of cas-
es, a few glands can be involved [12]. In our study, lympho-
mas occurred in both salivary glands at the same rate (10.3%).

Both in the literature [12] and our study, salivary gland lym-
phomas give tumor-related symptoms and, similar to nodal 
forms, they rarely bring pain or other characteristic symptoms.

 Janicki highlights that the blood smear in patients with lym-
phomas is non-characteristic [13].

The information regarding chronic diseases and exposure to 
certain risk factors may be helpful in initial diagnosis of lympho- 
and hemaotproliferative malignanices. In the case of Sjögren’s 
syndrome, there are reports of an increased lymphoma inci-
dence, although the etiopathogenesis of this phenomenon has 
not been explained [7,9,12]. It is said that lymphomas occur 
even in 20% of patients with such diagnosis, and the risk of de-
veloping lymphoma is 40 times greater  than in general popu-
lation [9]. Furthermore, in patients with MALT lymphoma of 

[6], while the rate of extranodal involvement rate in head and 
neck lymphomas is estimated to be 20-30% [3,7,8]. According 
to some authors, head and neck is the most common location 
of extranodal lymphoma [3].

The most common neck lympho- and hematoproliferative ma-
lignancy in both our study and the literature is non-Hodgkin 
B-cell lymphoma estimated to constitute 80% of all NHL [7-9].

In our study, B-cell lymphomas were diagnosed in 76% of all lym-
phoroliferative malignancies and in 66.7% of localized nodal in-
volvement. In both cases, the predominant type was diffuse large 
B-cell lymphoma found in 40% of both all patients with lympho- 
and hematoproliferative malignancies and those with nodal in-
volvement, which is consisted with reports by other authors [7-9].

Hodgkin’s lymphoma was the second most common lympho- 
and hematoproliferative malginancy – 20% of cases. Accord-
ing to various studies, HL constitutes 14% [10] to 25% [11] of 
all lymphomas. It is believed that only in 5% it has extranodal 
form [6]. Iyengar et al. showed that 10 out of 34 patients pre-
sented extranodal location of HL, including the thyroid gland 
and parotid gland within the neck [11].

In our study, all HL cases showed nodal involvement, and con-
stituted 28.9% of all nodal involvement. The most commonly 
described classic nodal sclerotic Hodgkin’s lymphoma was also 
predominant in our study – 53.8% cases.

Considering the location of lympho- and hematoproliferative 
malignancies, the lymph nodes were palpable on one side of 
the neck in most patients but on many levels according to the 
American Joint Committee of Cancer (AJCC) classification). 
In 24.5% of patients, the lymph nodes were swollen bilateral-
ly. For all malignancies, region II lymph nodes were enlarged 
in most (72%) cases, followed by region III (55%) and V (42%). 
B-cell lymphomas presented with adenopathy mainly of region 
II (86.7%) and III (56.7%), while Hodgkin’s lymphoma showed 
nodal involvement at a similar rate in the regions II, III, IV 
and V (58.4 – 69.2%). There are no reports in the literature 
comparing nodal involvement at different regions of the neck.

General symptoms such as increased body temperature, fa-
tigue, weight loss, sweating are present in 10% of patients with 
non-Hodgkin lymphoma [8] and 30% with Hodgkin’s lymphoma 
[6]. In the studied group of lympho- and hematoproliferative 
malignancies, 10.2% of patients reported general symptoms.

According to various authors, salivary gland lymphomas con-
stitute 2-3% of all tumors of this location [9,12]. They are most 
commonly found in the parotid gland – 75-80%, less often in 

Tab. VI.  Extranodal location of specific types of lympho- and hematoproliferative 
malignancies within the neck.

EXTRANODAL CASES OF LYMPHO- AND HEMATOPROLIFERATIVE MALIGNANCIES (N = 26)

Type of 
malignancy

Number 
of cases

Location

MALT lymphoma 14 Submandibular gland (5)  
Parotid gland (6)
larynx (2). hypopharynx (1)

DLBCL 5 Submandibular gland (1). Parotid gland 
(2).
larynx (1). Parapharyngeal space (1)

Follicular 
lymphoma

4 Parotid gland. Submandibular gland (3)

Extra medullary 
plasmocytoma

1 larynx and hypopharynx

CLL 1 Parotid gland

AML 1 Submandibular gland

Tab. V. Location of lympho- and hematoproliferative malignancies within the neck.

LOCATION NUMBER OF CASES

Cervical lymph nodes 71 (73,2%)

Larynx 3 (3,2%)

Hypopharynx 1 (1 %)

Larynx and hypopharynx 1 (1%)

Submandibular gland 10 ( 10,3%)

Parotid gland 10 (10,3%)

Parapharyngeal space 1(1%)
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Considering patients with a lympho- and hematoproliferative 
malignancy who underwent a FNB, only in 32% of cases did 
the biopsy suggested a lymphoma.

According to many authors, the diagnosis of lymphoma is still 
based pathology study of an excised lymph node [7,18].

Huang et al. in their study evaluated the efficacy of ultra-
sound-guided coarse-needle biopsy (UGCNB) in diagnosing 
lymphomas with determination of histological type to be 89.7% 
- 137 out of 154 patients [18]. According to the literature cit-
ed by the authors, the sensitivity of this methods ranged from 
76% to 100%. As the main factors decreasing the effectiveness 
of this methods, they indicated the presence of necrosis within 
the lymph node and insufficient amount of sampled material 
[18]. Slightly lower effectiveness of UGCNB (67%) in diagnos-
ing head and neck lymphomas with determination of their his-
tological type is reported by Vandervelde et al. [19].

SUMMARY

Lymphoproliferative malignancies in cervical region are usu-
ally non-Hodgkin B-cell lymphomas or Hodgkin’s lympho-
mas. Non-specific clinical symptoms and non-characteristic 
radiological image, as well as unreliable FNB results, make it 
difficult to differentiate between the disease and metastases in 
the lymph nodes. Pathology study of an excised lymph node 
remains the standard of diagnosing lymphomas.

salivary glands, autoimmune diseases are more common in-
cluding rheumatoid arthritis, systemic lupus erythematosus, 
Hashimoto’s thyroiditis [12]. Troch et al. in their analysis on 
28 patients with MALT lymphoma of the parotid gland found 
an autoimmune disease in 18 patients, including 14 cases of 
Sjögren’s syndrome, while the long history of the disease was 
reported only by 4 patients, in other patients the diagnosis was 
made based on the clinical presentation and laboratory test re-
sults [14]. In our study, lymphomas coexisting with Sjögren’s 
syndrome were present in 2 patients and 4 individuals were 
diagnosed with another autoimmune disease. In the literature, 
there have been reports of approximately 20 cases of concur-
rent salivary gland lymphoma and Warthin’s tumor [9]. Those 
included non-Hodgkin as well as Hodgkin’s lymphomas [12].

Based on the ultrasound, an abnormal nodal structure or 
non-homogenous hypoechogenic nodes were described. The 
ultrasound image of the lymph node with lymphoma involve-
ment is not pathognomonic. According to Białek et al., there are 
some characteristic features such as: hypoechogenic structure 
with unmarked hilum, with spherical shape, matted into con-
glomerates and with a quite characteristic branching of vessels 
within the node on the power Doppler examination, which all 
can raise the suspicion of a lymphoma [15]. Zajkowski describes 
an increased blood flow in both dilated hilar vessles and in the 
peripheral part of an involved lymph node as a characteristic 
feature of lymphomas; additionally, such lymph nodes also 
have a well-defined borders and an hyperechogenic capsule 
[16]. Moreover, methods implementing ultrasound contrast 
agents and elastosonography for differentiation of neoplas-
tic metastases in cervical lymph nodes is being investigated.

On a CT scan, some lympho- and hematoproliferative malig-
nancies showed strong contrast enhancement, in others it was 
poor. In the literature, lymph nodes with lymphoma involve-
ment are characterized as oval lesions with density similar to 
muscular tissue or slightly lower. In the case of HL, the tenden-
cy for more marginal enhancement was observed in contrast 
to NHL [17]. On MR, lymphomas show isodense T1-weighted 
and hyperdense T2-weighted signal compared to muscles [17].

In differential diagnosis of neck tumors, ultrasound-guided 
fine-needle biopsy (FNB) plays an important role. The sensi-
tivity of this study is different for various tumors, Most authors 
highlight its screening role to exclude malignancy.

Many controversies surround the issue of FNB in diagno-
sis of lymphomas. Authors show low sensitivity of this study 
in diagnosis of lymphomas, the need for multiple biopsies to 
make the final diagnosis, which results in delayed diagnosis 
and treatment [7].

Tab. VII.  Types of surgery performer in patients with lympho- and 
hematoproliferative malignancies.

TYPE OF SURGICAL INTERVENTION NUMBER

Resection of tumor (lymph node or conglomerate)
With nasopharyngeal sampling
With tonsillectomy
with resection of submandibular  gland and superficial part of 
parotid gland

60
4
6
1

Tumor sampling
with tonsillectomy

6
1

Selective lymphadenectomy
with panendoscopy
with nasopharyngeal and tonsilar samples
with tonsilar samples

11
5
1
4

Total resection of lymphoid tissue of the neck with 
panendoscopy

2

Resection of superficial part of parotid gland 9

Total resection of parotid gland 1

Submandibular gland resection 10

Directoscopy 5

Tracheotomy 2



WWW.OTOLARYNGOLOGYPL.COM8

original article

REFERENCES
1. Małecka E., Potemski P.: Chłoniaki nieziarnicze. W: Kordek R. (red.): Onkologia. Podręcznik dla studentów i lekarzy. Via Medica, Gdańsk 2007: 285–292.

2. Marszałek A.: Chłoniaki głowy i szyi – diagnostyka i biologia molekularna. Obecny stan wiedzy. Postępy w chirurgii głowy i szyi. 2006; 2: 83–98.

3. Etemad-Moghadam S., Tirgary F., Keshavarz S., Alaeddini M.: Head and neck nonHodgkin’s lymphoma: a 20-year demographic study of 381 cases. Int. J. Oral Ma-
xillofac. Surg. 2010; 39: 869–872.

4. Jędrzejczak W.W.: Omówienie klasyfikacji WHO nowotworów układów krwiotwórczego i limfoidalnego. W: Krzakowski M. (red.): Zalecenia postępowania diagno-
styczno-terapeutycznego w nowotworach złośliwych. PUO, Warszawa 2009: 502–505.

5. Warzocha K., Kalinka-Warzocha E.: Chłoniaki z dojrzałych komórek T i NK. W: Krzakowski M. (red.): Zalecenia postępowania diagnostyczno-terapeutycznego 
w nowotworach złośliwych. PUO, Warszawa 2009: 598–607.

6. Meder J.: Chłoniak ziarniczy. W: Krzakowski M. (red.): Zalecenia postępowania diagnostyczno-terapeutycznego w nowotworach złośliwych. PUO, Warszawa 2009: 
608–620. 

7. Markowski J., Kajor M., Gierek T., Witkowska M., Kulesa Ł. i wsp.: Analiza histokliniczna pierwotnie pozawęzłowych nieziarniczych chłoniaków złośliwych regionu 
głowy i szyi. Otolaryngol Pol. 2004; 58 (3): 429–435.

8. Górecka-Tuteja A., Grabowska B., Fałek A., Zduńczyk P.: Chłoniaki złośliwe jako problem diagnostyczny w otolaryngologii. Otolaryngol Pol. 2004; 58 (2): 327–330.

9. Vega F., Lin P., Medeiros L.J.: Extranodal lymphomas of head and neck. Ann. Diagn. Pathol. 2005; 9: 340–350.

10. Mawardi H., Cutler C., Treiser N.: Medical management: Non–Hodgkin lymphoma. Oral Surg. Oral Med. Oral Pathol. Oral Radiol. Endod. 2009; 107: 19–33.

11. Iyengar P., Mazloom A., Shihadeh F., Berjawi G., Dabaja B.: Hodgkin lymphoma involving extranodal and nodal head and nech sites. Cancer. 2010; 15: 3825–3829.

12. Chan A.C.L., Chan J.K.C., Abbondanzo S.L.: Salivary glands. Haematolymphoid tumours. In: Barnes L., Eveson J.W., Sidransky D.: WHO Classification of Tumors. 
Pathology and Genetics. Head and Neck Tumours. Lyon, France, IARC; 2005: 277–280. 

13. Janicki K.: Nowotworowe rozrosty układu limfatycznego. W: Janicki K.: Hematologia. PZWL, Warszawa 2001: 319–333.

14. Troch M., Formanek M., Streubel B., Müllauer L., Chott A., Raderer M.: Clinicopathological aspects of mucosa-associated lymphoid tissue (MALT) lymphoma of 
parotid gland: a retrospective single-center analysis of 28 cases. Head Neck. 2010 Aug. 24, Epub in: Wiley Online Library. DOI: 10.1002/hed.21533.

15. Białek E., Jakubowski W.: Węzły chłonne szyi. W: Ultrasonograficzna diagnostyka tarczycy, przytarczyc i węzłów chłonnych szyi. Praktyczna ultrasonografia, Za-
mość 2004: 54–60.

16. Zajkowski P.: Inne guzy szyi o charakterystycznym obrazie w badaniu USG. W: Zajkowski P.: Zastosowanie ultrasonografii w laryngologii. Wydawnictwo Medycz-
ne MAKmed, Gdańsk 2002: 112–130.

17. Wiggins R.H.: Chłoniak węzłów chłonnych. W: Harnsberger (red.). 100 rozpoznań. Głowa i szyja. Medipage, Warszawa 2007: 202–204.

18. Huang P.C., Liu C.Y., Chuang W.Y., Shih L.Y., Wan Y.L.: Ultrasound-guided core needle biopsy of cervical lymphadenopathy in patients with lymphoma: the clinical 
efficacy and factors associated with unsuccessful diagnosis. Ultrasound in Med and Biology. 2010; 36 (9): 1431–1436.

19. Vandervelde C., Kamani T., Varghese A., Ramesar K., Grace R., Howlett D.C.: A study to evaluate the efficacy of image-guided core biopsy in the diagnosis and ma-
nagement of lymphoma – results in 103 biopsies. Eur. J. Radiol. 2008; 66: 107–111.

Word count: 4000 Tables: 7 Figures: 4 References: 19

Access the article online: DOI: 10.5604/01.3001.0010.0127 Table of content: http://otolaryngologypl.com/resources/html/articlesList?issueId=9994

Corresponding author: Anna Rzepakowska, Klinika Otolaryngologii WUM; ul. Banacha 1a, 02-097 Warszawa; tel. +4822 599 27 16;  
e-mail: arzepakowska@wum.edu.pl

Copyright © 2017 Polish Society of Otorhinolaryngologists  Head and Neck Surgeons. Published by Index Copernicus Sp. z o.o. All rights reserved. 

Competing interests: The authors declare that they have no competing interests.

Cite this article as: Rzepakowska A., Zwierzyńska K., Osuch-Wójcikiewicz E., Niemczyk K.: Nowotwory z tkanki limfoidalnej i krwiotwórczej w regionie szyi – analiza 
epidemiologiczno-kliniczna na przestrzeni 15 lat; Otolaryngol Pol 2017; 71 (3): 1-9



9OTOLARYNGOL POL 2017; 71 (3): 1-9

original article


