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Introduction
Neck swelling is quite frequent seen in various medical disciplines such as oncology, pathology, 

ear-nose-throat, general surgery, internal medicine, pediatrics, thoracic surgery, radiotherapy and 
creates a common interest. The neck is the busiest parts of the body's lymphatic network and very 
different and a lot of neoplasm can be seen in the neck. For this reason, the differential diagnosis 
is important in neck masses. In differential diagnosis; history, ultrasonography (USG), computed 
tomography (CT), magnetic resonance (MR), fine needle aspiration (FNA) is utilized. FNA has 
become the standard in the diagnosis and treatment of neck masses. Different opinions regarding 
the success of FNA in the diagnosis has been reported in the literature [1,2]. The experience is 
important for receipt, preparation and evaluation of aspiration. The most important reason for 
misdiagnosis was shown as aspiration from inappropriate places and improper preparation [1,2]. 
FNA is a good method in the diagnosis of head and neck malignancies, especially a highly sensitive 
method for the detection of metastatic carcinoma of the lymph nodes [3]. The carotid body tumors 
are rare tumors developing from paraganglionic cells of the carotid body and they are often found in 
common carotid artery bifurcation. The carotid body tumors are rare, asymptomatic, slow-growing 
and usually benign tumors. Malignant transformation of tumor is between 3-10 % and metastasis 
has been published as 2% [4,5]. Metastatic spread often happens to regional lymph nodes. 

In this article, we present a patient with carotid body tumor misdiagnosed as adenocarcinoma 
metastases in the light of the literature. 

Case Presentation
Forty-three-year-old female patient with a mass in the neck was forwarded to us by oncologist 

with the diagnosis of metastatic adenocarcinoma of unknown. In history, he said growing left neck 
mass in 5 months. Neck ultrasound (USG), neck CT and chest CT were done before coming to 
our clinics. In the neck CT, there was a ovoid, smooth contours of approximately 30x20x45 mm 
in size and isodense mass pushing the left internal carotid artery (ICA) posteriorly, and locating in 
the posterior of the sternocleidomastoid (SCM) muscle (Figure 1). Fine needle aspiration (FNA) 
results from mass were reported as metastatic adenocarcinoma. Patients PET was performed and 
hypermetabolic areas were found in the left cervical region and rectum. Two tumor biopsies were 
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Abstract
Forty three year old female patient was forwarded to us with the diagnosis of metastatic 
adenocarcinoma of unknown by the oncologist with a mass in the neck. In history, he said 
growing left neck mass in 5 months. Neck ultrasound (USG), neck CT and chest CT were done 
before coming to our clinics. Fine needle aspiration (FNA) results from mass were reported as 
metastatic adenocarcinoma. Patients PET was performed and hypermetabolic areas were found in 
the left cervical region and rectum. Two tumor biopsies were taken from rectum at different times 
for diagnostic and therapeutic purposes and reported as negative, therefore, neck dissection was 
planned. Round encapsulated mass with 3x2. 7x2. 5 cm was detected in left carotid bifurcation, 
intraoperatively. The mass was excised by working in subadventisyel. As pathology results, the 
mass was reported as paraganglioma, on the other hand, the neck dissection material was reported 
as reactive hyperplasia. Preoperative fine needle aspiration biopsy results can lead to incorrect 
diagnoses. The carotid body tumors can be misdiagnosed as malignancies in histopathological 
evaluation. We believe that the preoperative evaluation of the patient by a multidisciplinary team 
composed of oncologist, otolaryngologist, pathologist and radiologist will reduce this possibility. 
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taken from rectum at different times for diagnostic and therapeutic 
purposes and reported as negative, therefore, neck dissection was 
planned. Round encapsulated mass with 3x2. 7x2. 5 cm was detected 
in left carotid bifurcation, intraoperatively. The mass was excised by 
working in subadventisyel (Figure 2 and 3). As pathology results, the 
mass was reported as paraganglioma, on the other hand, the neck 
dissection material was reported as reactive hyperplasia. 

Postoperative complications were not observed in the patient. 
Although flushing episodes were observed in the patient's in first 
postoperative days, these complaints were disappeared in follow-up. 

Discussion
Neck mass is a common pathological condition involving 

many medical disciplines. All tumors should be approached with 
a suspected neck malignancy until proved otherwise, and primary 
studies should be performed in order to determine the pathology 
taking into account the possibility of a metastasis. Therefore, 
detailed ENT examination in the approach of the neck masses is vital 
especially in metastatic neoplasms. It is not possible to identify the 
primary focus without a complete ear, nose, and throat examination. 
Multidisciplinary approach should be followed in the diagnosis of 
mass such as radiology, pathology, oncology branches. In our case, 
oncology directed the patient to our clinics in the diagnosis stage; 
FNA diagnosed incorrectly, preliminary results of PET / CT results 
have led us to have the wrong directions. 

The staging of head and neck tumors is an important part of 
diagnosis and treatment. Especially, in locally advanced head and 
neck cancer are about 10% in the distant metastatic disease [6]. PET / 
CT provide both local staging and showing distant metastases and it is 
a good opportunity in this regard affecting the patient management. 
In a study, especially, high-risk patients were selected and evaluated 
for synchronous and metachronous metastases of patients as the 
first staging of head and neck cancer and it was conducted in F-18 

FDG PET / CT. The sensitivity and specificity for distant metastasis 
were 96.8% and 95.4%, respectively, [7]. In our case PET / CT 
results, hyper metabolic areas of the rectum were followed and rectal 
adenocarcinoma is thought to be inducing metastasis in the neck. 
Tumor biopsies were taken from the rectum twice and have resulted 
as negatives in both of them. Although PET / CT have high reliability, 
fallibility should be kept in mind. 

Head and neck masses develop due to inflammatory, infectious, 
benign or malignant neoplasms, and cystic lesions. The story of the 
patient and clinical findings are necessary for diagnosis [8]. However, 
morphological examination is necessary in order to make a definitive 
diagnosis in most cases. In addition, during preoperative evaluation, 
accurate diagnosis is of paramount importance in determining the 
surgical and technical technique [9]. Therefore, importance of FNA 
in the diagnosis and treatment planning increases. FNA is cheap, 
reliable and easy diagnostic methods to apply. However, different 
opinions in the literature regarding the diagnosis success of FNA has 
been reported [1,2]. In a study reported by Ozbay et al. [10] regarding 
to non thyroidal FNA results containing all head and neck masses, 
they reported 68 patients with 95.1% accuracy, 97.5% sensitivity, 
92.8% specificity, 1.5% false positive and 2.9% false negative results. 
In our case, treatment plans has changed completely due to wrong 
result as adenocarcinoma metastasis. 

In the histopathological basis of carotid body tumor, the majority 
of main cells and supporting cells that surround them create "zellball 
island". Main cells contain cell nuclei with fine chromatin network 
structure and amfofilik or eosinophilic cytoplasm. These cells are 
sometimes as short cords in carcinoid tumors, sometimes gland-
like structures as in adenocarcinoma, and sometimes rosette-like 
structures as seen in neuroblastic tumors [11]. Therefore, histological 
differential diagnosis is required in cytological differential diagnosis 
of these tumors. Our patient was misdiagnosed as metastasis 
of adenocarcinoma. This kind of differential diagnosis to avoid 
misdiagnosis is necessary to rule out the possibilities. 

The carotid body tumor is caused by chemoreceptor tissue in 
the carotid bifurcation. It is frequently benign and non functional. 
Growing mass in the anterior neck triangle should raise this pathology. 
Due to the slow development, it is often asymptomatic until it reaches 
a certain size [12]. They remain silent until they press cranial nerve 
or vascular structures. In patients with functional, it can occur with 
symptoms related to the release of catecholamines. It is more common 
in women and at high altitudes. They are tend to be seen together with 
other cervical paraganglioma of carotid body tumors, head and neck 
and other malignant paraganglioma (lung, larynx, breast carcinoma) 

Figure 1: Neck CT view of the mass

Figure 2: Previous image before intra operative dissection.

Figure 3: Image after excision of the mass.



Oghan F, et al. Annals of Clinical Case Reports - Otolaryngology

Remedy Publications LLC., | http://anncaserep.com/ 2016 | Volume 1 | Article 10463

and are tend to be bilateral or multiple. Therefore, each patient with 
unilateral mass should be examined carefully including all neck 
and thorax [13,14]. In our case, it wasasymptomatic left neck mass 
growing in five months, and it has no symptoms, no family history. 
There was no other focus showed by the body scan. 

The choice of therapy for carotid body tumor should be planned 
considering patient's symptoms, age, tumor size, growth rate and 
complications of the surgery. Radiotherapy and / or embolization 
can be selected because it has slow growth pattern, low malignancy 
and surgical treatment risk [15]. In our case, the mass was excised by 
working in subadventisyel and postoperative complications were not 
observed in the patient. 

Conclusion
Unknown primary tumors of the neck should be evaluated 

multidisciplinary. A detailed ENT examination and all attempts must 
be carried out carefully in order to find primary tumor. FNA is one 
of the diagnostic phase, therefore it should be done professionally 
and should be reported by a good cytologist. Otherwise, patients with 
suspected cancer may be uneasy for months like our patient. The 
patient waited 3-4 months until reaching surgical pathology report 
as benign. If the patient was admitted to our clinic directly and FNA 
results was diagnosed correctly, the patient would not be uneasiness 
for 3-4 months. 
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