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(scintigraphy)
(skull)
(thyroxine)
[1].
(hyperparathyroidism) (medullary thryoid
carcinoma)
1 7.0~10 MHz
(secter)
49.5% (linear array transducer)
2% 4% . . (sternal
15 cm [1, 2]. notch)
(color Doppler)
31
CT MRI
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20-25 [1].
23
mm

[1, 9 11].

(internal consistency): 70%
30%

(colloid nodule)

[1, 4].

(sclerotherapy) (echogenicity):

. Livraghi 101
18.4%
, 33.7% 51
(margination):
[6. 71.
16%
(calcification): 13%

(egg—shell calcification)
(multiple endocrine syndrome) 2

(psammoma
15~25% . body)
1% (medullary thyroid carcinoma)
. (foci)
20% (acoustic shadowing) .
48% . (amyloid
2/3 deposit)
(calcitonin)
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(peripheral sonolucent halo):

60~80%,
15%
12
4
(infarct)
[1, 8].
55~80%
(follicular) .
(mixed papillary follicular) (follicular)

. (follicular carcinoma)
5~15%

5~15% 5%
(calcitonin)
[1].
(papillary carcinoma)
(psammoma body) (ground glass)

(fibrovascular papillary stroma)
(branching pattern)

. (encapsulation)
(anaplasia)
(lymph node)
50%
4~7% . 20
90% 10%
(Fig. 1).
(follicular carcinoma)
2~10%

(isoechoic)  52%,
44%

(anaplastic carcinoma)
37%

18%
. 1/3

84%

80%

(medullary carcinoma)
(parafollicular) C

C (branchial pouch)

(ultimobranchial body)

(thyrocalcitonin)
C

(medullary carcinoma)

CT MRI
50%

10~20%
(pheochromocytoma),

adenoma) (hyperplasia)
2 [1].

(parathyroid

(ymphoma)

80% 20%

Fig. 1. Papillary thyroid carcinoma. Transverse sonographic s-
can shows a low echoic solid nodule which has the irregular
margin with extracapsular extension and microcalcification.
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. (Hashimoto’ s
thyroiditis)

B
(granulomatous disease)
.CT
(Plummer’ s disease)
(thyroid suppression test)
(hyperthyroidism) 2%
10
45 .
(Graves' disease)
(exophthalmus)
0.15~0.5% .
65 3~5%
10-15%
40~60
4-6 .
(Hashimoto' s thyroiditis) [1]
(iodine)
(dietary goitrogen)

22 3 2003
(Fig. 2).

(degenerated

adenoma), (nodular hemorrhage), ,

(follicular adenoma)

. 3 cm
(Hurthle cell adenoma)
(cystic
degeneration)
(sonic transmission) .
, . (colloid
cyst)
(multinodular goiter)
(tracheoesophageal
compression) .
3%
(suppurative thyroiditis)
(Streptococcus)

A
Fig. 2. Benign thyroid nodules.
A. On transverse scan, the isoechoic solid nodule has a perinodular halo with the thin continuous low echoic rim. B. The benign thy-
roid nodule has egg-shell calcification with posterior shadowing.

B
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(branchial cleft anomaly)

(Hashimoto’ s thyroiditis)

5~10
40~60

50%

(Riedel s thyroiditis)

CT

(retroperitoneal fibrosis),
(mediastinal fibrosis), (sclerosing
cholangitis) (orbital pseudotumor)

(de Quervain'’ s thyroiditis)

(Coxsackie virus),
(adenovirus), , ECHO

(mumps virus)

[1].
2 (Parathyroid gland)
4

(hyperpara—thyroidism)
(hyperplasia)
[©1.
4 2 8
3 (branchial pouch)

(mediastinum), (pericardium) (neck)
4

(cricothyroid junction) [10].

(parathyroid adenoma)
(parathyroid hyperplasia)

15cm Igm . 90%
(chief cell) .
5% (Fig. 3).

(lipoadenoma)

20% .
(incidentaloma)
0.5%

(percutaneous ethanol ablation)
: 1-2
(parathyroid hormone) [11].

MIBI
(localization technique) .

91.8%, (hyperplasia) 61.7%,
adenoma) 92.6%
MIBI

(ectopic

MIBI
(false positive)
1

3. (salivary gland)

(parotid gland) (serous gland)
[12].

(secretory duct)
(Stensen’ s duct)
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4cm .
(masseter) (cheek) (sialography) (Dormian basket)
(buccal space) (buccinator muscle) .
2 (molar) (radioopaque) . 85%
(papilla) . (Wharton' s duct) (Wharton' s duct) 15% (hilum)
3 mm 4 cm . 35% (ostium)
(mylohyoid muscle) 30% . 94% .
(sublingual gland) 61% (Fig. 5).
(mouth floor) (sublingual papilla) (megaduct) .
(Fig. 4). (minor salivary gland) , [13].
(palate), (paranasal sinus), (pharynx),
(larynx) . (sialadenitis)
(mumps)
(influenza),
(deep lobe)
(retromandibular vein)
(external carotid
artery)

(pretragal node)
(pleomorphic adenoma)
(tumor seeding) , (false

negative rate),

(sialocele)

(sialithiasis)
1.2% .
80~92% 6-19% Fig. 3. Parathyroid adenoma with hyperparathyroidism.
1-2% . 15% Transverse ultrasonographic scan shows a solid oval mass pos-
3% . Icm terior to the thyroid.

Fig. 4. The tongue and mouth floor.

A. Diagram shows cross-cut anatomy
of the tongue and mouth floor. DG: an-
terior belly of the diagastric muscle, GG:
genioglossus, GH: geniohyoid, HG:
hyoglossus, LA: lingual artery and vein,
LN: lingual nerve, MH: mylohyoid, P:
platysma, SL: sublingual gland, SM:
submandibular gland, SS: submental
space, WD: Wharton’ s duct. B. Ultra-
sonography shows transverse scan of
the mouth floor at the same plane as
the previous diagram (A). This patient
shows dilatation of the right Wharton’ s
duct (open arrow) due to the distal duct
stone.




(Coxsackie A), (echovirus),

(cytomegalovirus), (Ebstein—
Barr virus)
(chronic recurrent parotitis)
(periacinar lymphocytic infiltration)
(microcytic ductal dilatation)
2—-4 mm
(Fig. 5). (acinar ectasia)

(lymphocytic infiltration)

(sarcoidosis)
10-30%
83%
(caseation)
86%
(toxoplasmosis), -

(cat—scratch disease) (actinomycosis)

(Sjo gren’ s syndrome)

(connective tissue
disease) 40-60
(90%).
(myoepithelial islets)
(intercalated duct)
(psudocystic acini)

(parenchymal cavity)

(sicca)

5-10%
88%
33% .
2-5 mm
(Fig. 6).
43% .
76—88%
50%
80%, 100% .
: (lym—
phoepithelial cyst) [12].
(lymphoepithelial cyst)
HIV
HIV
20—-80% . 30% 50%

(Sjogren’ s syndrome)
(Warthin' s tumor)

1 (first branchial anlomaly)
(cyst)

Fig. 5. Sialithiasis.

A. On the oblique longitudinal scan, a s-
tone is impacted in the Wharton' s duct
near the orifice with dilatation of the
proximal duct. B. Submandibular gland
shows chronic sialadenitis which has
the contracted gland with diffuse low e-
cho with dilatation of the Wharton’s
duct (diameter over 4 mm).
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(fistula) (hyoid)
(Fig. 7). (tract)
(dermoid cyst)
(sialocele)
(retention cyst)
(buccolingual accessory gland)
(simple ranula)
(pluging ranula) (Fig. 8).

/ (epidermoid/dermoid cyst),
(thyroglossal duct cyst), (cystic
hygroma)

(polycystic disease of the parotid)

22 3 2003

(pleomorphic adenoma)

(mixed tumor)
(epithelial component)
(chondroid), (myoepithelial)
component)

(myxoid),
(osteoid

84%, 8%, 6.5%, 0.5%
90% ,

’

(posterior enhancement)
25% (satellite nodule)

5-10 3-13%
. 25% (carcinoma
ex pleomorphic adenoma).
[14].

Fig. 6. Sjo gren’ s syndrome.

A. T2 weighted MR image shows en-
largement of the bilateral parotid glands
with numerous high intensities.

B. Ultrasonography shows numerous
hypoechoic nodules in the whole gland
parenchyma with mild dilatation of
Stensen’ s duct.

Fig. 7. First branchial arch anomaly.

A. Distribution of first branchial anomaly
is from the external auditory canal supe-
riorly down to the hyoid bone inferiorly.
B. An oval shaped cyst has the thin wall
in the superficial lobe of the parotid g-
land (M: mandibular ramus).
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(basal cell adenoma)
2%

(adenoid cystic carcinoma)

(oncocytoma)

(oxyphilic granular cell adenoma)

tumor)

(Warthin’ s tumor)
6~10%
(papillary cystadenolymphoma)

- ..-_r.n——';...-i-,e.--?.-_-rﬁlg_:-:r—- e |

(Warthin’ s

o

e

= [l
b b L T
s

(duct) (tail)
40 .
5-15%
. (hilar type) (central
vascularity) (Fig. 9).
FDG PET (uptake)
(branchial cyst)
(nerve sheath tumor)
(schwannoma)
(cystic change) (Fig. 10).

Fig. 8. Plunging ranula.

A. Contrast enhanced-axial CT shows
fluid collection around the submandibu-
lar gland. B. Cyst-like lesion dives into
the right submandibular space from the
sublingual space (S:submandibular g-
land, arrows: mylohyoid muscle).

P Bl

Fig. 9. Warthin’ s tumor.

A. FDG PET show hypermetabolic spot
in the left parotid area. B. Transverse ul-
trasound shows oval shaped mass with
heterogeneously low echogenicity in
the parotid tail.
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(stylomastoid) (acinic cell tumor)
[15]. . 2—-4%
(neurcfibromatosis) 1 15-17%
2
(granular cell)
20%, 60%, (clear cell)
80%
30~-35%
(lymphoma)
(mucoepidermoid carcinoma)
30%
50% 50% .
(buccal mucosa) . . 1-8%
80%
(low malignancy)
31
12-14% .
(Warthin’
(adenoid cystic carcinoma) s tumor), (acinic cell tumor),
4-15% .
2—6% , 15% , 15% , 25— (pleomorphic adenoma), (oncocytoma),
31% ,
40 .
(perineural invasion) . (mucoepidermoid) ,
(phlebolith)

A

Fig. 10. Facial nerve schwannoma.

A. T2 weighted image shows the parotid mass with two components of which the former is the Antoni type A, compacted component
with higher cellurity and the latter is Antoni B component, loose one with lower cellularity. Note cystic change in the central component.
B. On gadolinium-enhanced T1 weighted image, the central higher compact component shows the intense enhancement, and the
outer loose component shows the less enhancement. C. Transverse scan shows these two components seperatedly.
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(Kimura disease)

(eosinphilia)
4.

(imaging—based level nodal classification)
400-700 300
25-40% (micro—

metastases)
1999 (imaging
based nodal classification) (Fig. 11)
[16]. (parotid node or

retropharyngeal node)

24.3%
84%
88% 82%
98%, 95% . 3~12mm
70% 89%
.CT MRI . PET
. PET
, (Warthin' s tumor)
1cm
42% 1cm .
/ (maximal

longitudinal/largest transverse diameter ratio)

uT 2 81-95%
67—-96% (hilum)
(76—92%)
[17, 18].

(nodal cortex thickness):

(70%). (follic—
ular hyperplasia) (eccentric)
(margin):  46%
14%
(nodal echotexture):
11%
38%
(keratinized)

(coagulation necrosis)
(caseation necrosis)

Fig. 11. Diagram of the head and neck viewed from the left
oblique anterior projection. The broad lines outline the bound-
aries of the nodal levels, and | to VII identify the specific nodal
levels of the imaging based level nodal classification.
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( )
T
(pulsed Doppler)
Chang 81% RI 06
19% RI 06
[19].
power
. Wu
4 .1 (hilar
type), 2 (spotted type), 3
(peripheral type, 4 (mixed type)
83%
78% (non—hilar type)( 47%,
20%, 11%) [20].
Steinkamp , ,
(82.1%)
(84.7%).
. Wu
(vascular index) 0.048
0.169
(positive
predictive value)
[21].
4%
1/3
1/3
CT MRI
96% 69%

22 3 2003

(fluid)
(Fig. 12).

(encasement)
. (internal jugular vein)
(Valsalva)

(lymphomatoid node)

(treated nodes)

85.3%
16,Rl 08

97.9%, 8 mm
7.7% . Steinkamp Pl
(cut—off value) 96%

[22].

Fig. 12. Metastatic lymph node from thyroid carcinoma. These
level Il nodes shows decreased L/T ratio, cluster of multiple
lymph nodes, absence of hilar echo and heterogeneous internal
echo.
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(Fig. 13). epithelium) . (follicle)

(melanoma) .
1-2% , 25% , 60%
(pseudohilum) . 13-14%
40% . 1%
[17, 23].
(Kikuchi disease: histiocytic necrotizing lym-
phadenitis)
[24, 25].
(self—limited). (Fig. 14).

25 cm
(posterior triangle)

[17].
5. (congenital neck cyst)
(thyroglossalduct cyst)
30 83.3%
(foramen cecum) Fig. 13. Tuberculous lymphadenitis. This level V node shows
(suprasternal) . the low internal echo with heterogeneity, slightly decreased L/T
(squamous) (ciliated pseudostratified ratio without presence of hilar echo.

A B
Fig. 14. Thyroglossal duct cyst.
A. The diagram traces the course of the thyroglossal duct cyst from the foramen cecum downward, at first ventral to the hyoid bone
and then dorsal to the hyoid. The duct then descends in the neck to the level of the normal thyroid bed, especially pyramidal lobe. B.
On the midline longitudinal scan, an oval shaped cyst is surrounding the hyoid bone (H). The right of the picture is the feet side.
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3 4
[24]. (pyriform sinus) (fistula)
(branchial anomaly)
2
80—-90% )
. (bronchogenic cyst),
(sternocleidomastoid muscle) , (thymic cyst), (laryngocele)
, [24].
(fistula) (Fig. 15).
1 8% (cystic lymphangioma)
(Fig. 7). 90% 2
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Fig. 15. A. Diagram of the course of the
second branchial anomaly. The cuta-
neous opening is located along the an-
terior border of the sternocleidomastid
muscle. The tract passes through bifur-
cations between the internal carotid
rtery (ICA) and external carotid artery
(ECA), finally into the palatine tonsil (T)
(CCA: common carotid artery). B. The
oblique scan shows a well defined
mass posterior to the submandibular g-
land (SMG) and anterior to the stern-
ocleidomastid muscle. It has echogenic
contents with coarse echoic debris
mimicking solid neoplasm.

Fig. 16. Cystic hygroma with hemor-
rhage.

A. T2 weighted image shows the multi-
septated cystic lesion in the right parotid
gland. Hemorrhage is detected in the
several cysts. B. Color Doppler shows
the cyst mixed with several vascular
structures (open arrow head).



(sac) .
(cystic hygroma), (cavernosus)
(capillary) (Fig. 16).
(hemangioma)
2
dexycycline OK-
432(picibanil) (sclerotheraphy)
(epidermoid cyst)
20-30
(submandibular space)
CT (Fig. 17).

(thymic cyst)
(thymopharyngeal duct)

[26].

6. (miscellaneous)

(deep neck infection)
(prevertebral) ,

, (tonsillitis),
(peritonsillar inflammation), ,

Fig. 17. Epidermoid in the sublingual
space.

A. Coronal CT shows the spherical cyst
in the sublingual space. B. Inverted ul-
trasonographic scan shows low echoic
lesion, which is separated from the hy-
oid bone, with the well defined margin
with numerous echogenic foci.

Fig. 18. Buccal abscess.

A. Axial CT shows abscess in the left
buccal space. B. Transverse ultra-
sonography shows fluid collection with
widening of the Stensen’ s duct (criss-
crosses). This patient has history of re-
current episodes of buccal infection due
to stricture of Stensen’ s duct.
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. (paraganglioma or glomus tumor)
(streptococci) (staphylococci)

(Fig. 18). , (glomus vagale),
[24]. (glomus jugulare), (glomus tympanicum)
10% 5%
(lipoma)
. 90%
(Fig. 19).
CT . (liposrcoma) [24].
[27]. (fibromatosis colli)
(sterno—
(schwannoma) cleidomastoid muscle)
(schwann) . (torticollis)
(Fig. 20).
2.5%
(tongue and mouth floor)
(praganglioma) (Fig. 10).
M—
(neurofibroma) .
(endoneurium) 2 (digstric muscle)
(concentric) . . (mylohyoid muscle) (sublingual)
(plexiform) (submandibular)

(neurcfibromatosis) 1

, (lamina propria) 3

Fig. 19. Lipoma in the posterior triangle shows elliptical solid Fig. 20. Fibromatosis colli. Oblique ultrasonography shows the
mass (arrows) with multiple internal echogenic lines parallel to fusiform enlargement of the sternocleidomastoid muscle with
the skin surface. heterogeneous internal echo.
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(tongue cancer)

8 mm
8 mm

[28].

(cervical esophagus)
C5 T5

5 mm

(blind area)

29.5%

75%

(Fig. 21):

(diverticulum),

«

[24].
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