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CASE REPORT
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THE FOREARM

Hakan KORKMAZ, MD'; Engin DURSUN, MD'; Giileser SAYLAM, MD';

Miige AKMANSU, MD?*; Adil ERYILMAZ, MD'
Ankara Numune Training and Research Hospital, 3™ Otorhinolaryngology Clinic, Ankara, Turkey *Gazi University Faculty of
Medicine, Department of Radiation Oncology, Ankara, Turkey

SUMMARY

Early laryngeal cancers usually respond well to treatment, but sometimes the disease may progress aggressively. An adult male patient
with Tla glottic cancer underwent narrow field radiation. Initially the disease responded well but in 2 months local recurrence with a
tonsillary lesion appeared. The patient underwent a major operation including oropharyngeal resection, total laryngectomy, bilateral neck and
paratracheal dissections. Adjuvant chemoradiation was started, but 3 weeks later a biopsy proven metastasis developed on the left forearm.
Chemotherapy regimen was readjusted and local radiation was given, but the mass responded partially. Then, lung metastasis developed and
the patient died in 3 months.
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LARINKS KANSERININ NADiR METASTATIK ORNEGIi: ONKOL

OZET

Erken laringeal kanserler genellikle tedaviye iyi yanit verirler, fakat bazen hastalik agresiv bir ilerleme gosterebilir. T1a glottik kanserli
erigkin hasta, dar alan radyoterapi aldi. Baslangicta hastalik iyi yanit verdi, fakat 2. ayda tonsiller lezyonla birlikte lokal rekiirrens goriildii.
Hasta, orofaringeal rezeksiyon, total larinjektomi, bilateral boyun ve paratrakeal diseksiyonu igeren major bir operasyon gegirdi. Adjuvan
kemoradyoterapi baslandi, fakat 3 hafta sonra biyopsi ile sol dnkolda metastaz gelistigi tespit edildi. Kemoterapi rejimi yeniden uyguland: ve
lokal radyoterapi verildi, fakat kitle parsiyel yanit verdi. Sonra, akciger metastazi gelisti ve hasta 3. ayda kaybedildi.

Anahtar Sozcikler: Larinks, kanser, metastaz, 6nkol

INTRODUCTION Metastasis of head and neck carcinoma to the

Head and neck squamous cell cancer forearm region has not been reported previously to
(HNSCC) accounts for 6-10% of all human our best knowledge. Uncontrolled progression of a
moderately differentiated early cancer of larynx,
recurring locally along with a tonsillary cancer is also
a rare entity.

malignancies, larynx and oropharynx are the most
common localizations'. Early laryngeal cancers
respond well to single modality treatment, but
sometimes the disease may progress aggressively CASE PRESENTATION

despit imal treat t.
espiie haximat treatmen A 56 years old male patient, with a history of

HNSCC has a predilection to cervical lymph heavy smoking (60 pack-year) and regular alcohol
node metastasis, and hematogenous spread is less consumption  (20-30cc/day),  presented  with
frequent. With improved methods of locoregional hoarseness of 2 months duration. Office examination
control, the reported incidence of distant metastasis with mirror and 90 degree rigid endoscopy revealed
has risen. It is reported as 3- 8 %, but postmortem Tla glottic lesion, limited to right vocal cord and
studies give figures between 34 and 57%"°. The lung anterior comissure. Computed tomography (CT)
is the most common site involved, followed by scans confirmed endoscopic findings (Figure-I).
mediastinum, bone, central nervous system and other Neck examination and other physical findings were
organ systems™”. Unusual metastatic sites such as negative, and blood chemistry was within normal
skin, percutaneous gastrostomy site, small intestines, limits.

spleen and scapular muscles are also reported’. ) ) .
P 3 P Biopsy was  performed via  direct

laryngoscopy under general anesthesia and the
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cancer. The patient received hyperfractionated 4800
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radiation to larynx with the diagnosis of stage I
glottic carcinoma.

Figure 1. Computed tomography scan shows T1la glottic lesion,
limited to right vocal cord and anterior comissure (arrow).

Control office examination 2 months after the
completion of radiation revealed minimum edema
and thickening of the vocal cords without any lesion.
However, within the next 4 weeks the patient
developed a right tonsillary mass and hoarseness. On
physical examination, there was a 4x3 cm well
circumscribed exophytic mass in the right tonsillar
fossa and a transglottic lesion involving both cords
with subglottic extension and mobile arytenoids.
Same lesions (tonsil and larynx) and extralaryngeal
extension was detected on CT scans (Figure II, III).
The neck was negative as well as the chest CT.
Biopsy of both lesions (tonsil and larynx) were
reported as squamous cell cancer.

The patient was diagnosed to have
synchronized multiple head and neck cancer, of
which one was a radiation failure. He underwent a
major surgery including oropharyngeal tumor
resection with lip split incision and total
laryngectomy, bilateral type III modified radical neck
dissection, and paratracheal dissection with modified
Conley incisions. Oropharyngeal defect was repaired
primarily and so the pharynx. Postoperative period
was uneventful, except for minor flap necrosis, and
he was discharged on the 10th postoperative day.

On histopathological examination both
specimens were reported as poorly differentiated
squamous cell cancer with vascular invasion and
negative margins. There was significant subglottic
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extension and thyroid cartilage invasion. One lymph
node was involved at level II on the right site, and 6
nodes were involved bilaterally in the paratracheal
region. With these poor prognostic markers adjuvant
chemo-radiation was started at the 4th postoperative
week. Total dose of 5000 cGy conventional radiation
(200 cGy/day) was given to the fields involving
bilateral necks, right tonsillary region and upper
mediastinum. The chemotherapy included 6 cycles of
cisplatin (50mg/m?2) given every 3rd week. At the 3rd
week of radiation a 3x3 cm subcutaneous swelling
appeared on the dorsal aspect of left forearm. The
mass enlarged gradually and became fixed in a week.
Magnetic resonance imaging (MRI) was obtained
which revealed a solid lesion invading the skeletal
muscles (Figure IV). CT of the brain and chest was
negative for metastasis. Biopsy of this lesion was
consistent (squamous cell cancer) with the metastasis
of head and neck cancer. The chemotherapy regimen
was reorganized and the dose of cisplatin was raised
to 100mg/m2 and also taxophene was added. A total
dose of 2800 cGy hyperfractionated radiation (200
cGy/fr x2 for 7 days) was given to the forearm with
linear accelerator. The forearm lesion was reduced to
a size of 2x1 cm and stabilized. However, 2 months
later lung metastasis appeared and the patient died
after another 3 months.

Figure 2. Computed tomography scan shows a 4x3 cm well
circumscribed mass (arrows) in the right tonsillar fossa (star).
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Figure 3. Computed tomography scans show a transglottic lesion
involving both cords with subglottic (arrow) and extralaryngeal
extension (star).

Figure 4. Sagittal (a) and axial (b) sections of magnetic
resonance imaging of the left forearm dorsal region, showing the
subcutaneous 4x5 cm solid mass invading the skeletal muscles.

DISCUSSION

Distant metastasis is the spread of tumor to
other organ systems, and can be of two types. First is
lymphatic spread to nodes other than regional such
as; mediastinal, abdominal or axillary and the second
is hematogenous spread’. In HNSCC, distant
metastasis generally occurs after regional metastasis,
and advanced nodal disease increases the incidence
by threefold”.

There is no known factor to predict
metastasis, but host defense and tumor biology may
play role. The explanation to unusual sites of
metastasis such as the forearm is even less clear. The
disturbance of lymphatic drainage due to surgery and
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radiation may result in alternative pathways of
drainage. This phenomenon can result in lymphatic
metastasis of cancer to sites below the clavicle®.
Another possible explanation is hematogenous spread
of the tumor’.

Our patient with the history of heavy
smoking and alcohol initially presented with early
laryngeal cancer which recurred shortly after the
completion of radiation along with another
oropharyngeal lesion. Despite aggressive surgical
treatment followed by adjuvant chemo-radiation, the
disease metastasized to an unusual distant site. The
biological explanation of this tonsillary lesion is a
dilemma. Tonsils have no afferent lymphatics, so
lymphatic spread from another head and neck
primary is a weak possibility. It can be a second
primary cancer of oropharynx. Having such an
aggressive tumor with unusual metastatic pattern,
another possible explanation is the hematogenous
spread from the laryngeal primary. Our initial
perspective  was, the patient had multiple
synchronous primary head and neck cancer and we
aimed to cure both. However, the pattern of the
disease progress seems to be more on the side of an
hemotogenous spread.

Such an aggressive behavior manifested by
an early laryngeal cancer is a rare entity. In our
opinion, unknown factors of host defense and tumor
aggressivity may sometimes lead to such situations.
However, there is no proven immunological or tumor
factor to predict the aggressivity of head and neck
cancer.
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