Turk J Med Sci
32 (2002) 185-187
© TUBITAK

Sema HUCUMENOGLU'
Nur CELIK'

Gilben ERDEM'

Sinan KOCATURK®

Departments of 1Pathology.
Otorhinolaryngology, SSK  Training and
Research Hospital, Ankara, Turkey

Most nonepidermoid laryngeal carcinomas are either
adenocarcinomas, adenoid cystic carcinomas or
mucoepidermoid carcinomas (1). The nonspesific
adenocarcinomas represent 0.35% to 0.5% of laryngeal
malignant tumors (1). Although adenocarcinoma of the
larynx is an aggressive neoplasm that tends to spread to
both regional lymph nodes and distant sites, papillary
adenocarcinoma is relatively slow growing and non-
aggresive (2). Primary papillary adenocarcinoma of the
larynx is a rare tumor and primary involvement of the
epiglottis with this tumor has been documented in very
few cases. We studied an additional case of papillary
adenocarcinoma arising on the laryngeal surface of the
epiglottis.

Case report

A B53-year-old man was admitted to our hospital
because of hoarseness and a lump in the neck of 6
months’ duration. There was history of smoking but not
of alcohol use. Suspension laryngoscopy disclosed an
ulcerated fungating mass 20 mm in diameter, on the left
portion of the laryngeal surface of the epiglottis. On
physical examination, an enlarged node 20x20 mm in
diameter was palpated in the neck. Biopsy of the lesion
revealed a malign epithelial tumor. Laboratory
investigations were normal except the positivity of
hepatitis B surface Ag. Following tracheotomy under
general anesthesia, a modified horizontal supraglottic
laryngectomy was performed, including the upper
portion of the thyroid cartilage. The margins of the
resection appeared to be free of tumor. The histologic
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diagnosis was moderately differentiated adenocarcinoma.
Metastasis was detected in four lymph nodes belonging to
the left neck dissection. The possibility of a tumoral origin
from any viscera was not suggested, since abdominal
ultrasonography, thyroid, bone, kidneys, liver/spleen and
other abdominal viscera scans yielded no evidence of any
tumoral origin.

The postoperative course was uneventful. After 3
months of follow up, the patient was well.

Pathologic findings

On gross examination, there was a polypoid tumoral
mass 2x2 ¢cm in diameter on the left part of the epiglottis
(Figure 1). Histologic examination revealed an infiltrating
adenocarcinoma often forming papillary fronds, covered
by multiple layers of epithelial cells supported by a
fibrovascular stalk (Figure 2). The epithelial cells were

s e

Figure 1. Macroscopic photograph showing the polypoid tumoral

mass on the laryngeal surface of the epiglottis.
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Papillary Adenocarcinoma of the Epiglottis

Figure 2.

The tumor has a papillary configuration; the epithelial cells
display nuclear pleomorphism and prominent nucleoli
(Hematoxylin-eosin x400).

closely packed, with irregular round to oval nuclei and
moderately abundant cytoplasma. Nucleoli were
prominent, and mitoses were evident. Non-neoplastic
mucosal glandular structures showed moderate dysplasia.
Periodic acid-Schiff, alcian blue and fontana stains
disclosed no abnormality. Immunohistochemical studies
revealed negative immunoreactivity to NSE, S-100,
HMBA45, vimentin and chromogranin; low molecular
weight cytokeratin was strongly positive and
carcinoembryogenic antigen (CEA) was moderately
positive (Figures 3,4)

Figure 3.

Photomicrograph of strongly positive immunoreactivity to
low molecular weight cytokeratin in tumoral cells
(Immunoperoxidase x400).

Glandular carcinomas of the larynx are rare tumors
that constitute less than 1% of all laryngeal malignancies.
The distribution of mucous glands in the larynx has been
described in the literature (1,3-6). The true vocal cords
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Figure 4.

Immunohistochemical CEA positivity is seen in the tumoral
cells covering the papillary fronds (Immunoperoxidase
x400).

are thought to have no glands, while the greatest
concentration of these glands is found on the false cords
and the subglottic surface of the anterior commissure.
The free portion of the epiglottis contains few glands
mainly on the lingual surface (3,7). A review of the
reports on mucous gland tumors of the larynx shows that
the relative incidence of these tumors in different
laryngeal sites correlates with the distribution of the
mucous glands (1). New and Erich were probably the first
to describe six patients with adenocarcinoma of the larynx
among 1300 cases of laryngeal cancers (8). Cady et al.
report, in their series from Memorial Hospital, that of the
2500 primary laryngeal cancers, 31 (19%) were
nonepidermoid and the majority of these were
adenocarcinomas (9). The adenocarcinomas were further
subdivided into adenocarcinoma, adenoid cystic
carcinoma, and mucoepidermoid carcinoma (2). Glandular
neoplasms of the laynx may rarely represent metastatic
foci from a distant site. During the histological
examination, significant dysplasia or carcinoma in situ in
laryngeal glandular structures is an important finding in
the differential diagnosis of primary adenocarcinoma
from a metastatic tumor.

Papillary adenocarcinoma of the larynx has been
described once previously by Mertens et al. (10). Their
patient was found to have papillary adenocarcinoma of
the vocal cord. Roa et al. reported the second case of
papillary adenocarcinoma of the vocal cord (2).
Gadomsky et al. reviewed 1135 laryngeal cancers over a
24-year period and found a 1.7% incidence of
nonepidermoid cancer, with no cases of papillary
adenocarcinoma (11).



Since the glandular neoplasms of the larynx are rare,
they can present a challenge in management to the
otolaryngologist. Papillary adenocarcinoma is amenable
to conservative surgical methods (2). In cases of regional
lymph node involvement, as in our case, a radical neck
dissection completes total or partial laryngectomy (11).
Haberman reported a case of adenocarcinoma (not
otherwise specified), treated with carbon dioxide laser
excision and postoperative radiotherapy (12). Alavi
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claimed that the 5-year survival rate was 57% in patients
who underwent combination therapy versus 50%  for
those patients who received surgery alone in his study
composed of 12 patients with glandular carcinomas (13).
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