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Abstract

A 46-year-old patient who had concurrent symptoms of valleculae
metastases and lung cancer and who was diagnosed as small-cell
lung cancer, is presented. The patient is the first case of small-cell
lung cancer with valleculae epiglottica metastases. Attention was
drawn to the importance of laryngoscopic examination in the evalu-
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ation of patients with primary lung cancer who have symptoms sug-
gestive of throat involvement.
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Introduction

Lung cancer is the most common cause of cancer death in the
world and metastatic dissemination is fairly common. Among
patients with lung cancer, the proportion of those with small cell
lung cancer (SCLC), which is known to be a highly malignant
type with the greatest tendency to rapid dissemination, has dec-
reased over the last decades (1). In the majority of SCLC pati-
ents, the tumour is found to have already spread beyond the
lung before the diagnosis is made (2). To our knowledge, there
has been no report of metastases to the valleculae epiglottica by
lung cancer in the literature.

In the present report, a case of SCLC metastasizing to the val-
leculae which was diagnosed at the same time as the primary
tumour, is presented.

Case Report

A 46-year-old man was admitted to the pulmonology department
with a one-month history of progressively increasing hoarseness,
cough and chest pain. There was no dysphagia. He had a history
of 25 pack/year of smoking but had stopped one year previously.
Physical examination revealed dullness on percussion and decre-
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Figure 1. CT scan of the chest.

ased respiratory sound on auscultation over the lower part of
the left hemithorax. Head and neck examination revealed a
paralyzed left vocal cord, a mass arising from the left vallecu-
lae epiglottica and compressing the epiglottis and the palatine
tonsil. Lymphadenopathy, approximately 3 cm x 2 cm in di-
ameter, was noted in the level I and Il regions of the left neck.
The laboratuary profile was within normal limits except for an
elevated sedimentation rate (55 mm/h). A CT scan of the
chest confirmed a mass in the left hilum that was in contact
with the left main stem bronchus, causing collapse of the lo-
wer left hemithorax, in addition to pleural effusion and mul-
tiple mediastinal lymphadenopathy (Figure 1). A CT scan of
the neck disclosed a mass lesion with smooth contours, 15 mm
in longitudinal axis and projecting into the lumen, located in
the left valleculae (Figure 2). Bronchoscophy revealed a cle-
arly visible lesion in the left main bronchus. Histological exa-
mination of the bronchoscopic biopsy specimens showed
small-cell carcinoma. Biopsy of the valleculae mass and fine-
needle aspiration of the lymph node were performed. Identical
histopathological features were noted in both lesions, compa-
tible with a diagnosis of primary small-cell carcinoma of the
lung. The tumor cells were arranged in sheets that had small,
narrow, and dark cytoplasms with ill defined cell borders and
irregular shaped, hyperchromatic finely granular nuclei with
inconspicuous nucleoli. Mitotic figures and individual cell
necrosis were frequently noted in the tumour cells (Figure 3).
Immunohistochemically, the cells were diffuse positive for ne-
uron-specific enolase (NSE) and focal positive for synap-
tophysin but negative for chromogranin A. The tumour cells
were positive for thyroid transcription factor-1 (TTE-1).

The patient was assessed as being in the advanced stage of
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Figure 2. CT scan of the neck.

the disease (3). A platinol-based chemotherapy protocol plus
external radiotherapy to the neck as a palliative treatment we-
re started. Following treatment, the tumour in the valleculae
and the cervical adenopathy disappeared and the patient
became asymptomatic.

Discussion

SCLC has an increased propensity for early metastases. Re-
lapses are common and long term survival rates are poor. The
liver, abdominal lymph nodes, bone, brain, adrenal glands,
skin, kidneys, pancreas, and breast tissues are the most com-
mon sites of metastasis (4,5). We found no reports of valle-
culae metastases from lung cancer in the medical literature.
Thus, to our knowledge, this is the first case of SCLC with
valleculae metastases who had concurrent symptoms of valle-
culae metastases and lung cancer. The spread of the tumour to
the valleculae may have occurred as a result of the retrograde
movement of tumour cells through the lymphatic vessels of
the neck or through the veins of the neck, and from there to
the valleculae epiglottica.

Metastatic neoplasms in the oral region and in the neck are
rare and account for only 1% of all malignant oral and neck
tumours (6). They are rare in oral soft tissues and are most
often located in the mandible (7,8). Metastatic tumours in
this region typically originate in the breast, followed by the
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Figure 3. Histopathological features of the biopsy specimens.

lungs, kidneys, thyroid glands, intestines, stomach, testes, and
bladder (9-13). In a review of 746 patients with lung cancer,
Dreizen et al noted five manifestations of these tumours in
the oral and neck region, namely a) the superior vena cava
syndrome, b) orofacial metastases, c) cranial nerve palsies,
d) Horner’s syndrome and e) Cushingoid facies (14). Thirty
three percent of these patients developed involvement of
the oral and neck region, with superior vena cava syndrome
being the most common manifestation (46 patients) and
orofacial metastases occurring in 23 patients. Metastatic sites
included the mandible in 8 cases, the face in 12, the parotid
gland in 2 and the mandibular gingiva in 1 case. In another
review of 76 cases of primary neoplasms complicated by ton-
sillar metastases, 12 cases were bronchogenic carcinoma,
with SCLC constituting the majority of the primary lesions
(15). The lung should be considered as an important primary
tumour site which may metastasize to the oral and neck regi-
on (16). Although primary lung cancer with concurrent oral
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and neck metastases is an uncommon entity, this possibility
should always be kept in mind in patients with symptoms
suggestive of a throat involvement.

In conclusion, we would like to emphasize the importance of
laryngoscopic examination in the evaluation of such patients.
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