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Case report

Perforation of gastric squamous carcinoma
metachronous to laryngeal carcinoma: metastatic
in origin?
G F WHALEN, W K J HUIZINGA, AND A MARSZALEK

From the Dept ofSurgery and Dept of Pathology, University ofNatal Medical School, Durban, South Africa

SUMMARY The local and regional spread of squamous cancer of the head and neck is well described.
We report a possible unusual pattern of spread from a primary laryngeal carcinoma, which
presented as gastric perforation

Case report

A 55 year old African man (CM) presented in May
1984 with hoarseness of voice and a cough of one
months duration. He had no other symptoms and had
been in good health although he was a heavy smoker.
His alcohol intake was moderate.

Examination revealed a tumour of the right vocal
cord which involved the ventricle and anterior com-
missure. It appeared to extend into the subglottis and
the right vocal cord was fixed. There was no cervical
lymphadenopathy and no evidence of distant spread
(T3NoMo). Biopsy showed a moderately differenti-
ated squamous carcinoma.
The patient refused any treatment and was lost to

follow up until March 1985 when he returned with
stridor. There was still no cervical lymphadenopathy.
He underwent emergency total laryngectomy and

although the tumour was invading the tissue outside
the thyroid cartilage, the margins of resection were
clear and there was no evidence of any lymph node
involvement. Postoperatively, he received a course
of radiotherapy (2500 rads), Bleomycin 30 mg iv each
third week in a total of four doses and methotrexate
500 mg iv weekly in a total of four doses.
He did well until January 1986 when he came to the

hospital with generalised peritonitis. At laparotomy
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he was found to have what appeared to be a benign
gastric ulcer at the anterior aspect of the antrum near
the lesser curve, which had perforated. There was no
evidence of malignant disease in the abdomen and
the chest radiograph appeared clear on admission.
He underwent a Billroth I partial gastrectomy and
recovered uneventfully.

Pathological examination of the resected gastric
specimen revealed ulcerating moderately differenti-
ated squamous cell carcinoma with keratin pearl
formation (Fig. 1). In some areas tumour infiltrated
the whole thickness of the gastric wall and focal
vascular (venous) invasion was demonstrated (Fig.
2). The adjacent multiple lymph nodes and margins
of excision were free of tumour.
He has been seen in follow up and continues to do

well without evidence of further recurrence after six
months.

Discussion

The tendency for cancer of the upper respiratory and
digestive tract to occur at multiple sites is well known,
and usually explained as the field effect of a particular
carcinogen on a common squamous epithelium. The
incidence of second primaries has been estimated to
be as high as 20%. Most of these are bronchogenic
cancers.` Gastric epithelium is different and is also
presumably susceptible to a different range of
carcinogens. Although primary squamous carcinoma
of the stomach does occur,4 it accounts for less than
0 7% of all primary gastric tumours,6 and therefore
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Fig. 1 Keratin pearlformation by squamous carcinoma ofthe stomach.

the possibility that this patient's gastric tumour
represents another primary instead of a metastasis
seems very remote.

Discrete metastases to the stomach are also
distinctly unusual and, when they do happen, fre-

quently occur in the setting of widespread metastatic
disease. The tumours that metastasise to the stomach
most commonly are lung and breast, reflecting
their prevalence in the general population, and
melanoma, which appears to have a predilection for

Fig. 2 Vascular (venous) invasion by squamous carcinoma ofthe stomach.

535



536 Whalen, Huizinga, and Marszalek

the gastrointestinal tract."8 There are reports of
haematemesis caused by metastatic lung cancer in the
sto1nach9 and even a report of a gastric perforation
caused by poorly differentiated squamous carcinoma
which was considered metastatic to a primary
squamous cell carcinoma of the lung occurring at the
same time."0

It is interesting to speculate on the mode of spread
from the larynx to the stomach in our patient several
months after total laryngectomy. Lymphatic dissemi-
nation seems an unlikely explanation in the absence
of perigastric nodal disease. Haematogenous spread
is probably the most likely and conventionally
accepted explanation, even though the stomach is an
unusual site for isolated metastases. Malignant cells
in the blood are known to embolise selectively into
damaged tissues." Perhaps a pre-existing gastric
ulcer or erosion provided a suitable local environ-
ment?

Local implantation of tumour cells is a common
technical concern of all surgeons which has been
addressed most extensively in colorectal surgery.'2
Implantation is a well known mode of tumour spread
in the pleural and peritoneal cavities. More recently,
however, it has been usually discredited as an
explanation of intraluminal spread along the
digestive tract.

Nevertheless, in this particular instance, where
multifocal primaries cannot be invoked, and where
any cogent explanation of the facts relies on the
intersection of rare events, intraluminal implantation

in an area of damaged gastric epithelium remains an
intriguing possibility.
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