TUMOURS OF NASOPHARYNX
Benign tumours

Nasopharyngeal fibroma (juvenile nasopharyngeal angiofibroma)

· It is a rare tumour though it is the commonest of all benign tumours of nasopharynx
Aetiology:

· Its seen in 2nd decade & is thought to be testosterone dependent

Site of origin and growth:
· It arises from the posterior part of nasal cavity close to the margin of sphenopalatine foramen

· It grows into nasal cavity, nasopharynx and into pterygopalatine fossa, running behind the posterior wall of maxillary sinus which is pushed forward as the tumour grows

· Laterally it extends into pterygomaxillary fossa and thence to infratemporal fossa and cheek

Pathology:

· Angiofibroma is made up of vascular and fibrous tissue.

· Mostly the vessels are just endothelium-lined spaces with no muscle coat.

· This accounts for severe bleeding as the vessels lose the ability to contract and also the bleeding cannot be controlled by application of adrenaline.
Extensions of nasopharyngeal fibroma

· It is locally invasive and destroys the adjoining structures

· It may extend to: 

1. Nasal cavity: obstruction, epistaxis, nasal discharge

2. Paranasal sinuses: maxillary, sphenoid and ethmoid

3. Pterygomaxillary fossa, infratemporal fossa and cheek

4. Orbits: Proptosis and “frog-face deformity”

5. Cranial cavity: middle cranial fossa

Clinical features

1. Age and sex: almost exclusively in males in the age group -of 10-20 years.

2. Profuse and recurrent epistaxis

3. Progressive nasal obstruction and denasal speech
4. Conductive hearing loss and serous otitis media

5. Mass in the nasopharynx: sessile lobulated, pinkish or purplish in colour

Treatment

· Surgical excision is treatment of choice
Other benign tumours of nasopharynx
· They are very rare and arise from the floor or lateral wall of nasopharynx

· They include:

1. Teratomas 

2. Pleomorphic adenoma

3. Chordoma

4. Hamartoma

5. Choristoma

6. Paragonglioma
Malignant tumours

Nasopharyngeal cancer
Definition:

· Nasopharyngeal carcinoma (NPC) is a nonlymphomatous squamous cell carcinoma (SCC) that occurs in the epithelial lining of the nasopharynx
Aetiology

Cause:

· The exact Aetiology is not known
Risk factors:

· The factors responsible are:
1. Genetic

· Genetic factors may influence the risk of NPC
· NPC is associated with certain HLA haplotypes, which could also explain a genetic predisposition, at least in some populations
· Chinese have a higher genetic susceptibility to nasopharyngeal cancer even after migration to other countries they continue to have higher incidence

2. Viral: 
· A large body of evidence supports the role of EBV as a primary etiologic agent in the pathogenesis of nasopharyngeal carcinoma
· Epstein-Barr virus is closely associated with nasopharyngeal cancer
· EBV has also been implicated as an etiologic factor in undifferentiated nasopharyngeal carcinoma
· Virtually all poorly differentiated carcinomas contain EBV genomes in the transformed epithelial cells.

3. Environmental: 
· Diet: Several dietary components have been implicated. It has been suggested that the cooking of salt-cured food releases volatile nitrosamines, which distributes over nasopharyngeal mucosa when carried by steam
· Consumption of nitrates has also been implicated. 
· The risk of non-keratinizing and undifferentiated nasopharyngeal cancer is increased in frequent consumers of preserved meats, which contain high levels of nitrates
· Air pollution, smoking of tobacco and opium, nitrosamine from dry salted fish, smoke from burning incest and wood have all been incriminated
Epidemiology

· Age:  5 -7th decades but may involve younger age group

· NPC occurs in all age groups, and is more common in males (2-3.5:1) 
· Although the risk of NPC increases steadily between the ages of 20 to 60 in China, an earlier, second high frequency peak has been described between the ages of 10 and 25 among Arabs, African-Americans and migrant Chinese populations
· Sex: males are three times more prone than females
· Occurrence: Its incidence is higher in the Chinese and especially prone are the people in Southern China (in particular, Hong Kong and the province of Guangdong), Taiwan and Indonesia

· NPC is endemic in southern China where incidence rates as high as 25 to 50/100,000 per year have been reported 
· Nasopharyngeal carcinoma has a peak prevalence of 50 per 100,000 persons per year in southern China
· Additional populations with intermediate risk include other endemic areas of Southeast Asia and the Mediterranean basin, and North American Eskimos
· It is rare in North America but Cancer of the nasopharynx is prevalent in Chinese immigrants to North America and slightly less prevalent in first-generation Chinese Americans.
· In the United States and Western Europe, nasopharyngeal cancer (NPC) is a rare tumor with an incidence of 0.5 to 2 per 100,000, and an association with alcohol and tobacco, classic risk factors for other head and neck tumors
Pathology

1. Squamous cell carcinoma (85%)

2. Lymphomas (10%)

3. Rest (5%): Rhabdomyosarcoma, malignant mixed salivary tumour or malignant chordoma
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· Grossly the tumour presents in three forms 

1. Proliferative. When a polypoid tumour fills the nasopharynx, it cause obstructive nasal symptoms

2. Ulcerative: Epistaxis is the common symptom.

3. Infiltrative. Growth infiltrate submucosally 

· The commonest site of origin is fossa of Rosenmuller in the lateral wall of nasopharynx

· It can spread into the cranium through foramen lacerum and cause involvement of various cranial nerves.
· Lymph node involvement is common because of rich lymphatic network in the nasopharynx
Clinical features

· Patients often remain asymptomatic for a relatively prolonged period since NPC typically originates in the fossa of Rosenmuller which is a clinically occult site

· In addition, there is frequently a long delay between the initial symptoms of epistaxis, nasal congestion, or otitis media and definitive diagnosis
· As a result, more than 90 percent of patients present with locally and/or regionally advanced disease
· Symptomatology is divided into four main groups

1. Nasal: 
· Nasal obstruction
· Nasal discharge (it may be purulent or bloody rhinorrhea)

· Denasal speech (rhinolia clausa) 
· Epistaxis (may be frank epistaxis), 
2. Otologic: 
· Due to obstruction of Eustachian tube; there is conductive hearing loss

· Serous or suppurative otitis media which is often ipsilateral 
· Tinnitus and dizziness may occur

3. Ophthalmo-neurologic: 
· It is due to extension of tumour to the surrounding regions. 
· Nearly all the cranial nerves may be involved.
· Squint and diplopia due to involvement of CN VI, ophthalmoplegia (CN III, IV and VI), facial pain and reduced corneal reflex may (invasion of CN V through foramen lacerum) occur leading to  facial neuropathy or facial nerve palsies
· Tumour may directly invade the orbit leading to exophthalmos and blindness (CN II at the apex of the orbit)

· Involvement of lXth, Xth and X1th cranial nerves may occur constituting jugular foramen syndrome
· Usually this is due to pressure of enlarged lateral retropharangeal lymph nodes on these nerves in the neck.

· CN XII may be involved due to extension of growth to hypoglossal canal

· Horner’s syndrome may occur due to involvement of cervical sympathetic chain

4. Cervical nodal metastases:  
· This malignancy most often presents with a cervical mass from metastatic spread to a lymph node. 
· It may be the only manifestation. 
· A lump of nodes is found between the angle of jaw and the mastoid and some nodes along the spinal accessory in the posterior triangle of neck.
5. Distant metastases 
· It involves bone, lung, liver and other sites.
Investigations

Detection of early disease
· EBV can be detected in the cells of undifferentiated NPCs, and a typical anti-EBV serologic profile has been described, consisting of a rise in anti-viral capsid antigen (VCA) and anti-early antigen (EA) IgG and IgA antibodies, and anti-EBNA IgG antibodies
· Diagnosis is made by biopsy of the primary nasopharyngeal tumor.

· Biopsy of the neck metastasis should not be performed until the nasopharynx has been inspected and palpated and biopsy of any suspicious lesion there has been performed.

Treatment

· Irradiation is the treatment of choice

· Radical neck dissection is required for persistent nodes when primary has been controlled

· Systemic chemotherapy is used as palliation for distant metastases or in radiation failures

Treatment of the primary tumor is radiation therapy. Radical neck dissection is required for large ( 2 cm at the greatest dimension) or persistent neck masses. The overall 5-yr survival rate is 35%.

[image: image2.png]Ophthalmic Symptoms g Aol
and Facial pain (CN 111, [V, V, VI) #< ‘

“ Foramen lacerum and
Ovale
Eust tube ———— Serous O.M.
g
| _ Parapharyngeal
Space TGy Nasal obst.
N Nose and Orbit —— Epistaxis
Retro- ¥ Proptosis
__ | — pharyngeal
nodes Distant metastases —— Secondaries
Lung, liver, bo®
Cervical
TN Nodes
Upperjugular &

Posterior A Nodes enlargement

Fig, 49 :
4 Routes of spread and clinical features of nusopharyngeal cancer.





Other malignant tumours of nasopharvnx

· They are rare and include.

1. Lvmphomas
2. Rhabdomyosarcoma
3. Plasmacytoma

4. Chordoma

5. Adenoid cyst carcinoma
6. Melanoma 
