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 Head and neck pathologies are frequent in childhood 
but rarely have malignant origin. Traumatic lesions, 
infl ammatory enlargement of the lymph nodes, con-
genital malformations, cysts, hemangioma, lymp-
hangioma, vascular malformations, and even infectious 
diseases may mimic malignant conditions. A classical 
diagnostic workup is well applicable to differentiate 
between those conditions. 

 Carefully collected medical history, precise physical 
examination, and correctly selected imaging and labo-
ratory tests help in preselecting the patients with justi-
fi ed suspicion of malignancy. The fl owchart diagram 
(Fig.  15.1 ) describes the characteristics of different 
head and neck masses. Signs and symptoms of malig-
nant head and neck tumors might seem more or less 
harmless like an enlarged lymph node or unusual swell-
ing, ear ache, bleeding, a sore throat, or diffi culties 
swallowing or breathing. Patients suspicious to have a 
malignant condition require further detailed imaging 
and microscopic confi rmation. A biopsy should be per-
formed or – in case of small size and favorable localiza-
tion – a primary excision of the lesion.  

 Figures  15.2 – 15.4  show the distribution of malignant 
head and neck tumors in children and adolescents. 
Rhabdomyosarcomas and thyroid carcinomas are most 
often seen, followed by carcinomas of the salivary gland 
and nasopharyngeal carcinomas. Melanoma of the skin 
is excluded from this analysis   . The following unusual 
pediatric head and neck cancers are discussed in the fol-
lowing chapter, “head and neck tumors”: nasopharyn-
geal carcinoma, esthesioneuroblastoma, thyroid tumors, 
oral cancer, salivary gland cancer, and laryngeal 
carcinoma.        
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Head and 
neck mass

Congenital 
malformations: 

present at birth, usually 
cystic, located laterally 

or in the midline.   
Head:  dermoid cysts
reach over the lateral 
end of the eyebrow or  
over the nasal bones,
in case of bigger size

be aware of an
anterior encephalocele.

Neck: branchial cleft
cysts located along
the anterior edge of

the sternocleidomas-
toid muscle or

thyroglossal cysts in
the midline over hyoid

bone

Haemangiomas
red mass if involves
skin, or blue-violet if

deep; appears during
first month of life,

grows rapidly during
first 4 months, than
slow until the age of

1 year. Stable for
next year, regresses
in 70–85% of cases

completely or
markedly within the

first 4–7 years
of life

Lymphangiomas
present at birth,

may evidence slow  
evolution in any 

direction, 
predominantly

located in the sub-
mandibular or 

supraclavicular region

Vascular  
malformations 
present at birth,
does not evolve

Neoplasia   usually
evidence continuous,

usually painless growth

Inflammations-
infections

usually consider 
submandibular lymph 
nodes and evidence 

infectious 
syndromes. The

purulent process 
may extend outside
of the lymph nodes  

Lymphoma  located
in the lymph node

areas, Hodgkin
lymphoma presents

with moderately rapid
growth,  non-Hodgkin

lymphomas may
have very rapid

progression

Rabdomyosarcoma
(and other soft

tissue sarcomas)
located mainly in the
muscles, but also in

the orbit and sinuses,
growth is usually

very dynamic, but not
to the same extent
as in non-Hodgkin

lymphomas

Bone tumours  all
classical variants are

possible and
described:

osteogenic sarcoma,
Ewing/PNET and
chondrosarcoma.
Previous radiation
therapy may be the

promoting factor.
Ameloblastoma

typically locates in
mandible or maxilla,
but is extremely rare.

See in the
corresponding

section of this book

Salivary gland,
thyroid and

parathyroid  all those
tumours are very rare

in childhood and typical
rather for adulthood.
Solid or cystic-solid
mass on imaging

(USG, CT, MRI) of the
invaded organ are the
indications for direct
diagnosis (FNA or
biopsy) for more

information-refere to
the related  sections of

this book 

Larynx
Common

infections/allergic
reactions of the
larynx must be

differentiated from
laryngeal tumours.

Especially, if
infectious or

allergic symptoms
are not predominant

and the disease
prolongs with

dyspnea +/− dysphonia
+/− hoarseness +/−
dysphagia (over 2

weeks).  Laryngoscopy
and, if suggestive
for cancer, further

oncological work-up
with biopsy, neck MRI

and search for
metastases

Trauma-related
lesions, their
 origin is very difficult

to confirm or
exclude in active

children

Neuroblastoma
originates from

sympathetic chain and
mainly located in the
peri-vertebral region,
may produce Horner’s
syndrome, or orbital
metastasis progre-
ssion varies and

depends on molecular
characteristics, which

is more benign in
younger age,

Esthesioneuroblastoma
develops from olfactory

structures. Biopsy,
urine catecholamines,
MIBG scan and bone
marrow examination

for neuroblasts usually
clarify the character

of the tumour

Eye
retinoblastoma is a

paediatric malignancy
of the eye, it may
be unilateral or

bilateral. Genetic
alterations leading
to development of
retinoblastoma are
the model example
for carcinogenesis.

of paediatric
malignancies

pathways

CNS
The CNS

malignancies are
relatively

frequent in
childhood.

Neurooncology
constitute
separate,

specific problem
and will not be

discussed
here

  Fig. 15.1    Characteristics of commonly    observed head and neck masses and rare malignant entities (Courtesy of Strong and 
Jako 1972)       
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  Fig. 15.2    Distribution of 
head and neck tumors by 
ICCC-3 category in children 
under the age of 15 years. 
Data from the United States 
Surveillance and End Results 
Registry (SEER), 1973 to 
2004 ( Note : Melanoma of the 
skin of head and neck are not 
included in the analysis)       
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  Fig. 15.3    Distribution of soft tissue sarcomas of head and neck tumors by ICD-3 code in children under the age of 15 years. Data 
from the United States Surveillance and End Results Registry (SEER), 1973 to 2004       
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Carcinomas of salivary glands
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  Fig. 15.4    Distribution of 
“other malignant epithelial 
neoplasms and malignant 
melanomas” of head and 
neck by ICD-3 code in 
children under the age of 
15 years. Data from the 
United States Surveillance 
and End Results Registry 
(SEER), 1973 to 2004 ( Note : 
Melanoma of the skin of head 
and neck are not included in 
the analysis)       
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