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Cancer of the hypopharynx arises most often in the pyriform sinus and produces few symp-
toms until the disease is moderately advanced. This paper summarizes twenty years’experience
with 63 cases arising in the hypopharynx. Of these 58 were of pyriform sinus origin, three aro-
se in the hypopharyngeal wall, one developed in the post-cricoid hypopharynx, and onein the
pharyngopalatine fold. Cancers of the base of tongue, supraglottic larynx, and cervical esophag-
us were excluded. A lump in the neck was a presenting symptom in 33 cases, sometimes in
association with dysphagia or sore throat, which also was an initial complaint in 32 patients.
Hoarseness occurred in 20 cases, bloody sputum in 4 and respiratory distress in 2 cases, Sym-
ptoms were most often of 4-6 months duration, Tobacco exposure was heavy(1 pack a day or
more) in 589, of patients, but when the smoking history was recorded this rose to 88%. Forty
—eight of the 63 patients were in the fifth and sixth decades of life, and the male:female ratio
was approximately 30:1.

Sixteen of the patients refused therapy and only 24 patients underwent surgical management
with curative intent. The proportion of patients with Stage IV disease was 819, among those
who refused treatment, 789, among those undergoing palliative therapy only, and 67 9%, among
those managed with curative intent. Surgery generally consisted of a laryngopharyngectomy wi-
th bilateral jugular dissection or with standard radical neck dissection on one side and jugular
dissection on the other. Four patients are free of disease less than three years, and four for
more than three years. Seven patients are lost to follow-up, including patients who were disea-
se-free when last seen. The determinate three-years survival(free of disease) is 319. There
was one operative death. Of the 9 patients who developed recurrences, 7 were in the primary
cancer site, one was in the neck, and one was distant. The causes of recurrence or failure are
analyzed.

Cancer of the hypopharynx is rather uncommon, comprising 3.7% of head and neck cancers
in our registry, and less than 049 of all cancers in the Korean population. Due to its relative
infrequency and due to the fact that the primary lesion is relatively “silent ” in terms of symp-
toms, it is diagnosed late and too of ten treated nadequately.

The hypopharynx is defined as that part of the pharynx which lies below the aperture of the
larynx. This mucosa-lined passage is customarily divided into the posterior pharyngeal wall,
the pyriform sinus, and the post-cricoid area. Perhaps because food, alcohol, and tobacco smo-
ke have contact with the side-pocket known as the pyriform sinus longer than other surfaces
of the hypopharynx, this area is the most prone to the development of cancers.

During the years between 1966 and 1985, 63 patients were found to have primary cancer of
the hypopharynx. Of these, 58 or 929 arose in the pyriform sinus. All but one of these cancers
was an epidermaid carcinoma, the single exception being a case of non -Hodgkin’s lymphoma.
(See Tables 1 and 2) Males predominated in this series, the male to female ratio being over 30
:1. The vast majority of these cancers{769,) presented during the fifth and sixth decades oflife.
This information correlates with the prolonged tobacco exposure generally thought to be the
main carcinogenic factor, the second being heavy use of alcohol. Unfortunately, our records
were somewhat incomplete regarding these factors ;nevertheless, 88% of those with information
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Table 1. Cancer of the hypopharynx Tableé 4. Tobacco and alcohol exposure

Anatomical site Tobacco Alcohol
Pyriform sinus 58 None 2 32% None 2
Hypopharyngeal wall 3 11\/;‘;‘1“5 /‘(’; 3 48% Occasional 0
Post - cricoid 1 pa y

G,
B gopalatine fold 1 1 pack/day 2 3%5% Moderate 7
ol o °"§§ ;ezi';k 14 25% Heavy 19
Unknown 22 340%  Unknown 35
Table 2. Cancer of the hypopharynx Total 63 1000 % 63
Histopathologic data 58 % heavy smokers. 42% mod to heavy drinkers.
8% of those with smoking information heavy smokers.
Epidermoid carcinoma &2 93 % of those with alcohol information were mod. to
Non-Hodgkin’s lymphoma 1 heavy drinkers.
Total 63 Table 5. Cancer of the hypopharynx
Presenting symptorms
Table 3. Cancer of the hypopharynx Cervical lump 3
Dysphagia or sore throat 32
Age and sex distribution Hoarseness 2
Sex Bloody sputum 4
Decade Cases Resp. distress 2
Male Female
20-29 Table 6. Duration
30-39 1 1 Months
40-49 10 10
50-59 7 % 1 1~ 3 17 2%
60 -69 21 20 1 4~ 6 0 7%
0-79 3 3 7~ 12 10 16 %
over 8 1 12 ~ 18
18 ~ 24 2 10 %
Total 63 61 2 over 24 1
Male : Female Ratio - >30:1 Total 63

regarding tobacco use were heavy smokers, and 939, of those with information describing alco-
hol use were heavy drinkers(see Tables 3 and 4).

More than half of the patients had a mass presenting in the neck at the time of first examina-
tion, and for many of the patients this was the first indication of disease. Thus we were faced
with a large proportion of patients with advanced disease which further added to the threat of
a cancer arising in a location richly supplied with lymphatics and prone to tumor spread near-
ly three—fourths of the patients(74.69,) were found to be in Stage [V(see Tables 5 and 6). Six-
teen of the 63 patients refused treatment, and for 18 only palliative therapy could be offered.
Only 24 were candidates for treatment with intent to cure{Tables 7 and 8. Table 9 outlines

- 67—



Table 7. Stge at presentation Table 8. Overall management
S Refused  Palliative Curative Management of hypopharynx cancer
tage Treatment  Treatment Treatment
Refused therapy 16
I - - - XRT and chemotherapy only 7
| 1 1 - XRT only 6
il 2 4 8 Chemotherapy only 7
N 13 18 16 Palliative surgery and XRT 2
Pe;oenta?; of 8% 8% 67% Palliative surgery XRT and chemotherapy 1
e 39
Surgery with curative Intent
Total 63
Table 9. Surgical management with curative intent
Recurrences and complications
Cases  Recurrence Major complication Mortality
Widefield Lxphx 2 1 1
Widefield Lxphx +RND 12 4 2
Widefield Lxphx +DP flap 1 1
Widefield Lxphx +en bloc 1
Widefield Lxphx +RND + colon + bypass 2 1
Partial phx. +RND 1
Lxphx +RND 4 2
Bilateral RND + Lxphx 1
Total 24 8 3 1

the various procedures employed, and also lists the recurrences, major complications, and mor-
tality,

Of the 24 patients who underwent surgery and radiotherapy with curative intent, seven are
lost to follow —up, eight died of cancer, and one died post—operatively of a carotid blow —out
due to a pharyngeal fistula. The remaining 8 are living free of disease, but of these only four
underwent surgery more that three years ago. The determinate survival rate is thus 319((Table

10). An effort was made to discern cause of failure in the 9 patients who developed recurrence.

This analysis'is shown in Table 11.
Discussion
The basic or minimum management for cancers of the hypopharynx is removal of the larynx

and that part of the hypopharynx. which is involved, plus removal of the jugular nodes and
strap muscles on either side This procedure is called a “ widefield laryngopharyngectomy ™.
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Table 10. Disease-free survial in relation to procedure

Major Disease - free
Cases . Mortality survival
complication
3 yrs.(<3 yrs)

Widefield Lxphx 2 2(3)
Widefield Lxphx +RND 12 2 1 2(3)
Widefield Lxphx + DP flap 1 (4]
Widefield Lxphx +en bloc 1

Widefield Lxphx +RND
+ colon bypass

[\]
ot
o

Partial phx, +RND 1

Lxphx +RND 4 2

Bilateral RND + Lxphx 1 1
Total 24 8 3 1 4{4)

31%

Table 11. Causes of failure in management of
hypopharynx cancer

Inadequate neck lymph node

management 0

Inadequate margins 2 (one salvaged)
Delayed postoperative radiation 1
Inadequate postoperative radiation 3

Biological aggressiveness of tumor

. . 2
or second primary-lesion
Patient failure 1
Surgical complication 1 (carotid
blow - out)
Total 10

However, if nodes are clinically present prior to surgery, or found by frozen section during
surgery, a standard neck dissection should be done on the involved side. Occasionally bilater-
al nodal disease is present. Although we may employ a bilateral neck dissection we prefer not
to remove the jugular vein and sternocleidomastoid muscle on the least involved side. Sacrifice
of both jugular veins is associated with troublesome facial edema in most cases, and removal of
both sternomastoid muscles also creates difficulties in that the neck becomes brick-hard after
the necessary post-operative radiation therapy.

When the primary lesion is circumferential or nearly so, necessitating removal of the entire
hypopharyngeal circumference, reconstruction must be done by use of a deltopectoral flap, or
by employing a pectoralis myocutaneous flap, or by use of a colon by-pass, or by a gastric
pull-up.

Virtually every case, other that early T, lesions, will require post-operative radiation. The on-
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ly exceptions in this series Were one patient who had received pre-operative radiotherapy in
Seoul prior to his first visit;and the patient who died of surgical complications.

1t is important to determine the cause of failure to control cancer when a major combined
therapeutic effort has been employed. Nine patients sustained recurrences. Of these, five were
at the primary site, two in the retropharyngeal nodes, one in the neck, and one a distant re-
resection of the cervical esophagus. Table X lists the cause of failure:The surgical marginswe-
re inadequate leading to primary site recurrence in two patients. A retropharyngeal node disse-
ction should have been done in two patients whose tumor involved the pharyngeal wall ; this
would have prevented later recurrence in the nodes of Rouvier. Postoperative radiation therapy
was of inadequate dosage in two cases, allowing neck recurrence to occur despite adequate ne-
ck dissection. The three remaining causes of recurrence were patient failure, a second primary
site, and an aggressive tumor causing distant metastasis.

Conclusions

1) Early diagnosis is imperative if results of treatment for hypopharyngeal cancer are to be
improved. Any patient with mild throat discomfort and who is also a heavy smoker and alcoh-
ol user must have careful examination and biopsy of suspicious mucosal lesions.

2) A policy of widefield laryngectomy with prophylactic removal of jugular nodes, when the
neck is clinically negative ; with therapeutic removal of all ipsilateral nodes, when the neck is
clinically positive ;and with removal of retropharyngeal nodes of Rouvier when the lateral or
posterior pharyngeal walls are involved offers the best chance for cure in this disease.

3) Postoperative radiation therapy is indicated in all but early T, lesions, and should include
the posterior pharyngeal wall to the nasopharynx, as well as the entire neck.
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