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Summary: We report one case of a mass in the aryepiglottic fold
seen on CT, which proved to be an adenoid cystic carcinoma.
There was nothing specific about the imaging characteristics
that would allow it to be confidentally differentiated from squa-
mous cell carcinoma.
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Adenoid cystic carcinomas, previously called
cylindromas, are uncommon tumors involving
the salivary glands. They represent about 35%
of malignant salivary tumors. These potentially
resectable tumors have different degrees of ma-
lignancy. They tend to spread by perineural ex-
tension and frequently recur after initial treat-
ment. Such tumors may be suspected when
occurring at the usual site of the salivary glands.
However, minor salivary glands are found in
various locations, extending from the paranasal
sinuses to the larynx. We report one case of
primary adenoid cystic carcinoma developed
from the aryepiglottic fold.
Case Report

A 52-year-old white man had intermittent painful
dysphagia. The first symptoms had begun 2 months ear-
lier, without decline of the general status. On physical
examination, a left jugular lymph node was palpable. A
tumor of the left aryepiglottic fold was noted at time of
indirect laryngoscopy. There was no impairment of the
laryngeal motion. An enhanced computed tomography
(CT) scan of the neck revealed a 2-cm-diameter hetero-
geneous mass arising from the left aryepiglottic fold (Fig
1). The center of the lesion had low density, whereas a
contrast-enhanced irregular rim was seen at the periphery.
CT also showed cervical lymph nodes with central low
density and peripheral margin enhancement. Pharyngeal
endoscopy evidenced a poorly delineated tumor of the left
aryepiglottic fold, extending toward the epiglottis, not in-
vading the pharyngeal wall. The lesion was biopsied and
all samples demonstrated an undifferentiated carcinoma
on histopathologic examination. The patient was initially
referred for chemotherapy, but this treatment was stopped
after the first sequence because of an acute coronary syn-
drome. A surgical treatment was decided on, consisting of
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Otolaryngology (O.L.), Laënnec Hospital, Paris, France.
Address reprint requests to Eric de Kerviler, MD, Department of Radiology, Laënnec Hospital, 42 rue de Sèvres, 75007 Paris, France.
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Fig 1. CT scans obtained at the time of
diagnosis.

A, Axial CT scan shows a heterogeneous
tumor arising from the left aryepiglottic fold
(open arrows). The lesion is submucosal,
impinging on the airway, and presents
poorly defined margins and areas of margin
enhancement. An ipsilateral metastatic in-
ternal jugular lymph node (arrow) is also
clearly seen, with a low density center and
peripheral enhancement.

B, Axial CT scan at the level of the hyoid
bone shows a thickening of the left side of
the epiglottis (asterisk) attributable to an in-
vasive process from the tumor of the left
aryepiglottic fold.
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supraglottic laryngectomy with ipsilateral radical neck dis-
section. Histopathologic examination evidenced an ade-
noid cystic carcinoma of cribriform type. The limits of
removal were free of tumor. However, seven of the eight
lymph nodes contained tumor, with ruptured capsule.
Three months later, the patient had chest pain and diffi-
culty swallowing, and his clinical status declined. Endos-
copy showed a 1-cm-diameter mass arising from the right
pharyngeal wall and a paralysis of the left vocal cord.
Subsequent CT examination of the neck and the chest
evidenced a bilateral local recurrence in association with
right internal jugular lymph nodes, bilateral lymph nodes
in the tracheoesophageal groove, and pulmonary and
pleural metastases (Fig 2). Palliative chemotherapy was
decided on the basis of the CT findings. The patient died 1
month later.

Discussion

Of all salivary tumors, 25% to 30% are ma-
lignant. Adenoid cystic carcinomas, account-
ing for 35% of the malignant salivary glands
neoplasms, are found mainly at the age of 55 6
15 years (1, 2). The previous term for this tu-
mor, cylindroma, has led to an underestimation
of the seriousness of this lesion and for this
reason is no longer used. This tumor is defi-
nitely not a benign lesion. It tends to have a
local extension with perineural and perivascular
infiltration and thus must be considered as par-
ticularly malignant (3). The only treatment is a
radical removal of the tumor in association with
radiation therapy, but the prognosis remains
poor because of early local recurrence and sys-
temic metastases.
Adenoid cystic carcinomas occur relatively

often in the minor salivary glands, especially
those of the palate, followed by the sublingual,
submandibular, and parotid glands (2–4). The
minor salivary glands are scattered throughout
the oropharyngeal, nasal, sinus, laryngeal, and
tracheal mucosa. The aryepiglottic fold forms
the boundary between the larynx and the hypo-
pharynx. Each site of the minor salivary glands
may be a potential location for an adenoid cys-
tic carcinoma. Recently, a case of pleomorphic
adenoma of the epiglottis has been reported
(5).
In the largest published series including 174

patients with adenoid cystic carcinomas, one
lesion was glottic and two were supraglottic (6).
Sigal et al studied 27 patients with adenoid cys-
tic carcinomas with MR imaging. In this series,
the lesions were poorly defined with infiltrative
margins in 23 cases (6). In our case, a similar
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pattern could be observed with CT. Also, the
center of the lesion had a low density, a finding
that is unusual in other tumors involving this
area. Indeed, the main differential diagnosis of
adenoid cystic carcinomas was a squamous cell
carcinoma, even if the patient was neither a
heavy smoker nor a drinker. The CT pattern of
squamous cell carcinomas of the pharynx and

Fig 2. CT scans obtained at the time of recurrence.
A, Axial CT scan at the level of the supraglottic laryngectomy.

A 1-cm-diameter tumor arising from the right pharyngeal wall and
a large heterogeneous lesion of the left parapharyngeal space are
clearly seen (asterisk). A right internal jugular lymph node is also
seen, highly suggestive of a metastatic lymph node (curved
arrow).

B, Axial CT scan at the level of the thyroid gland demonstrates
a large right internal jugular lymph node (star) and bilateral lymph
nodes in the tracheoesophageal groove (arrows) causing the vo-
cal cord paralysis.
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larynx is often that of a homogeneous tumor,
sometimes with necrotic lymph nodes (7).
In conclusion, although the case is extremely

rare, the diagnosis of adenoid cystic carcino-
mas must be considered when aggressive hy-
popharyngeal or laryngeal tumors are found,
especially if the patient is not at risk for squa-
mous cell carcinomas.
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