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Abstract

Head and neck squamous cell cancer is common in several regions of the world in which there is
extensive use of tobacco and high consumption of alcohol. The clinical manifestations of squamous
cell carcinoma of the larynx sometimes can mimic thyroid cancer. Here we report a case of 72-year-
old male who presented with hoarseness, body weight loss, dyspnea and appearance of enlarged neck
mass, which mimicked a thyroid tumor. Fine-needle aspiration cytology of thyroid nodule was suspi-
cious of suppurative thyroiditis. Computerized tomography of neck showed suspicious thyroid cancer
with airway compression. He received total thyroidectomy. The pathologic report of thyroid was kera-
tinizing squamous cell carcinoma from larynx or hypopharynx. Then the patient underwent total laryn-
gectomy. However, he had progressive enlargement of left neck mass and expired later even after rad-
ical neck and lymph nodes dissection. In conclusion, laryngeal cancer may present as thyroid tumor.
Correct preoperative evaluation such as ultrasound-guided fine-needle aspiration cytology, immuno-
histochemical stain, computed tomography, magnetic resonance imaging, and even large bore needle
biopsy are needed to avoid unnecessary operation.  ( J Intern Med Taiwan 2007; 18: 51-55 )
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Introduction
Head and neck squamous cell cancer is common

in several regions of the world in which there is ex-

tensive use of tobacco and high consumption of al-

cohol. The ratio of male to female is 4 to 5:1 1.

The larynx is divided into three anatomic re-

gions: the supraglottic region larynx, glottic larynx,



and the subglottic larynx which extends to the infe-

rior border of the cricoid cartilage. Persistent hoarse-

ness is frequently the initial complaint in glottic can-

cers; the later symptoms may include dysphagia, re-

ferred otalgia, chronic cough, hemoptysis, and stri-

dor. Biologic behavior also varies according to loca-

tion 2 .

The presence of a thyroid nodule in most in-

stances represents primary thyroid pathology and it

is only rarely that secondary tumors present either as

a solitary thyroid nodule or as a diffuse swelling 3, 4.

Here we report a case of squamous cell carci-

noma of the larynx presenting as thyroid tumor.

Case report
A 72-year-old male suffered from hoarseness of

voice about a half year ago. He did not pay attention

to it. Two months before hospitalization, he felt fa-

tigue, hand tremor, anorexia, and body weight loss of

8 Kg in recent two months. He also had the enlarge-

ment of neck mass and dyspnea on exertion for two

weeks. He was admitted for further management and

evaluation.

On physical examination, the body height was

161.8 cm; the body weight was 47. Kg; the body tem-

perature was 37.5 ; the pulse rate was 100 beats per

minute; the respiratory rate was 25 per minute and

the blood pressure was 140/90 mmHg. The conscious

was clear. His thyroid was enlarged; grade II, hard in

consistency, movable on swallowing, no tenderness,

and no lymphadenopathy. Chest expansion was sym-

metric. Coarse breathing sound with stridor was

heard. The heart rate was rapid without audible mur-

mur. Abdomen was flat with normoactive bowel

sounds. There was no pitting edema in the lower ex-

tremities.

Laboratory data revealed white cells of 12.33 K/

L, hemoglobin of 12.9 g/dL, platelet count of 453

K/ L, and biochemical data were normal. Endocrine

profile showed T3 79.6 ng/dL, Free T4 1.13 ng/dL

(normal: 0.6-1.75 ng/dL), hsTSH 0.017 IU/ mL
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Fig.1.Ultrasound-guided aspiration cytology of left thy-
roid nodule revealed multinucleated giant cell with
polymorphonuclear neutrophils in the cytoplasm.
(Riu's stain 400)

Fig.2.Neck CT revealed tumor mass at the left lobe of
the thyroid with airway compression.

Fig.3.The pathologic report showed keratinizing squa-
mous cell carcinoma at the periphery of thyroid
gland with involvement of adjacent soft tissue.
(H& E stain 400)



(normal: 0.1-4.5 IU/ mL). C-reactive protein was

17.5 mg/dL (normal: <0.8 mg/dL).

During admission, he felt progressive dyspnea

and emergent tracheostomy was performed. Chest X-

ray showed partial collapse of left lower lung with

blunt costophrageal angle at that side. There was no

evidence of destructive bone lesion. Thyroid sonog-

raphy showed nodular goiter at right lobe of thyroid

and the margin connecting with trachea was not clear.

Ultrasound-guided fine needle aspiration of right thy-

roid nodule showed cluster of follicular cells and the

left nodule revealed multinucleated giant cells with

polymorphonuclear neutrophils in the cytoplasm.

The impression of aspiration cytology was acute sup-

purative thyroiditis (Figure 1). Patient had fever dur-

ing admission which was suspected to be related to

acute suppurative thyroididtis. The sputum culture

grew Klebsiella pneumoniae and the patient was

treated with antibiotics. Neck CT scan revealed thy-

roid cancer with airway compression (Figure 2). He

underwent total thyroidectomy. The pathologic report

showed keratinizing squamous cell carcinoma at the

periphery of the bilateral thyroid glands with in-

volvement of adjacent soft tissue. An invasive carci-

noma from larynx or hypopharynx was most likely

(Figure 3). The staging workup revealed stage IV

(T4N0M0). He underwent the operation of total la-

ryngectomy and flap reconstruction after eleven days

of first total thyroidectomy. The pathologic report re-

vealed squamous cell carcinoma of larynx, with in-

vasion to cart i lage,  muscle and soft  t issue.

Postoperative radiotherapy was performed.

However, the progressive enlargement of the left

side neck mass and shrinkage of the size of tra-

cheostoma were noted later. He received left side rad-

ical neck lymph nodes dissection and stomaplasty. The

patient felt severe pain over the left buccal and neck

area on the following day, and massive hematemesis

from the mouth occurred once. The patient's general

condition was deteriorated. His family requested to

discharge against medical advice and expired at home.

Discussion
The larynx is the most common site of head and

neck cancer in United States. In a report from the

National Cancer Data Base, laryngeal carcinoma ac-

counted for 21 percent of 295,022 cases of head and

neck cancer (including lip and thyroid gland) 5.           

Persistent hoarseness is a warning sign that can

lead to the detection of tumor at an early stage 6. In

our case, the patient felt hoarseness about 6 months

ago and he did not pay attention to it. The enlarge-

ment of neck mass, sense of dyspnea and stridor were

noted few weeks before admission. Delay in diagno-

sis can contribute to the presentation with later stage

disease 7. Direct extensions of tumors into thyroid,

especially of carcinomas from pharynx, larynx, tra-

chea or soft tissue of the neck, have been document-

ed 8. However, it is rare for tumor invasion to the thy-

roid to simulate a primary thyroid neoplasm 9, 10. 

Ultrasound and ultrasound-guided fine-needle

aspiration cytology should be always used for the pre-

operative staging and for the postoperative follow-up

of the status of the neck with cancer of the larynx be-

cause of the high accuracy, availability and semiin-

vasivity, and in order to enhance the reliability of the

evaluation of the malignant disease progression 11.

The cytological diagnosis of non-thyroid lesions in

or near the thyroid is usually difficult in the absence

of a suggestive history, but such lesions must be con-

sidered when the cytology is unusual for the site 12. In

this case, the patient presented with hoarseness of

voice, loss of body weight, dyspnea, stridor and pal-

pable thyroid mass which moved up and down when

patient swallowed. The report of fine-needle aspira-

tion cytology at left neck nodule was suppurative thy-

roiditis, which may be related to the local tissue re-

action to the invasion of squamous cell carcinoma.

Imaging studies are important in the identifica-

tion of non-thyroidal lesion. The patient's neck CT

showed thyroid cancer with the airway compression.

Therefore, he received total thyroidectomy. However
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the pathologic report was keratinizing squamous cell

carcinoma at the periphery of bilateral thyroid glands,

with involvement of adjacent soft tissue. An invasive

carcinoma from larynx or hypopharynx was most like-

ly. The thyroid glands also revealed nodular goiter

with papillary change, but no characteristics of papil-

lary carcinoma was seen. Non-thyroid lesions that

present clinically as a thyroid mass often confused

with thyroid lesion. A positive immunohistochemical

stain for thyroglobulin is helpful in defining the source

of the aspirated tissue as thyroid in origin. Negative

staining would not entirely exclude a thyroid tumor 13.

Imaging studies such as computed tomography and

magnetic resonance imaging are important in the di-

agnosis, staging of head and neck cancer and assess-

ment of lymph node metastasis 14, 15.   There may be no

need for performing thyroidectomy in all patients who

received total laryngectomy. Thyroidectomy may be

necessary only in laryngeal carcinoma cases with sub-

glottic extension and advanced hypopharyngeal tu-

mors 16. Among high risk patients with resected head

and neck cancer, concurrent postoperative chemother-

apy and radiotherapy significantly improve the rate of

local and regional control and disease-free survival 17.

An organ preservation of treatment is combined with

chemotherapy and radiotherapy and is also worth to

try for laryngeal cancer 18, 19. The present case high-

lights the importance of the cooperation among the

clinician, medical oncologist, surgical oncologist, and

radiologist in the management of unusual lesions

which were found near the thyroid.

In conclusion, laryngeal cancer may present as

thyroid tumor. Correct preoperative evaluation such

as ultrasound-guided fine-needle aspiration cytology,

immunohistochemical stain, computed tomography,

magnetic resonance imaging, and even large bore

needle biopsy are needed to avoid unnecessary oper-

ation.
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