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ABSTRACT 
 

Laryngeal carcinoma is a common malignancy most commonly presented with hoarseness and 
impending airway obstruction. However, the diagnosis of laryngeal carcinoma with presentation of 
neck cellulitis is a rare presentation.  
Here we report a case of 78 years old man with history of painful left neck swelling extending to the 
left chest which was initially treated as extensive left neck abscess extending to the left chest wall. A 
diagnosis of laryngeal carcinoma was made following incision and drainage of the left neck swelling 
and biopsy of the abnormal tracheal cartilage which revealed squamous cell carcinoma. 
Here we reported an uncommon presentation of laryngeal carcinoma. 
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1. INTRODUCTION 
 

Primary laryngeal carcinoma is estimated to 
comprise 2% to 5% of all malignancies 

worldwide. In primary laryngeal carcinoma, about 
99% or more are primary squamous cell 
carcinomas [1]. The common presentations of 
laryngeal carcinoma include hoarseness with 
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associated symptoms of dysphagia, insomnia, 
mouth symptoms, otalgia or recurrent dyspnea 
[2]. 
 

The guidelines from National Institute for Health 
and Care Excellence (NICE) 2015 recommend 
patient aged 45 and above with symptoms of 
unexplained persistent hoarseness or 
unexplained lump in the neck to receive referral 
appointment within 2 weeks for suspected 
laryngeal cancer [3]. 
 

To our best knowledge, there are few studies 
reported on deep neck infections as initial 
presentations of head and neck cancer [4-7]. 
Here, we reported a case of laryngeal carcinoma 
presenting as neck cellulitis.  
 

2. CASE REPORT 
 

A 78 years old gentleman with long standing 
diabetes mellitus and hypertension, with strong 
family history of malignancy was initially admitted 
to medical ward for community acquired 
pneumonia with left parapneumonic effusion. He 
presented with a week history of left sided chest 
pain associated with pain on his left shoulder as 
well as left neck swelling. He denied symptoms 
of hoarseness or difficulty to breathe. Patient had 
history laryngeal pharyngeal reflux 1 year prior to 
presentation and was treated with oral                  
proton pump inhibitor. Additional history                      
from family members revealed significant            
history of hoarseness which was neglected by 
patient. 
 

Physical examinations showed diffuse left neck 
swelling over left sternocleidomastoid region, firm, 
erythematous and tender on palpation. There 
was also diffuse swelling on left upper chest until 
above the nipple line which appears to be 
erythematous, firm and tender on palpations. 
Bedside endoscopic examination noted 
edematous bilateral false cords obscuring the 
view of the true cords. No obvious mass was 
seen in the supralaryngeal structure. 
 
Computed tomography was performed which 
showed multiloculated enhancing collections in 
the left sternocleidomastoid (SCM) extending 
from C5 to T2 measuring 4.4x4.4x3.6 cm causing 
compression to the trachea and right midline shift 
(Figs. 1 and 2). There were also intramuscular 
collections involving the pectoralis major muscles 
with bony erosions over the medial part of left 

clavicle and first rib. Moderate left pleural 
effusion was present with adjacent collapse 
consolidation. 
 

Incision and drainage of left neck swelling and 
open tracheostomy was performed in view of 
radiological suspicion of collection/abscess. 
Intraoperatively, the left sternocleidomastoid 
muscle (SCM) appeared bulky and firm with 
hemoserous fluid and old blood intramuscularly. 
However, there was no pus discharge. There 
was a diffuse hard mass adhering to the left 
thyroid cartilage with distortion of normal 
anatomy of the larynx. Tracheal cartilage was 
deviated to the   right due to mass effect. The 
mass was biopsied for histopathological 
examination. Direct laryngoscopy was not 
performed due to intraoperative deterioration of 
patient condition. 
  
The histopathological examination biopsy of the 
thyroid cartilage and left SCM revealed 
moderately differentiated squamous cell 
carcinoma (SCC). 
 

Multidisciplinary discussion was done and the 
diagnosis of SCC most likely extension from 
primary laryngeal carcinoma was made since it 
was more likely than primary thyroid where SCC 
is rare. Furthermore, in view of the distortion of 
laryngeal structures from the CT (Fig. 1) the 
diagnosis made for this case was laryngeal 
carcinoma. 
 
Post operatively, patient condition deteriorated 
due to overwhelming sepsis and succumbed to 
death after a week. 
 

3. DISCUSSION 
 
In a recent study by Shephard et al, recognising 
laryngeal carcinoma in primary care, the 
presentation listed includes hoarseness, 
sorethroat, recurrent dyspnoea, otalgia, 
dysphagia, insomnia [2]. Symptoms such as 
neck lumps as presentations of head and neck 
cancer was reported in a study by Dolan et al. 
[8]. The commonest symptoms of cancer in the 
head and neck includes local pain, neck mass, 
voice change, dysphagia, weight loss, referred                
pain, bleeding, stridor and cranial nerve 
dysfunctions [8]. However, the commonest 
combinations of two symptoms associated with 
supraglottic tumour includes voice change and 
dysphagia [8]. 



 

Fig. 1. Axial, contrast enhanced computed tomography showing extension of the mass from 
anterior commissure to posterior third of the vocal cord involving paraglottic and preglottic 

region. There is erosion of the thyroid cartilage posteriorly involving the parac

 

Fig. 2. Coronal, contrast enhanced computed tomography showing a) thyroid cartilage erosion 
with mass effect causing narrowing of airway. b) left SCM multiloculated enhancing collection 

with no clear fat plane with adjacent left thyroid lobe. c) bony erosion of m
clavicle. d) bony erosion of manubrium sternum and first rib. e) diffuse s

Presentations of lymph node metastasis as deep 
neck abscess or cervical cellulitis is uncommon 
and maybe secondary to the relatively effective 
blood supply to the head and neck area [9]. It 
has been hypothesized that infected ulcer from 
the primary tumour is a probable source of the 
abscess forming bacteria, which then drain into 
the lymph nodes [10]. 
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Axial, contrast enhanced computed tomography showing extension of the mass from 
anterior commissure to posterior third of the vocal cord involving paraglottic and preglottic 

region. There is erosion of the thyroid cartilage posteriorly involving the paracartilage region
 

 

Coronal, contrast enhanced computed tomography showing a) thyroid cartilage erosion 
with mass effect causing narrowing of airway. b) left SCM multiloculated enhancing collection 

with no clear fat plane with adjacent left thyroid lobe. c) bony erosion of medial part of left 
clavicle. d) bony erosion of manubrium sternum and first rib. e) diffuse subcutaneous edema 

at left chest 
 

Presentations of lymph node metastasis as deep 
neck abscess or cervical cellulitis is uncommon 

y to the relatively effective 
blood supply to the head and neck area [9]. It 
has been hypothesized that infected ulcer from 
the primary tumour is a probable source of the 
abscess forming bacteria, which then drain into 

There are several case reports on unusual 
presentations of laryngeal carcinoma. In the case 
described by Pezier et al, the initial presentations 
of patient was stridor caused by the 
endolaryngeal tumour and extraluminal 
compression from subcutaneous emphysema 
which was due to the perforation of tumour 
through the laryngeal cartilage [11].
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Axial, contrast enhanced computed tomography showing extension of the mass from 
anterior commissure to posterior third of the vocal cord involving paraglottic and preglottic 

artilage region 

Coronal, contrast enhanced computed tomography showing a) thyroid cartilage erosion 
with mass effect causing narrowing of airway. b) left SCM multiloculated enhancing collection 

edial part of left 
ubcutaneous edema 

several case reports on unusual 
presentations of laryngeal carcinoma. In the case 
described by Pezier et al, the initial presentations 
of patient was stridor caused by the 
endolaryngeal tumour and extraluminal 
compression from subcutaneous emphysema 

was due to the perforation of tumour 
through the laryngeal cartilage [11]. 



 
Fig. 3. Axial, contrast enhanced computed tomography showing a) multiloculated enhancing 

 
Another case reported by Ereno et al, 
presentation of atypical carcinoids of larynx 
presented with scalp nodule [12]. The scalp 
nodule was a metastases from the laryngeal 
tumour [12]. 

 
Study by Lin et al, 4 out of 81 patients with deep 
neck infections was diagnosed with head 
neck cancer [4]. The prevalence of head and 
neck cancer with initial manifestation of deep 
neck infections was found to increase in patient 
aged more than 40 years 4. In another study by 
Wang et al, in 301 patients with deep neck 
infections [7], were identified diagnosed with 
primary head and neck cancer with initial 
presentation as deep neck abscess
primary origin of the cancer was found to be 2 
from nasopharynx, 2 from oropharynx and 1 
patient each from hypopharynx, parotid and 
maxillary sinus [5].  

 
Lee et al reported 2 cases of supraglottic 
squamous cell carcinoma with initial 
presentations of abscess in the metastatic nodes 
which both cases age more than 60 years old
He also reported a case of pyriform fossa SCC 
presenting as cervical cellulitis [6].  

 
In the available reports that we identified, 
laryngeal carcinoma can present with neck 
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Axial, contrast enhanced computed tomography showing a) multiloculated enhancing 
collections in the left SCM 

by Ereno et al, 
presentation of atypical carcinoids of larynx 
presented with scalp nodule [12]. The scalp 
nodule was a metastases from the laryngeal 

Study by Lin et al, 4 out of 81 patients with deep 
neck infections was diagnosed with head and 

. The prevalence of head and 
neck cancer with initial manifestation of deep 
neck infections was found to increase in patient 
aged more than 40 years 4. In another study by 
Wang et al, in 301 patients with deep neck 

identified diagnosed with 
primary head and neck cancer with initial 
presentation as deep neck abscess [5]. The 
primary origin of the cancer was found to be 2 
from nasopharynx, 2 from oropharynx and 1 
patient each from hypopharynx, parotid and 

Lee et al reported 2 cases of supraglottic 
squamous cell carcinoma with initial 
presentations of abscess in the metastatic nodes 
which both cases age more than 60 years old [6]. 
He also reported a case of pyriform fossa SCC 

 

In the available reports that we identified, 
laryngeal carcinoma can present with neck 

abscess [6,11,13,14], only one case reported as 
cervical cellulitis [6].  
 
The management of neck abscess associated 
with head and neck malignancy 
appropriate management of the abscess as well 
as definitive treatment of the tumour without 
delaying the oncological intervention
Nevertheless, in view of massive local infiltration 
of tumour cells facilitated by the abscess and the 
extensive nature of the tumour, the long term 
prognosis for these cases remains poor
Despite these conditions, our patient had limited 
choice of treatment considering his multiple 
uncontrolled comorbidities, late presentations 
and poor general conditions. 
 
4. CONCLUSION 
 
To our knowledge, presentation of laryngeal 
carcinoma as neck cellulitis is uncommon. 
Pertaining to this case, the diagnosis of 
carcinoma of larynx was not the provisional 
diagnosis due to its odd presentation. As this 
patient was elderly with multiple comorbid of 
diabetes mellitus and hypertension, deep neck 
infections are a more common diagnosis as 
compared to infected head and neck tumour. 
Thus, as per recommendation by NICE guideline, 
clinicians should have high clinical suspicion and 
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Axial, contrast enhanced computed tomography showing a) multiloculated enhancing 

, only one case reported as 

The management of neck abscess associated 
with head and neck malignancy includes 
appropriate management of the abscess as well 
as definitive treatment of the tumour without 
delaying the oncological intervention [6]. 
Nevertheless, in view of massive local infiltration 
of tumour cells facilitated by the abscess and the 

nature of the tumour, the long term 
prognosis for these cases remains poor [6]. 
Despite these conditions, our patient had limited 
choice of treatment considering his multiple 
uncontrolled comorbidities, late presentations 

To our knowledge, presentation of laryngeal 
carcinoma as neck cellulitis is uncommon. 
Pertaining to this case, the diagnosis of 
carcinoma of larynx was not the provisional 
diagnosis due to its odd presentation. As this 

multiple comorbid of 
diabetes mellitus and hypertension, deep neck 
infections are a more common diagnosis as 
compared to infected head and neck tumour. 
Thus, as per recommendation by NICE guideline, 
clinicians should have high clinical suspicion and 
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vigilant in treating and managing patient with 
head and neck malignancy risk factor.  
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