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A B S T R A C T  
Hypopharyngeal carcinoma is notorious for being aggressive and early 
involvement of cervical lymph nodes.  For T1 and T2 diseases surgery 
and primary radiation therapy may be considered. A more preferred mode 
of treatment is combined chemoradiation. Despite all these aggressive 
management approaches, cure rates are poor and risk of early recurrence 
is high. In this case a female presented with stage I disease in 
2007and was successfully treated with combined chemoradiation while 
nutrition was maintained by gastrostomy for initial eighteen months. After 
being treated this patient remained disease free for approximately nine 
years. Now she presented again with T4 N2 hypopharyngeal carcinoma. 
This case report demonstrates possibility of long term survival with 
appropriate treatment even in these aggressive and generally difficult to 
manage cancers. Squamous cell carcinomas in these areas cause field 
dysplasia, therefore this report also illustrates that this probably is a 
second cancer in an unstable epithelium. 
Key words: Hypopharyngeal carcinoma, Cervical lymph nodes, Field 
Cancerization  
 
 
 
 

Introduction 
 
 

Hypopharyngeal carcinomas are relatively uncommon 
tumors. These are more common among males as 
compared to females. According to the data of the year 
2012 published by international agency for cancer 
research (IARC), one year prevalence of pharyngeal 
carcinomas, excluding nasopharynx, among male and 
female populations of world was 2.7 and 0.6 respectively, 
in Asia it was 2.1 and 0.5 respectively and in Pakistan it 
was 1.9 and 1.0 respectively, calculated as rates per 
100,000 cases per year.1 
Cigarette smoking and Alcohol intake increases the risk 
of hypopharyngeal carcinoma.2,3 Dietary deficiencies and 
Plummer-Vinson syndrome are other risk factors in the 
development of hypopharyngeal carcinoma. In south 

western Asia chewing betel quid and areca nuts is also 
found to be an important cofactor for hypopharyngeal 
carcinoma.4 Cancers of aerodigestive tract make the 
epithelium unstable and prone to dysplastic changes. 
There always remains a high risk of development of 
secondary primary tumor in such an epithelium. 

Objective is to report the case of long term survival in 
hypopharyngeal carcinoma after appropriate treatment, 
regular follow up for two years and reappearance of 
cancer after nine year.  

Case Report 
A 45 years old female, resident of Baluchistan, presented 
with the complaint of dysphagia for solid food for 3 
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months. It was progressive. Initially there was only 
difficulty in swallowing solid food which then progressed 
to complete dysphagia for solid food followed by 
immediate vomiting. Patient was able to take semisolids 
and liquids. It was associated with mild pain and 
significant weight loss. There was no history of choking, 
coughing, hoarseness, nasal regurgitation and otalgia. On 
inquiry it was found that she was diagnosed squamous 
cell carcinoma hypopharyngeal region in 2007. 
Treatment history revealed her gastrostomy being made 
by the department of Thoracic surgery and was then 
referred to radiotherapy ward Nishtar Hospital Multan. 
Her disease was not staged at that time and was treated as 
Stage I. She received three cycles of neo-adjuvant 
chemotherapy with Cisplatin and 5-FU. After that patient 
was given external  beam radiotherapy of 66Gy with C-
60 machine and she was given three more cycles of 
chemotherapy with Cispatin and 5-FU. She was on 
follow up for two years after completion of therapy. 
Patient had been using niswar for 30 years. There was 
history of excessive use of preserved meat. There was no 
history of cigarette smoking.  Socioeconomic and family 
history was non contributory. 
During her recent admission her clinical examination 
showed her to be a middle age female of average built 
and height with stable vital signs. Pallor was positive on 
hands and lower conjunctiva. Right sided level III 
cervical lymph node was palpable. It was a solitary node 
2x2cm in size, rounded in shape, firm in consistency, 
mobile, non tender and of comparable temperature. 
Examination was unremarkable otherwise.   
Her Hb was 8.9gdl on recent admission. RPM, CBC, 
Serum electrolytes, LFT’s were normal otherwise. Chest 
X-ray and Abdominal ultrasound were normal. On CT 
scan there was a mass involving hypopharynx and 
oropharynx with anterior extension into supraglottic and 
glottic regions (false vocal cords). There was erosion of 
arytenoid and cricoid cartilages. A 1.6 x 1.8 cm level III 
right sided cervical lymph node was seen. It was possibly 
invading internal jugular vein of right side. At least two 
cervical lymph nodes were visible on left side largest one 
was of 9.0mm in short axis. Flexible endoscopy was done 
in Nishtar Hospital Multan which showed growth at post 
cricoid region. Biopsy was taken and sent for 
histopathology. The laboratory reported it a moderately 
differentiated squamous cell carcinoma. FNAC of 
palpable lymph node was done and histopathological 
examination reported it as metastatic carcinoma. Staging 

of the carcinoma showed it to be of Stage IV cancer (T4a 
N2c M0). 

Discussion 
Hypopharyngeal carcinomas are uncommon tumors. 
Approximately three fourth of them occur in men. The 
mucosa of the squamous epithelium covering posterior 
pharyngeal wall is less than 1cm in thickness and 
provides minimal barrier to tumor infiltration. In a study 
conducted at Agha Khan University Hospital Karachi it 
was found that mean recurrence time for all stages was 
1369 +_193 days. Mean recurrence time for all stages in 
those who were treated with chemoradiation was 
399+_68 days.5 
In another survey conducted in United States it was found 
that overall, five year disease-specific survival in 
hypopharyngeal carcinoma was 33.4%, which segregated 
to 63.1% in those with stage I disease, 57.5% in those 
with stage II, 41.8% in those with stage III, and 22% in 
those with stage IV disease.2 
In these studies both mean recurrence time and survival 
rate for all stages of hypopharyngeal carcinoma are not 
very long but in our patient hypopharyngeal carcinoma 
has taken a long time to reappear. According to another 
study in which the median follow-up was 18 months. The 
median overall survival and disease-free survival for all 
patients was 28.3 and 17.6 months, respectively. It was 
found that CRT, given either as primary therapy or in the 
adjuvant setting, improved overall survival and disease-
free survival compared with patients not receiving CRT. 
The median overall survival and disease-free survival for 
patients treated with CRT was 36.7 and 17.6 months as 
compared to 14.0 and 8.0 months in those who were not 
given CRT, respectively.6 Our patient was treated with 
chemo radio therapy in 2007 and she remained disease 
free for nine years.  
According to European society for medical oncology 
guidelines early stages (I–II) are treated with 
conservative surgery or radiotherapy (external 
radiotherapy or brachytherapy) but both actually give 
similar loco-regional control. Modern radiotherapy 
treatment includes 3D conformal radiation therapy or 
intensity-modulated radiation therapy (IMRT). Locally 
advanced stage III and IV tumors are treated with surgery 
including reconstruction plus postoperative radiotherapy 
and, for those patients found at surgery to have high-risk 
features (nodal extracapsular extension and/or R1 
resection), post-operative chemoradiotherapy (CRT) with 
single-agent platinum included in the treatment regime.9 
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Carcinogens cause dysplastic changes in the mucosa of 
the whole aero-digestive tract. This phenomenon is called 
field cancerization. Field cancerization increases the risk 
of development of synchronous or metachronous 
secondary primary tumors in the mucosa of aerodigestive 
tract.7 Approximately 7% of the people usually have a 
secondary primary tumor at the time of initial diagnosis 
of hypopharyngeal carcinoma and 10-20% of the people 
develop secondary primary tumor later in life. This 
secondary primary tumor poses significant risk of 
mortality in patients who survive more than 2 years of 
initial treatment.2 This is why a regular long term follow 
up is needed to pick up recurrences and new metachronus 
tumors early in these cases because this is a realistic 
possibility. In our clinical practice however, these 
patients rarely come back for follow up therefore if and 
when they develop a recurrence or a new tumor it is 
usually in an advanced stage. A regular follow up which 
would include a follow up CT scan is an important way 
to increase the survival rate by an early detection of local 
failure than the local examination alone. In a study 41% 
patients with treatment failure at the primary site, follow-
up CT scans were definite for local failure, a mean of 5.5 
months before clinical examination results.8 
According to ESMO guidelines documentation of 
complete remission in the nasopharyngeal carcinoma 
through clinical and endoscopic examination and/or 
imaging studies is important. Follow-up includes periodic 
examination of the pharyngeal region and neck, cranial 
nerve functions and evaluation of systemic complaints to 
identify distant metastasis. Treatment response should be 
evaluated by clinical examination and CT scan or MRI of 
head and neck. FDG-PET is useful in doubtful 
findings. Chest X-ray should be included on a yearly 
basis. Assessment of thyroid function in patients with 
irradiation to the neck is recommended at 1, 2 and 5 
years. 9 

Conclusion  
Although hypopharngeal carcinoma has poor survival 
rate, yet our patient has survived nine years. Therefore, 
with appropriate treatment and regular follow up there is 
a sound chance of long term survival even in these 
aggressive tumors. Technically five year tumor free 
period means a cure from primary tumor. This 
reappearance of hypopharyngeal tumor after nine years is 
probably a metachronus secondary tumor in an unstable 
epithelium.  
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