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A Case of Rapidly Progressive Glottic Cancer Metastasizing
to the Axillary Lymph Node
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—ABSTRACT —

Axillary node metastasis of head and neck squamous cell cancer is uncommon. We experienced a case of 68-year-
old man who presented as 6- months history of a hoarseness. The pathologic diagnosis was squamous cell carci-
noma of glottis. He was treated by conventional radiotherapy 6520 cGY for 6 weeks. However, at 3 weeks after
completion of radiotherapy, ipsilateral axillary metastasis was detected and progressed to death. We report this
case with a review of literature. (J Clinical Otolaryngol 2017;28:288-291)
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Fig. 1. Laryngoscopic finding of pre-radiotherapy; red-
dish and irregular surface mass presents with anterior
commissure and subglottic extension in both true vocal
cord.
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Fig. 3. Pre-radiotherapy PET scan : Mild FDG uptake in
left lower neck (max SUV=2.09).
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Fig. 2. Pre-radiotherapy contrast enhanced CT scan ; Right tfrue vocal cord is irregulary thickened & enhanced (A).
Benign appearanced and multiple aggregated lymph nodes in the left neck (B).
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Fig. 4. Laryngoscopic view of post-radiotherapy; white
granulation tissue presents in both true vocal cord &
subglottis. Pre-radiotherapy tumor is not found.
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Fig. 6. Post-radiotherapy PET CT ; Markedly increase FDG
uptake in left neck mass (max SUV=9.68) (small arrow),
Newly metabolic active mass in left axila (mox SUV=12.84)
(medium arrow), and Newly metabolic active mass in
subpleural RUL mass (max SUV=4.27) (large arrow).

Fig. 5. Post-radiotherapy contrast enhanced CT scan ; multiple irregular margin lymph node is present on neck CT (A)
huge heterogenously enhanced mass present at left axilla suspected chest wall invasion (small arrow) newly devel-
oped irregular subpleural is present at Rt upper lobe (large arrow) on chest CT (B).
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