
 XI./1. chapter: Congenital anomalies

XI./1.1.: Lateral neck fistulas and cysts
These anomalies are due to branchiogenic closing disorders which could be
there already at birth but can become manifest at a later age too. The fistula
can occur along the m. SCM frontal edge between the trigonum caroticum
and the jugulum. The duct may run from the surface of the skin to the
tonsillar groove, and on the surface of the skin around the secreting fistula
erythema and an inflamed circle will appear. If we fill up the fistula with
X-ray contrast medium we can make it visible. Therapy is complete surgical
exposition of the full length of the fistula, if that is not done then the fistula
will recidivate.

What is the
difference between
the occurrence of
lateral and medial
neck cysts and
fistulas?

The location of lateral neck cysts matches the appearance of fistulas. Often
they appear related to oropharyngeal inflammatory processes. They are soft,
fluctuating swellings which can be definitively diagnosed by neck ultra
sound or other imaging tests and needle aspiration biopsy. Drainage or
incision are only temporary solutions, therapy is only „in toto” surgical
excision.

1.picture: Right side lateral neck cysts

XI./1.2.: Medial neck fistulas and cysts

During embryonic development the thyreoglossic duct as a remaining part
of the descending thyroid gland will be closed in the body of the hyoidean.
If the obliteration is not complete then the mucus producing cells will
develop into fistulas or cysts. The diagnosis is based on the swelling that
follows swallowing movements and on the typical site. Therapy is the
exposition of the fistula or cyst and in every case the resection of the middle
part of the hyoidean.



2.picture: Medial neck cyst

XI./1.3.: Laryngoceles

Although it is a disease of the larynx in its appearance it can cause neck
bulge. In fact it is a bulging of Morgani’s pouch, it is a so-called „laryngeal
air hernia”, occurring sometimes bilaterally, but more often only on one
side. When the bulging turns only towards the laryngeal lumen it is called
internal laryngocele, and when the bulging can be palpated on the neck then
it is called external laryngocele. The cause is increased pressure in the
larynx, for example glass blowers and wind instrumentalists are prone to get
it. During straining or the Valsalva manoeuvre the neck bulge tenses.
Imaging examinations can provide definitive diagnosis. Therapy is surgical,
external neck exposure, the laryngocele must be exposed and resected, and
finally sewn off towards Morgagni’s ventricle.

3-5.pictures: CT picture of Left side laryngocele, sagittal and horizontal planes.


