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Primary Adenoid Cystic Carcinoma of Salivary Gland with Metastatic to the Lung
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Kjiu Sang Song, M.D.!, Seung Pyung Lim, M.D.? and Nam Boo Hyun, M.D.

Department of Internal Medicine, Department of Anatomic Pathology',
Department of Thoracic and Cardiovascular Surgeryz, Department of Oto!ayngology‘i,

Chungnam University College of Medicine, Daejeon, Korea

A 22-year old female visited CNUH due to palpable neck mass. Cytologic examination of a fine
needle aspiration was performed and the result was Pap class II. Routine chest x-ray shows solitary
pulmonary nodule. For rule-out malignancy, FNA at nmeck mass was repeated and pathologic
finding was dysplasia. She was admitted to Ml department for evaluation of solitary pulmonary
nodule and percutaneous needle aspiration was done. Pathologic diagnosis was adenoid cystic
carcinoma.Thereafter, the lesions were treated by excisional biopsy of submandibular gland mass
with left supraomohyoid neck dissection and wedge resection of right lower lobe at ENT
department and thoracic and cardiovascular surgery department, respectively. Final diagnosis was
adenoid cystic carcinoma arising in submandibular gland with solitary lung metastasis. According
to TMN staging system, surgical staging is stage IV of T2ZNOMI.

Clinical follow-up to postoperative 13 months in this case showed that she is alive and well

without evidence of recrrence.
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Fig. 1. Chest radiogrphy shows about 2.5 X2.0cm siz-
ed, well-defined oval shaped solitary pulmo-
nary nodule in right lower lung field.
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Fig. 2. Neck computerized tomography shows central
hypodense area of 1.5cm after contrast materi-
al & gland itself is also slightly enlarged as
comparing with minimal periglandular edema
in fat plane.
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Fig. 3. Chest computerized tomography shows a ro-
und & soft tissue nodule of 1.8x2.0cm at upper
portion of anterobasal segment of RLL which
shows smooth margin without calcification wi-
thin. There are no demonstrable lymphadeno-
pathy.
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Fig. 4. Adenoid cystic carcinoma of submandibular
gland. The tumor has a typical cribriform patt-
ern with perineural invasion.

Fig. 5. Metastatic adenoid cystic carcinoma of lung.
The tumor is similar to those of primary ade-
noid cystic carcinoma, including uniform tu-
mor cells with scant cytoplasm surrounding
transparent, mucoid spherical bodies.
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