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ABSTRACT 
Background: Cervical lymph nodes are prone to involved by a number of pathologic processes. They are common 

sites for lymphoma, metastasis, and reactive enlargement in a number of conditions. 

 Aims of the study:-Clinical evaluation of patients with cervical lymphadenopathy. Differentiation between benign 

and malignant lymph nodes by means of ultra sounds (US) and Correlate the US findings with cytological and/or 

histopathological findings of cervical lymph nodes.  

Subjects, Materials and Methods:-The present study was carried out over a period of 6 months and included 81 

patients of different age groups presenting with cervical lymphadenopathy. Each patient was examined clinically, 

then comprehensive sonographic examination of the neck for cervical lymph nodes (L.Ns) was performed using 

ultrasound machine (GE Wipro Proseries). The scanning was performed with the patient in the supine position, and 

with the neck hyperextended using a pad or pillow under the shoulders in order to provide optimum exposure of the 

neck. The parameters considered in this study include: site, long axis (L), short axis (S), shape index (S/L), echotexture, 

margins, ancillary features like calcification, necrosis, matting and surrounding tissue changes. These findings were 

correlated with fine-needle aspiration cytology, core and excisional biopsy. The nodes were classified as benign 

(reactive) and malignant (lymphomatous and metastatic).  

Results: The age of patients ranged from five to seventy five years, they were 45 male and 36 females, there was 

association between family history and development of malignant lesions. Regarding clinical evaluation, and 

according to consistency, (13) hard L.Ns were malignant and (1)   was benign, (27) rubbery L.Ns were malignant and 

40 soft L.Ns were benign. According to fixation to underlying structure, forty one L.Ns were fixed, (40) were malignant 

and (1) was benign. Forty L. Ns were not fixed, on histopathological evaluation all were benign. On US, the results 

showed that malignant lymph nodes are mostly appeared as round shape, homogenous echotexture, nodal shape 

(S/L ratio) accurate for differentiating benign from malignant lymph nodes. Most of the malignant nodes had well-

defined borders. Calcifications, necrosis, matting, were characteristically found in benign lymph node. A combined 

ultrasound-guided and fine-needle aspiration (FNA) diagnosis had a high accuracy as compared with situations in 

which they were used alone.  

Conclusions:  Sonographic findings have a high accuracy in differentiating benign from malignant cervical lymph 

nodes. An ultrasound scan can be used as the first-line imaging tool in the diagnostic evaluation of cervical 

lymphadenopathy. Using gray scale features are particularly useful to identify the causes of cervical 

lymphadenopathy. (J Bagh Coll Dentistry 2018; 30(3): 59-67) 

 

INTRODUCTION: 
Cervical lymphadenopathy (LAP) is a common 

presenting sign and symptom for various array of 

diseases, ranging from mild infections to life 

threatening head and neck malignancies[1]. The 

clinical examination alone cannot be considered 

as a diagnostic tool to determine the involvement 

of cervical lymph nodes especially deep or small 

nodes. Many diseases involve lymph nodes, so 

that detection of lymph node has great therapeutic 

and prognostic implications. It is in this context 

that imaging modalities such as Magnetic 

Resonance Imaging (MRI), Computed 

Tomography (CT) scan and Ultrasonogram have 

an important role in examination of clinically 

undetectable lymph nodes.  

 

 

 

 

 

Though CT scan and MRI are very helpful in 

detection of cervical lymph node pathology, 

ultrasound, particularly by using high resolution 

probes (7.5 to 15 MHz) has always been 

considered as a powerful tool for assessment of 

head and neck lymphadenopathy[2]. 

Although MRI and CT scan are useful diagnostic 

aids, both are expensive and not universally 

available. Moreover CT scan exposes the patient 

to relatively high dose of radiation, and MRI is 

expensive, time consuming and not suitable for 

each patient[3] .Cervical lymph nodes are involved 

by a number of pathologic processes. They are 

common sites for lymphoma, metastasis, and 

reactive enlargement in different diseases 

including tuberculosis (TB)[4] .Therefore, 

evaluation of lymph nodes is of very important in 

order to differentiate between these conditions, 

selection of treatment modalities, and assessment 

of prognosis. 

MATERIALS AND METHODS 
The present study was carried out over a period of 

6 months and included 81 patients of different age 
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groups in Al-sadder teaching hospital, AL-Najaf, 

Iraq; with a clinical diagnosis of cervical 

lymphadenopathy(LAP). A detailed clinical 

assessment was done, and informed consent was 

obtained. Sonographic examination was done by 

sonologists using (GE Wipro Proseries), FNA, 

and a biopsy of the L.Ns was taken from all the 

patients. First, ultrasonography was done, and 

then the patients were sent for FNA and a biopsy. 

Ultrasound machine was with multi-frequency (5-

7 MHz) linear phased-array transducers. The 

scanning was performed with the patient in the 

supine position, with the neck of the patient 

hyperextended with a pad or pillow under the 

shoulders to provide optimum exposure of the 

neck .The parameters which were considered in 

this study and their definition are as follows: 

1. Site: lymph nodes were classified according to 

the cervical nodal chain into different groups 

(submental, submandibular, parotid, upper 

cervical, middle cervical, lower cervical, 

supraclavicular, posterior triangle) 

2. Long axis (L): the largest dimension of the 

lymph node. 

3. Short axis (S): the greatest dimension 

perpendicular to L. 

4. Shape index (S/L): the ratio of S and L. The 

nodes were divided into 2 groups as S/L <0.5 

(oval) and S/L >0.5 (round)  

5. Echotexture: lymph nodes were divided as 

hypoechoic, isoechoic, or hyperechoic. 

6. Margins: based on the margins, lymph nodes 

were divided into 2 groups, those with well-

defined/ sharp margins and those with ill-

defined/unsharp margins. 

7. Ancillary features: presence or absence of 

calcification, intranodal necrosis, and matting and 

status of the surrounding tissue as normal or 

abnormal. 

Based on all these features, cervical 

lymphadenopathies were classified as 

benign/reactive and 

malignant/lymphomatous/metastatic. FNA was 

performed in 23 patients, and biopsies were 

performed in 58 patients. The ultrasound-guided 

findings could be correlated with those of FNA 

and the biopsy findings. The results were 

subjected to statistical analysis using SPSS 

software. A p- value of <0.5 was considered to be 

significant. 

RESULTS 
 All the patients presented with cervical swelling 

were either unilateral or bilateral with different 

duration ranging from (1-12) months. Some of 

them had night sweating, fever, pain and loss of 

appetite. Forty patients from (81) were clinically 

suspected to have malignant cervical 

lymphadenopathy, whereas, the remaining (41) 

patients were suspected to have benign cervical 

lymphadenopathy. 

Comparison between clinical findings and 

histopathological results 
Eighty one (81) subjects underwent 

histopathological examination; 23 FNA and 58 

true cut or excisional biopsy of the L.Ns. The 

results of histopathological examination showed 

that, the diagnosis of forty patient out of (81) 

patients with cervical lymphadenopathy was 

malignant (11 were of non-Hodgkin lymphoma, 

17 of Hodgkin disease and 12 were metastatic), 

one of the metastatic nodes were from papillary 

carcinoma of the thyroid. The diagnosis of the 

other (41) patients with cervical 

lymphadenopathy was benign were of reactive 

lymphadenitis, only one node was with 

tuberculosis lymphadenitis. 

1- Age: The age of patients ranged from 5 to 75 

years. There were significant difference in age , 

the mean age of patients with malignant lymph 

node was (44.17±2.65) years, while that for 

patients with benign lymph node was 

(22.21±1.92) years. Patients with malignant L.Ns 

were high significantly older (P<0.001) than 

patients with benign cervical L.Ns (table 1).

 

Table (1): - Comparison of age of patients with malignant and benign lymphadenopathy  

 

2-Gender distribution: This study showed that 

the number and percentage of male patients with 

malignant lymph nodes was 23(57.5%), while 

female patients were 17(42.5%). In patients with 

benign lymph nodes the number and percentage 

of male patients were 22(53.7%) and 19(46.3%) 

were females as shown in table (2). Although, it 

was higher in male, but it doesn’t reach the 

significant level (P>0.05) (table 2). 

 

 

 

Parameter 

Histopathology 

P- value Malignant Benign 

Mean±SE Mean±SE 

Age/years 44.17±2.65 22.21±1.92 <0.001 
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Table (2): The number and percentage of male and female patients according to 

histopathology 

  
Histopathology 

Total P value 
Malignant Benign 

Gender 

F  
17 19 36 

0.728 42.5% 46.3% 44.4% 

M  
23 22 45 

57.5% 53.7% 55.6% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

3-Family history: Statistical analysis showed significant association between family history and development of 

malignant lesions (table 3). 

Table (3):Association between family history and histopathological  findings. 

  
                 Histopathology 

Total P- value 

Malignant Benign 

Family history 

No  
33 41 74 

0.005 
82.5% 100.0% 91.4% 

Yes  
7 0 7 

17.5% 0.0% 8.6% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

4-Consistency of L.Ns: In 81 patients, (13) hard 

L.Ns were malignant and (1)   was benign, (27) 

rubbery L.Ns were malignant and 40 soft L.Ns 

were benign. There is significant association 

between consistency of the L.Ns and 

malignancy, where all malignant lesions either 

hard or rubbery, while benign lesions were soft. 

There was a statistically significant difference 

between the consistency of lymph nodes and 

histopathological findings (P < 0.001) (table 4). 

Table (4): Association between consistency of L.Ns and histopathological findings 

  
                 Histopathology 

Total P value 
Malignant Benign 

Consistency 

Hard 
13 1 14 

<0.001 

32.5% 2.4% 17.3% 

Rubbery 
27 0 27 

67.5% 0.0% 33.3% 

Soft 
0 40 40 

0.0% 97.6% 49.4% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

5-Fixation to underlying structure: Forty one 

L.Ns were fixed, (40) were malignant and (1) 

was benign. Forty L.Ns were not fixed, on 

histopathological evaluation all were benign. 

There was a statistically significant difference 

between fixation of the lymph nodes and 

histopathological findings (P < 0.001) (table 5). 
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  Table (5): Association between fixation of L.Ns and histopathological findings. 

  
                   Histopathology 

Total P value 

Malignant Benign 

Fixation 

No 
0 40 40 

<0.001 0.0% 97.6% 49.4% 

Yes 
40 1 41 

100.0% 2.4% 50.6% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

6-Site: There was significant association 

between site of lymphadenopathy and 

malignancy, where most of malignant L.Ns were 

either in supraclavicular area or in posterior 

triangle, while benign L.Ns seen mostly in upper 

cervical region. A statistically significant 

difference in the distribution of lymph nodes was 

found. P value was 0.002 (table 6). 

 

Table (6): ssociation between histopathological  findings and site of L.N. 
  

 

Comparison between Ultrasonographic examination and histopathological results: All the 81 subjects 

examined by ultrasound and color Doppler criteria were evaluated to reveal that only 41 subjects were with 

benign L.Ns and 40 were with malignant.  

The validity of each sonographic criteria in the diagnosis of cervical lymphadenopathy. 
1-Size of the L.Ns : All the patients showed an enlargement of the involved L.Ns both in short and long 

axis. The enlarged L.Ns can be detected and measured by US. The mean of short axis diameters of 

malignant and benign nodes in centimeters were (1.86 ± 0.08cm) and (0.83 ± 0.05cm), respectively, and 

the mean of long axis diameters of malignant nodes and benign nodes were (2.47 ± 0.11 cm ) and (2.01 ± 

0.11cm) respectively. It was found that the malignant nodes were significantly greater in short axis and 

long diameter than benign lymph nodes. There was a statistically significant difference between the mean 

values of the short axis (P < 0.001) and statistically significant difference between the long axis (P < 

0.005) among the benign and malignant cervical lymph nodes (table 7). 

 

 

 

  
              Histopathology 

Total P value 
Malignant Benign 

Site 

Submental 

 

0 7 7 

0.002 

0.0% 17.1% 8.6% 

Submandibular 

 

8 8 16 

20.0% 19.5% 19.8% 

Parotid 0 4 4 

0.0% 9.8% 4.9% 

upper cervical 
8 9 17 

20.0% 22.0% 21.0% 

Middle cervical 

 

2 5 7 

5.0% 12.2% 8.6% 

Lower cervical  

 

2 0 2 

5.0% 0.0% 2.5% 

supra clavicular 

 

11 1 12 

27.5% 2.4% 14.8% 

posterior triangle 
9 7 16    

22.5% 17.1% 19.8% 

Total 
40 41 81  

100.0% 100.0% 100.0%  
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Table (7) : Size of the involved L.Ns measured by US 
                        

 

 

 

 

 

  

 

2- Shape of the L.Ns : The shape of L.Ns was 

detected by calculating the S/L ratio when the 

ratio is > 0.5 L.Ns  

considered round (figure 1), (38 of 81) subjects 

showed round shape representing (46.9%), when 

the ratio is<0.5  L.Ns consider oval (figure 2),(43 

of 81) subjects showed oval shape representing 

(53.1%) The results revealed that 38 patients 

with malignant L.Ns presents as round in US, 

while only 2 cases were oval. In benign all L.Ns 

appear in US as oval in shape. So the shape may 

give a specific feature in cervical LAP, the 

difference in shape was statistically significant 

with (P < 0.001) (table 8). 

 

Table (8):- Association between shape of L.Ns  and histopathological findings 

  

               Histopathology 

Total P value 
Malignant Benign 

 S/L ratio 0.76±0.02 0.42±0.02  <0.001 

Shape 

Oval 
2 41 43 

<0.001 
5.0% 100.0% 53.1% 

Round 
38 0 38 

95.0% 0.0% 46.9% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

 

Figure (1):-Gray scale ultrasound image of        Figure (2):-Gray scale ultrasound image                 

    Round-shaped malignant lymph node              of oval-shaped reactive lymph node 
 

 
3- The number of L.Ns: In this study the 

number of lymph nodes was classify to solitary 

(1-5) nodes, and diffuse (5-10) and the largest 

node was measured. Solitary nodes seen in  (38 

malignant and 39 benign), while diffuse nodes 

seen in (2 malignant and 2 benign). Statistical 

analysis showed that no significant differences 

between number of benign and malignant lymph 

nodes (P >0.05) (table 9). 

 

 

 

 

 

Parameter Malignant (N=40) Benign (N=41) P value 

Mean±SE Mean±SE 

Size cm2 2.15±0.098 1.44±0.099 <0.001 

S. axis 1.86±0.08 0.83±0.05 <0.001 

L. axis 2.47±0.11 2.01±0.11 0.005 
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Table (9) :-Association between number of L.Ns and histopathological findings. 

  
                   Histopathology 

Total P value 
Malignant Benign 

No. of L.Ns 

Diffuse 
2 2 4 

0.980 5.0% 4.9% 4.9% 

Solitary 
38 39 77 

95.0% 95.1% 95.1% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

4- Echogenecity of the L.Ns: All the involved 

L.Ns in all patients were hypoechoic this make 

this feature to be nonspecific but sensitive, 

except for metastatic L.N from papillary 

carcinoma of thyroid were hyperechoic. 

5- The Borders of L.Ns : Assessment of border 

in the study groups showed that 30 of malignant 

nodes had sharp border (figure 3), while 10 had 

unsharp borders. In benign L.N, 4 had sharp 

border, while, 37 of nodes had unsharp borders 

(figure 4).statistical analysis showed that it is 

statistical significant There is significant 

association between malignancy and sharp 

boeders (P<0.001) as shown in (Table 10). 
 

 

Table (10):- Association between histopathological findings and borders of L.Ns 

  
                 Histopathology 

Total 
P 

value 
Malignant Benign 

Margins 

Unsharp 
10 37 47 

<0.001 25.0% 90.2% 58.0% 

Sharp 
30 4 34 

75.0% 9.8% 42.0% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

 

Figure(3):-Lymph nodes with sharp borders.             Figure (4):-Lymph nodes with unsharp borders. 

 

6- Hilum of L.Ns: Hilum was present in 34 of 

81 nodes whereas it was absent in 47 lymph 

nodes. Of these 34 nodes with hilum presence, 

33 nodes were histopathologically proven as 

benign nodes and 1 node was malignant. It has 

been observed that the presence of echogenic  

 

hilum within an enlarged lymph node can be 

considered a sign of its benign nature. Of 47 

nodes with absent hilum, 39 were 

histopathologically proven as malignant whereas 

8 as benign nodes. The criterion was statistically 

significant with P < 0.0001(Table 11). 
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Table (11):- Association between histopathological findings and hilum of L.N 

  
                      Histopathology 

Total P value 
Malignant Benign 

Hilum 

No  
39 8 47 

<0.001 
97.5% 19.5% 58.0% 

Yes  
1 33 34 

2.5% 80.5% 42.0% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

7- Ancillary features: Assessment of 

Calcification of lymph nodes showed that 

calcification was present in only one patient with 

metastatic lymph node from papillary carcinoma 

of thyroid. Matting of lymph nodes was also 

shown in only one malignant L.Ns .  Necrosis of 

lymph nodes was shown in 6 malignant and 8 

benign lymph nodes. Statistical analysis showed 

no significant differences. The P value was 0.23 

(P > 0.05), which proves that it is statistical not 

significant (table12). 

 

Table (12):- Association between ancillary features and histopathological findings 

  
                   Histopathology 

Total P value 

Malignant Benign 

Ancillary 

features 

Calcification  
1 0 1 

0.237 

2.5% 0.0% 1.2% 

Matting  
1 0 1 

2.5% 0.0% 1.2% 

Necrosis& Matting 
3 0 3 

7.5% 0.0% 3.7% 

Necrosis  
6 8 14 

15.0% 19.5% 17.3% 

No Necrosis& 

Matting 

29 33 62 

72.5% 80.5% 76.5% 

Total 
40 41 81  

100.0% 100.0% 100.0%  

 

DISCUSSION 
Age and gender: This study showed that the age 

range of patients with cervical lymphadenopathy 

was 5 to 75 years. There was a significant 

difference in age, the mean age of patients with 

malignant lymph node was (44.17±2.65 years), 

while that for patients with benign lymph node 

was (22.21±1.92years). Patients with malignant 

L.Ns were significantly older than patients with 

benign cervical L.Ns. This study is agree with 

Richner and laifer,[5] and Jayaraman et al. [6] 

.This study showed that the number of male 

patients with cervical lymphadenopathy were 

higher than the number of female patients and 

this agree with the study [7]. 

Consistency: This study showed that there is 

significant association between consistency of 

L.Ns and malignancy, where all malignant 

lesions either hard or rubbery, while benign 

lesions were soft. The results similar to 

Bazemore and Smuck,[8]. 

Fixation to underlying structure: This study 

showed statistical difference between fixation of 

the malignant and benign lymph nodes. Forty 

one L.Ns were fixed, (40 were malignant and 1 

was benign). Forty L.Ns were not fixed, all were 

benign, and approximately all benign L.Ns were 

not fixed. Which was agree with, Leung and 

Davies[9]. 

Sit: In this study, there was significant 

association between site of lymph node and 

malignancy, where most of malignant lesions 

either supraclavicular or posterior triangle, while 

benign lesions seen mostly in upper cervical 
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region. This study is agree with Mohseni et 

al.[10]. 

Size: This study showed statistically significant 

difference between mean values of short axis 

diameter and long axis diameter of the malignant 

and benign nodes. Malignant nodes showed 

greater short axis diameter and long axis 

diameter than the benign nodes and similar 

observations were made by Misra et al. [11] 

Lymph nodes more than 10mm in the longest 

axial diameter are said to be enlarged. The upper 

limit in minimal axial diameter of normal node is 

9mm for submandibular and upper cervical 

nodes and 8mm for other cervical nodes [12]. 

Shape of L.Ns: This study showed statistically 

significant difference between the shape of 

malignant and benign L.Ns .The shape of  L.Ns 

was detected by calculating the S/L ratio when 

the ratio is > 0.5 L.Ns considered round, 38 of 81 

subjects showed round shape representing 

(46.9%), when the ratio is<0.5  L.Ns consider 

oval, 43 of 81 subjects showed oval shape 

representing (53.1%). Malignant nodes tend to 

be round due to rapid growth whereas benign 

nodes tend to be oval in shape[13]. This fact was 

clearly proven in this study. The mean S/L ratio 

for benign nodes was 0.42 ± 0.02cm and for 

malignant nodes it was 0.76± 0.02cm. This study 

is agree with  Lyshchik et al.[14]. 

 Borders of L.Ns: Assessment of border in this 

study groups showed that (30 nodes) of 

malignant nodes had sharp borders and (10) had 

unsharp borders. However, only (37 nodes) of 

benign nodes had unsharp border, while (4 

nodes) had sharp border. The sensitivity were 

75% of malignant L.Ns with well-defined 

borders.This study agree with[15]. 

Hilum: In this study, echogenic hilus was 

present in (33 nodes) of benign nodes and (one 

nodes) of malignant group. Loss of echogenic 

hilus was noted in (39 nodes) of malignant 

nodes. The sensitivity was 97.5% and the 

specificity was 80.5%, these results were similar 

to Leboullexe et al. [16]. 

Echogenicity: In this study,  all the involved 

L.Ns in all patients were hypoechoic this make 

this feature to be nonspecific but sensitive, 

except for metastatic L.Ns from papillary 

carcinoma of thyroid were hyperechoic. In a 

study done by Mahazer et al. [17] showed that 

presence of internal echoes was highly specific 

for malignancy. This study is also agree with 

Khanna et al. [18] study that showed most of 

lymph nodes were hypoechoic. 

 Ancillary feature: In this study, necrosis was 

found in 8 benign L.Ns and in 6 malignant L.Ns. 

Presence of intranodal necrosis is pathological. 

Cystic necrosis which appears as intranodal 

echolucent area can occur in metastatic nodes 

from squamous cell carcinoma, papillary 

carcinoma of thyroid as well as in tuberculosis 
[19]. So necrosis alone cannot be used as a 

criterion for diagnosing malignancy.  In this 

study one tuberculosis patient had matting, while 

4 patients with malignancy had matting. It was 

statistically not significant. Matting of L.Ns is 

due to inflammation and edema of perinodal soft 

tissue which is a common feature of tuberculosis 

and other bacterial infection[20-21]. 

Conclusions 
Sonographic findings have a high accuracy in 

differentiating benign from malignant cervical 

lymph nodes. An ultrasound scan can be used as 

the first-line imaging tool in the diagnostic 

evaluation of cervical lymphadenopathy. Using 

gray scale features are particularly useful to 

identify the causes of cervical lymphadenopathy. 
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 الخلاصة
وتتضخم نتيجة تأثير بعدد الخلفية: العقد اللمفية العنقية عرضة للتدخل من خلال عدد من الامراض. وهي مواقع شائعة لورم الغدد اللمفاوية ، والاورام الخبيثة ، 

 .من الحالات الاخرى

السونار التقييم السريري للمرضى الذين يعانون من تضخم العقد اللمفية العنقية، التفريق بين الغدد الليمفاوية الحميدة والخبيثة بواسطة جهاز  -الدراسة: أهداف 
 وربط نتائجه بالنتائج الخلوية و / أو النسيجية للغدد الليمفاوية العنقية

مريضا من مختلف الفئات العمرية الذين يعانون من اعتلال العقد  18أشهر وشملت  6ة الحالية على مدى أجريت الدراس -الاشخاص ،المواد وطرق العمل: 

تم إجراء . الصوتيةاللمفية العنقية. تم فحص كل مريض سريرياً ، ثم تم إجراء فحص تصويري شامل للرقبة للعقد اللمفية العنقية باستخدام جهاز الموجات فوق 
الاستلقاء ، مع اظهار الرقبة باستخدام وسادة تحت الكتفين من أجل التعرض الأمثل للرقبة. تتضمن المعلومات الواردة في هذه  الفحص والمريض في وضع

 لمحيطة بالنسيج.الدراسة: الموقع ، المحور الطويل، المحور القصير، مؤشر الشكل, الحدود ، الملامح المساعدة مثل التكلس ، النخر ، التجمع والتغيرات ا
 ارتبطت هذه النتائج مع النتائج الخلوية و الخزعة الأساسية . تم تصنيف العقد على أنها حميدة )تفاعلية( وخبيثة.

أنثى ، وكان هناك ارتباط بين تاريخ العائلة وتطور الآفات الخبيثة. فيما  66ذكرا  و  54تراوح عمر المرضى بين خمس وخمس وسبعين سنة ، وكانوا  -النتائج: 

المتبقية لينة كانت حميدة. وفقا  54من الغدد المطاطية كانت خبيثة و  72( حميدا ، 8صلب خبيثا و )منها  86بالتقييم السريري ، ووفقا للاتساق ، كان  يتعلق

ثابتة اظهر تقييم الأنسجة المرضية انها ( كانت حميدة. الاربعين المتبقية لم تكن 8كانت خبيثة و ) عقدة من الملتصقات 54للثبات والالتصاق مع الانسجة التحتية ،

المحور الصغير  متجانسة ، وشكل العقدة  )نسبة كانت حميدة, فحص السونار أظهر النتائج أن الغدد الليمفاوية الخبيثة تظهر في الغالب على شكل دائري ، و
العقد الخبيثة لها حدود واضحة المعالم.  تم العثور على تكلسات ، نخر ، حصيرة  دقيق للتمييز بين الحميدة من الغدد الليمفاوية وبين الخبيثة. معظمللمحور الكبير(

يتمتع بدقة عالية مقارنة بالعينات  التي  ، مميزة في العقدة الليمفاوية الحميدة. كان التشخيص الشامل  بواسطة سحب العينات الخلوية تحت الموجات فوق الصوتية
 .سحبت وحدها

وتية كأداة السونار لديها دقة عالية في التمييز بين الغدد اللمفية الحميدة من العقد الليمفاوية الخبيثة. يمكن استخدام الفحص بالموجات فوق الصنتائج  -الاستنتاجات: 
 تصوير في الخط الأول في التقييم التشخيصي لمرضي العقد اللمفية العنقية.


