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Abstract

Background. Management of lateral cystic neck masses with no apparent upper aerodigestive
tract primary tumour in adults is controversial. Imaging modalities and fine needle aspiration
cytology often struggle to distinguish the presence of malignancy.
Method. This study entailed a multicentre retrospective review of all patients with isolated
lateral cystic neck masses from 2012 to 2018 in three Welsh health boards, utilising demo-
graphic data and first-line investigations (ultrasound scanning and fine needle aspiration
cytology) to develop an evidence-based predictive tool for risk of malignancy.
Results. It was found that 29.1 per cent of cystic lesions were malignant on final histology.
Age, male gender, non-benign ultrasound scan findings and fine needle aspiration cytology
were significant risk factors on univariate analysis. The final multivariate analysis predicted
a risk of malignancy ranging from 2.1 to 65.0 per cent depending on the covariate pattern.
Smoking status was non-significant.
Conclusion. A rigorous, risk-stratified approach to the management of these patients should
aid the clinician in minimising morbidity and optimising resources.

Introduction

The investigation and subsequent management of lateral, non-thyroid, non-salivary, cystic
neck masses is controversial and a source of contention for head and neck surgeons.
Patients presenting with such a neck mass and no overt upper aerodigestive tract malig-
nancy are most likely to have either a branchial cleft cyst anomaly or a necrotic squamous
cell carcinoma (SCC) metastasis within a cervical lymph node.

The pathogenesis of branchial cleft cysts remains unproven. Several theories have been
proposed and the most commonly accepted is that these are congenital anomalies origin-
ating from a failure of involution of one of the first four pharyngeal clefts (most com-
monly the second cleft). The majority of these benign lesions present in childhood,
although a significant number may not be apparent until adulthood is reached. Clinical
presentation is in the form of a cystic neck mass, typically felt at the anterior border of
the sternocleidomastoid muscle and usually found in level II, in close proximity to the
carotid sheath and the spinal accessory nerve.1

Squamous cell carcinomas represent the majority of head and neck cancers, developing
from the mucosal epithelium lining the oral and nasal cavities, the pharynx and the lar-
ynx.2 They are associated with a diverse range of risk factors, as defined by the
International Agency for Research on Cancer (part of the World Health
Organization).3 These include tobacco and alcohol consumption, environmental pollu-
tion and infection with viruses, specifically human papillomavirus (HPV) and Epstein–
Barr virus. Head and neck SCC has a predilection for regional metastasis to the cervical
lymph nodes, which may be cystic or non-cystic, according to the lymphatic drainage
pathways of the involved mucosal area, most commonly affecting levels II–III.4 A subset
of head and neck SCC presents in the first instance with a regional metastatic lymph node,
with no primary index mucosal site. These subclinical primaries are often later found to
originate from the oropharynx; indeed, the presence of cystic malignant metastases in
level II is often considered to be the hallmark of HPV-related oropharyngeal SCC.5

Both ultrasound scanning and cross-sectional imaging such as computed tomography
(CT) and magnetic resonance imaging (MRI) struggle to differentiate between these two
very different diagnoses.6,7 Additionally, fine needle aspiration cytology (FNAC) and core
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biopsy often prove inadequate given the difficulty in obtaining
a representative sample of the thin epithelial cyst wall, with a
high likelihood of acellular or minimally cellular aspirate. If
a representative sample is obtained, there can still be signifi-
cant diagnostic challenges, as squamous cells in an inflamed
branchial cleft cyst may show significant cytological atypia
and nuclear hyperchromatism compatible with metastatic
SCC, whilst well-differentiated metastatic SCC may be cyto-
logically bland, suggestive of a branchial cleft cyst. As a result,
the false-negative rate of FNAC in cystic neck lesions can be as
high as 67 per cent.8 Mass excision allows for definitive hist-
ology, but at the expense of tissue disruption and the potential
seeding of malignant cells, especially if performed as a non-
oncological resection.9

Investigation and management of these patients can vary
greatly, even, in the authors’ experience, within the same multi-
disciplinary team (MDT). In 2017, a clinical practice guideline
was published for the ‘evaluation of the neck mass in adults’,
but there is no clear guidance specifically for cystic masses,
only that ‘clinicians should continue evaluation of patients…
until a diagnosis is obtained and should not assume that the
mass is benign’.10 Some surgeons would advocate a pre-
operative positron emission tomography (PET)-CT, or a com-
bination of panendoscopy, blind biopsies, tonsillectomy or
mucosectomy either prior to or as part of a combined operation
with excision. This may also be via a variety of approaches: as a
simple excision (with or without a ‘defensive incision’), with
intra-operative frozen section, with the patient prepared to pro-
ceed to neck dissection, or as an oncological dissection to
remove the cyst and clear associated lymph node levels.11–13

Inevitably, there is a risk that patients with true branchial
cysts are over-investigated or undergo unnecessary diagnostic
procedures; conversely, patients with metastatic SCC may
have their pathway prolonged, or require additional treatment
such as completion neck dissection or adjuvant non-surgical
treatment. This may also lead to a subset of patients who
receive triple modality treatment (surgery, chemotherapy and
radiotherapy), which may have been avoided if a cancer diag-
nosis was made prior to cyst excision.

This diagnostic conundrum is becoming ever more pertin-
ent with the increasing prevalence of patients presenting with
cystic neck metastases secondary to HPV-related carcinoma of
the oropharynx. There is a growing body of evidence to sug-
gest that these patients may represent a different demographic
subset compared with traditional head and neck malignancies;
they are often younger, with a reduced or absent smoking and
alcohol history.14 The old adage that a young patient is more
likely to have a benign cyst may be becoming increasingly
false, but the evidence here is sparse, and age is still given
much credence by some as a gauge of risk of malignancy.

This study therefore aimed to develop an evidence-based
predictive tool for risk of malignancy in patients presenting
with an isolated lateral cystic neck lump, following ultrasound
scanning and FNAC, according to readily available patient
demographics. Such a tool could be used to assist clinicians
in the next diagnostic and therapeutic steps for these patients,
including choice of imaging and surgery.

Materials and methods

Study design and setting

This was a multicentre retrospective review of all patients pre-
senting with isolated lateral cystic neck masses, from 2012 to

2018 inclusive, in Wales. The centres involved were the
Aneurin Bevan University Health Board (based at the Royal
Gwent Hospital, Newport), Cardiff and Vale University
Health Board (based at the University Hospital of Wales,
Cardiff) and Betsi Cadwaladr University Health Board
(based at Glan Clwyd Hospital, Rhyl). All centres routinely
undertake head and neck surgical oncology.

Radiology databases were searched for ultrasound scan
neck reports containing ‘cyst, cystic, necrotic or branchial’,
and pathology databases were searched for reports containing
‘neck + cyst, cystic, necrotic or branchial’.

Data collected

Primary data were collected on patients’ age, gender, smoking
status, ultrasound scan report, FNAC outcome and final histo-
logical results or site-specific carcinoma-free follow up if the
patient was managed conservatively.

Unlike in thyroid disease, no ultrasound scan staging sys-
tem exists to differentiate between benign and malignant lat-
eral neck lumps. Therefore, for the purpose of this paper, in
order to allow statistical analysis, written ultrasound scan
reports were categorised into ‘strongly suggestive of benign’,
‘indeterminate’ (unclear if benign or malignant) and ‘strongly
suggestive of malignancy’. All ultrasound scan reports were
blinded and three otolaryngology surgeons were independ-
ently asked to categorise as above. Any discrepancies were
then discussed and resolved. In order to validate this classifi-
cation, an alpha Cronbach was applied (>0.75 was considered
acceptable), with an alpha score of 0.91 generated.

The FNAC was scored as non-diagnostic (cytological grade
C1), benign or most likely benign (C2 and C3), suspicious
(C4), or malignant (C5). Malignant FNAC (cytological grade
C5) was excluded from the study before full data collection
in two out of the three centres, and after collection in one
centre.

Inclusion and exclusion criteria

Patients were required to be aged 18 years or older at the time
of initial ultrasound scanning, and presenting with an isolated
or dominant cystic or necrotic neck mass deep to platysma, in
levels Ib, II or III, as these are the most common presenting
sites for both branchial cleft cyst and metastatic upper aerodi-
gestive tract SCC.15,16 If more than one enlarged node was pre-
sent, there had to be a clearly dominant necrotic or cystic
mass, with other nodes at worst only borderline atypical and
only mildly enlarged.

Cases were excluded if the mass was felt to arise from the
thyroid or salivary glands, or was suggestive of a thyroglossal
duct cyst. Cases were also excluded if there was an overt
upper aerodigestive tract primary tumour on initial clinical
examination, or a previous history of head and neck cancer
or irradiation. Finally, patients were excluded if they had initial
FNAC or core biopsy diagnostic of malignancy.

Statistical analyses

Demographic data were described as means with 95 per cent
confidence interval (CI) or proportions with 95 per cent CI.
A double approach was performed to select the variable intro-
duced into the logistic regressions: an initial researcher-guided
parsimonious approach, followed by a subsequent selection of
the best model from all possible equations using the lowest
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Akaike information criterion and Bayesian information criter-
ion scoring from Stata® statistical software version 15.0.

Interaction was checked using a chunk test, with p > 0.05
considered non-significant. Outliers and collinearity were
also assessed for the selected models. The Hosmer–
Lemeshow test ( p < 0.05) was then applied.

Ethical approval

Ethical approval was not required for this project as it was
retrospective. All data were collected by clinicians involved
in caring for these patients and were anonymised before trans-
fer to a central point (the lead author and statistician). This is
in line with the National Health Service Health Research
Authority guidance.17

Results and analysis

The initial search parameters yielded 194 suitable patients
once the initial inclusion criteria were applied. Fifteen patients
were subsequently excluded from all analyses: seven patients
were less than 18 years of age at time of initial ultrasound
scanning and eight patients demonstrated malignant cells on
their initial FNAC. A further 25 patients were then excluded
from logistic regressions, as 17 of these patients had only ultra-
sound scanning without FNAC results, and 8 of them had
FNAC but not ultrasound scanning results (Figure 1).

Patient data were recorded with the following variables: age,
gender, smoking status, ultrasound scan report, FNAC out-
come and final histological result or site-specific carcinoma-
free follow up if the patient was managed conservatively.

There were 97 males (54.2 per cent) and 82 females (45.8 per
cent). The age ranged from 18 to 88 years, with a mean age for
all patients of 49.0 years (95 per cent CI = 46.4–51.7). The mean
age for males was 52.0 years and for females was 45.5 years.
Sixty-three patients (35.2 per cent) were current smokers, 26
patients (14.5 per cent) were ex-smokers (with variable pack-
year histories) and 88 patients (49.2 per cent) were never-
smokers. Smoking status was unavailable for two patients.

Outcomes of ultrasound scan reports and FNAC are
detailed in Table 1.

Of the 179 patients included, 52 had malignancy according
to their final histology results (29.1 per cent). For the purpose
of statistical analyses, conservatively managed patients with
site-specific carcinoma-free follow up were included in the
benign outcome group. Of these 38 patients, 17 had less
than two years’ follow up, whilst 21 had more than two
years follow up. Final outcomes are detailed in Table 2.

Additionally, expression of p16INK4A (p16 positivity),
which is highly correlated with HPV-associated oropharyngeal
SCC, was tested for in 43 of the 45 proven SCCs on final exci-
sional histology. The results were positive for 34 patients and
negative for 9 patients.

Odds ratio

Independent variables for the 154 patients with complete data
were assessed to consider the odds ratios for malignancy
according to their presence. Age was categorically assessed
by decade, with a cut-off point of 50 years utilised for signifi-
cance. Gender, ultrasound scan report and FNAC outcome
were assessed in a binary fashion. Odds ratios are detailed in
Table 3. Smoking status was found to have a non-significant
impact on risk of malignancy.

Table 1. Outcomes of initial USS and FNAC for lateral cervical cystic neck mass
patients*

Parameter Cases (n (%))

USS report outcome†

– Likely benign 66 (38.6)

– Indeterminate 77 (45.0)

– Likely malignant 28 (16.4)

FNAC outcome‡

– Benign or likely benign 74 (45.7)

– Non-diagnostic 56 (34.6)

– Suspicious for malignancy 32 (19.8)

*According to independent clinician-verified and validated scoring systems. †Total n = 171;
‡total n = 162. USS = ultrasound scan; FNAC = fine needle aspiration cytology

Table 2. Final histology outcomes after lateral cervical cystic mass excision

Final histology Cases (n)

Squamous cell carcinoma 45

Branchial cleft cyst 82

Conservative management* 38

Other benign disease 7

– Non-specific cyst 3

– Warthin tumour 2

– Dermoid cyst 1

– Neurofibroma 1

Other malignant disease 7

– Lymphoma 2

– Angiosarcoma 1

– Papillary carcinoma 1

– Melanoma 1

– Adenocarcinoma 1

– Non-small cell lung carcinoma 1

*Conservative management refers to those patients who did not undergo diagnostic open
biopsy and were instead observed for a time period prior to discharge.

Figure 1. Patient selection for logistic regression accord-
ing to inclusion and exclusion criteria. FNAC = fine nee-
dle aspiration cytology; USS = ultrasound scan
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The adjusted prediction of risk of malignancy according to
age and delineated via gender was also plotted as a linear
graph, categorised by decade (Figure 2).

Logistic regressions

Multiple logistic regressions were developed to predict the
probability of a binary outcome, benign versus malignant,
using a combination of all the different statistically significant
variables, with 16 possible covariate patterns. Interactions
between variables for these models were non-significant
( p > 0.05). Akaike information criterion and Bayesian infor-
mation criterion were used to determine which regression
had the best fit for the data, and therefore would most
accurately model the risk of malignancy. The selected model
had Akaike information criterion of 148.9, Bayesian infor-
mation criterion of 164.0, pseudo-R2 of 0.2267 and an area
under the curve of 0.81 (95 per cent CI = 0.74–0.88).

Sensitivity and specificity for this model were calculated at
45.45 per cent and 90.00 per cent, respectively. The calculated
overall significance was p < 0.0001, whilst the goodness-of-fit
Hosmer–Lemeshow test was not significant ( p = 0.16).

The outcomes of the selected logistic model for malignancy
allow prediction of risk of malignancy for patients with the 16
possible different patterns of variables. The predicted risk of
malignancy ranged from 2.1 to 65.0 per cent, as detailed in
Table 4.

Discussion

Diagnostic uncertainty in adult patients presenting to the ENT
out-patient clinic with an isolated cystic neck lump and no
clinically obvious primary tumour remains a challenge. This
seven-year multicentre retrospective analysis demonstrated

the risk of malignancy in a large group of patients at their
first follow-up appointment when a diagnosis of a lateral cystic
neck mass has been made, but clinical examination and FNAC
or core biopsy has failed to demonstrate a cancer. This study
used sophisticated statistical analysis to provide a risk matrix
to assist clinicians with a risk assessment tailored to each
patient. It is hoped this tool will: aid decision-making with
regard to the choice of investigation and surgical management,
help to guide the urgency and therefore timing of those inter-
ventions, and be useful in justifying the plan to patients and in
enabling a robust consenting process.

Previous studies have demonstrated an elevated risk of
malignancy in patients of male gender and advancing
age.8,18–25 Until now, however, to the authors’ knowledge,
there has not been a multivariate tool to calculate a tailored
risk for an individual patient presenting to a clinician using
only their demographic data, as well as their initial ultrasound
scan and FNAC results.

Odds ratios for malignancy for independent variables mir-
ror those of previous studies, with regard to smoking status
(found to be non-significant), gender (with female sex being
protective, odds ratio = 0.43, 95 per cent CI = 0.19–0.99) and
advancing age (with risk increasing with each decade).
Unlike previous studies, however, the most significant increase
in risk of malignancy was found to occur in those aged over 50
years (odds ratio = 3.25, 95 per cent CI = 1.32–7.99), rather
than the previously defined cut-off of 40 years, although risk
did increase in a fairly linear fashion until the age of 50
years and thereafter remained consistently high.

It is noteworthy that logistic regression modelling restricted
to age and gender was significantly less accurate than when the
results of ultrasound scan and FNAC were also utilised. A
non-benign (i.e. indeterminate/inconclusive or suspicious for
malignancy) ultrasound scan or FNAC was associated with
independent odds ratios for malignancy of 3.60 (95 per cent
CI = 1.22–10.66) and 3.10 (95 per cent CI = 1.21–7.96),
respectively.

It is the specific combination of these independent variables
to model predicted risk that greatly increases their accuracy,
ranging from a risk of malignancy of 2.1 per cent in a female

Figure 2. Adjusted prediction of risk of malignancy according to age category (n =
179).

Table 3. Final odds ratios for independent variables that significantly impacted
the malignancy risk for lateral cystic neck masses

Variable
Odds ratio (95% CI)
for malignancy

Age >50 years 3.25 (1.32–7.99)

Female 0.43 (0.19–0.99)

USS report indeterminate or malignant (vs benign) 3.60 (1.22–10.66)

FNAC suspicious or inconclusive (vs benign) 3.10 (1.21–7.96)

CI = confidence interval; USS = ultrasound scan; FNAC = fine needle aspiration cytology

Table 4. Predicted malignancy risk according to logistic regression, utilising
FNAC and USS outcomes

Age
group Gender FNAC result

Predicted risk of malignancy (%)

USS
benign
finding

USS indeterminate
or malignant
finding

18–
49.9
years

Female Benign 2.1 7.3

Inconclusive or
suspicious

6.4 19.7

Male Benign 4.9 15.6

Inconclusive or
suspicious

13.7 36.4

>50
years

Female Benign 6.7 20.4

Inconclusive or
suspicious

18.1 44.3

Male Benign 14.3 37.5

Inconclusive or
suspicious

34.0 65.0

FNAC = fine needle aspiration cytology; USS = ultrasound scan
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aged less than 50 years with entirely benign ultrasound scan
and FNAC reports, to a risk of malignancy of 65.0 per cent
in a male aged over 50 years with indeterminate or malignant
ultrasound scan findings and inconclusive or suspicious
FNAC. The value of this predictive model is demonstrated
by its ability to predict an increased risk even in outliers. In
this case series, the two youngest patients presenting with a lat-
eral cystic neck mass that was subsequently histologically pro-
ven to be SCC were both female, aged 25 and 26 years, with
final diagnoses of p16 positive ipsilateral tongue base and ton-
sillar SCC, respectively. Their ages are significantly lower than
those of other case series published in the literature. Because of
their young age and female gender, these patients could trad-
itionally be categorised as low risk, but, in our predictive
model, their ultrasound scan and FNAC results increase the
risk of malignancy to 19.7 per cent for both.

Development of risk-stratified treatment pathways

With an evidence-based risk prediction tool for these patients,
it should be possible to produce a protocol with different path-
ways based on risk stratification. It is not the aim of this paper
to propose such a protocol; it is for individual MDTs and the
wider head and neck community to consider what level of risk
warrants more invasive investigation. However, it is possible to
discuss how such a protocol might be developed.

Current recommendations for the management of head and
neck SCC utilise a cut-off of 15–20 per cent risk of occult nodal
metastases to explore the clinical node-negative N0 neck as per
tumour–node–metastasis staging.26 The authors do not pro-
pose the use of absolute percentage risk to determine investiga-
tion and treatment, but instead propose that certain thresholds
of risk may trigger the consideration of more invasive investi-
gation. Certainly, these data are useful to support patients’
understanding of the next steps of their management pathway.

Whilst there is no consensus on the optimal steps with
regard to imaging patients with lateral cervical cystic masses
and an indolent primary site, a recent study by Jones et al.
found that the addition of cross-sectional imaging via craniofa-
cial MRI increased sensitivity from 25.00 per cent (ultrasound
scanning and FNAC alone) to 40.75 per cent, increased the
positive likelihood ratio from 3.22 to 3.49, reduced the negative
likelihood ratio from 0.81 to 0.67 and did not significantly affect
the accuracy (80.49 per cent, 95 per cent CI = 73.59–86.25).24

With its growing availability, MRI use in the diagnostic pathway
for SCC with an unknown primary tumour has significantly
increased over time,27 and indeed has recently been demon-
strated to be of particular use in the detection of small oropha-
ryngeal tumours with p16 positive nodal disease,28 which
represent a large proportion of this cohort. This, coupled with
the lack of exposure to ionising radiation, makes craniofacial
MRI a pertinent choice of next investigation in low-risk patients
(5–15 per cent) before proceeding to cyst excision (with or with-
out rigid endoscopic assessment of the upper aerodigestive
tract). In those patients considered to be at very low risk of
malignancy (<5 per cent), simple cyst excision alone may be
appropriate.

In patients with a higher risk of malignancy, it may be pru-
dent to follow the pathway for head and neck SCC with an
unknown primary tumour, which may involve multimodal
imaging including neck CT, craniofacial MRI and PET-CT,
as well as panendoscopy with or without tonsillectomy and/
or mucosectomy, and MDT discussion prior to excision of
the mass as an oncological procedure.

It is essential to note that the recommendations based on
the risk of malignancy in these patients are for guidance
only, and should assist, rather than dictate, the clinician–
patient partnership in deciding the next steps of management.

Limitations

There are several limitations to the scope of this paper. Data
were collected retrospectively, leading to inherent bias.
Whilst we used broad search parameters for both radiology
and pathology databases, there is a risk that some potential
patients were missed from the study. This will not, however,
have reduced the validity of the data collected. Patients were
not excluded from the study if their final histology was dif-
ferent from SCC or branchial cleft cyst; they were instead
separated into benign and malignant groups, and their data
combined with branchial cleft cyst if benign and SCC if
malignant (note that the risk prediction tool is not specific
for branchial cleft cyst vs SCC, rather benign vs malignant).
The numbers of non-branchial cleft cyst benign patients
and non-SCC malignant patients with final histology were
relatively low and reflect the range of potential pathologies
that may be found in cystic neck lumps. We attempted to
reduce these numbers with strict exclusion criteria, including
any midline structures or any indication that cysts might be
felt to arise from salivary or thyroid structures. Perhaps more
significant is the inclusion of patients who were conserva-
tively managed into the benign group. As these data were
retrospectively collected, no specific follow-up criteria were
utilised, leading to variabilities in the length of time for
which patients were monitored and the method of monitor-
ing (clinical vs imaging). Several patients were followed up
for less than two years, whereas standard clinical follow up
for patients with proven head and neck cancer is typically
standardised at five years. It is therefore possible that some
of these patients may have been harbouring a slow-growing
malignancy, although it would be unusual for cystic meta-
static SCC to remain clinically stable for any significant
period.

Another inherent limitation to this paper is the use of path-
ology and radiology reports to generate predictions of risk of
malignancy, as both are subjective analyses. As data were col-
lected retrospectively, pathologists were not given a specific set
of guidelines as to how to word their reports; instead, they
were grouped into ‘benign or likely benign’, ‘non-diagnostic’,
‘suspicious for malignancy’ and ‘malignant’ (with malignant
reports excluded). Reports were generated by a range of indi-
vidual pathologists, from all three health boards, and not
cross-examined. This degree of subjectivity in reporting mir-
rors real-world events, and we attempted to mitigate for it
by using broad categories for analysis.

Similarly, there are inherent biases in radiology outcomes
(which again are present in real-world reporting), as these
are intrinsically subjective. In order to categorise radiology
reports (and attempt to mitigate bias), we asked three inde-
pendent ENT surgeons to assess each report, blinded for
both the report request and the final patient outcome (benign
vs malignant). Where more than two otolaryngologists dis-
agreed with the outcome, the report was discussed and the
outcome resolved. Alpha Cronbach was applied (>0.75 consid-
ered acceptable), with an alpha score of 0.91 generated, show-
ing a high degree of inter-assessor accordance. This approach
is very similar to that utilised in the MDT, where any patients
with obviously benign or malignant radiology findings seen in
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clinic typically have the next stages of investigation initiated by
an independent clinician prior to MDT discussion with all
information. Patients with uncertainty as to the significance
of imaging results typically have these findings discussed at
the MDT meeting to determine the next phase of investigation
or management. Our approach therefore again mirrors real-
world events.

Another limitation of this study is the requirement of age
categorisation to generate statistical analyses. This means, for
example, that a 49-year-old will be assigned to a different
risk category than a 50-year-old, despite the fact that they
may only be 1 day apart in age. We did not have a large
enough dataset to subcategorise age into smaller groups for
risk assessment, although it was clear that risk of malignancy
did increase relatively linearly with increasing age. This is one
of the reasons why the risk assessment tool and odds ratio gen-
erated must be interpreted as intended, for guidance only,
rather than replacing overall clinical judgement.

• Investigation and management of cystic lateral cervical masses with no
overt upper aerodigestive tract primary tumour is controversial, with no
accepted clear guidelines

• Conventional imaging modalities and fine needle aspiration cytology
(FNAC) can struggle to differentiate metastatic squamous cell carcinoma
from benign branchial cleft cysts

• The literature describes a significantly increased malignancy risk in
patients aged over 40 years, particularly in males

• Our seven-year retrospective analysis concurs with increased risk with
advancing age and male gender

• The analysis also provides a risk matrix for each patient with a cystic
lateral neck mass without proven malignancy following clinical
examination, ultrasound scanning and FNAC

• The findings can assist clinicians in decision-making with regard to
investigation and management, and in explanation of these to patients

Going forwards, we propose the validation of this risk
assessment tool by the prospective collection of data across
all Welsh health boards, via the Welsh ENT Research
Collaborative, for all patients presenting to ENT out-patient
clinics with a lateral cystic neck lump and no clinically appar-
ent primary tumour.

Conclusion

The most common cause of a lateral cervical cystic mass in
adults remains a branchial cleft cyst. However, a significant
proportion of these cases may be malignant (29.1 per cent
in our total cohort). The likelihood of malignancy is statistic-
ally significantly greater in patients of increasing age, who are
male and who have non-benign ultrasound scan or FNAC
reports, and is unchanged by smoking status. A rigorous, risk-
stratified approach to the investigation and management of
these patients should aid the clinician in minimising morbidity
and optimising resources, whilst also assisting in the explan-
ation and discussion of the risks and benefits of management
with the patient. A prospective study validating the use of this
risk assessment tool would be a worthwhile avenue for further
research.
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