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Case Report

Nasopharyngeal Carcinoma with an uncommon
Presentation
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ABSTRACT
Nasopharyngeal carcinoma (NPC) is a tumor arising from the
epithelial cells that cover the surface and line of the nasopharynx.
Symptoms of NPC can be obscure due to its anatomic location,
which begins in the upper part of the pharynx behind the nose
and ends at the proximal part of the trachea and esophagus.
These include nasal, aural, and neurologic symptoms, thus
often a challenge in diagnosis. Cervical lymphadenopathy is
most commonly noted on physical examination, but sometimes
rather spreading toward inferiorly it can spread toward superiorly
and cause bone erosion and intracranial extension, which
presents with visual impairment, proptosis, and cavernous sinus
involvement. In this case report, we present a case of superiorly
extended NPC without cervical lymphadenopathy presentation.
As it is extremely radiosensitive, the best modality of treatment
is radiotherapy.
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INTRODUCTION
Nasopharyngeal carcinoma (NPC) is a tumor arising
from the epithelial cells that cover the surface and line of
the nasopharynx. This tumor was first reported in 1901
and was clinically characterized in 1922.1,2 This tumor is
uncommon in India, with the incidence of 0.9 per million.3
It is imperative to remember that although squamous cell
carcinoma is the most common histological subtype of
nasopharynx malignancy, it differs from other head and
neck squamous cell carcinomas in epidemiology, etiology,
histology, natural history, and response to treatment.4-7
Symptoms of NPC can be obscure due to its anatomic
location, which begins in the upper part of the pharynx
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behind the nose and ends at the proximal part of the
trachea and esophagus. These include nasal, aural, and
neurologic symptoms, thus often a challenge in diagnosis.
Cervical lymphadenopathy is most commonly noted in
physical examination. The majority of newly diagnosed
NPC patients have locoregionally advanced disease, and
cervical nodes are usually involved.8
Treatment is usually composed of a nonsurgical
approach as the anatomic location is difficult to manage
and in most cases, there is a locoregional disease; therefore, currently, the standard of care for these patients
consists of concurrent chemoradiotherapy with cisplatinbased regimens, generally followed by adjuvant chemotherapy.8 This treatment approach results in a cure for
the vast majority of patients, with 3-year disease-free
and overall survival rates of approximately 70 and 80%
respectively. Surgery is usually reserved for persistent
or recurrent disease.8

CASE REPORT
A 65-years-old male was referred to the Indira Gandhi
Medical College Shimla, India, with a complaint of headache, visual impairment for last 1 month. The patient had
a previous history of nasal examination and biopsy about
1 month back at a local hospital. The patient had a headache following a biopsy which was dull aching in nature;
the patient also had a history of nasal discharge from
both the nasal cavity, which was mucoid in nature which
was some time blood tinged. The patient had a history of
giddiness. The patient had history of reduced vision from
the right eye with drooping of the right eyelid. On neck
examination, there was no cervical lymphadenopathy
and swelling. On anterior rhinoscopy, there was deviated nasal septum toward the right side and yellowish
mucoid discharge present in the bilateral nasal cavity.
On eye examination, no ocular movement was present
on right eye and there was complete ophthalmoplegia
with severe ptosis. On visual acuity of the right eye, the
perception of light was present and on the left side, there
was no ocular movement toward left side and 6/24 on
visual acuity. Hence, there was cranial nerve palsy of III,
IV, VI on right side and VI nerve palsy on left side with
visual impairment bilaterally (Fig. 1). The patient was
posted for computed tomography (CT) scan of nose and
paranasal sinuses, which showed large, abnormal soft
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Fig. 1: Histopathological examination with sinonasal carcinoma
(poorly differentiated carcinoma)

Fig. 2: Computed tomography scan with intracranial extensions

Fig. 3: Coronal view with extensive erosion
of base of skull

Fig. 4: Involvement of foramen ovale and cavernous sinus

tissue density calcified mass lesion in the nasopharyngeal
region (Fig. 2). It is also extending in the bilateral nasal
cavity along with intracranial extensions with destruction
of sphenoid bone, clivus and basiocciput (Fig. 3) as well as
petrous part of temporal bone.. The lesion was also seen in
sella, bilateral temporal, and in prepontine cistern regions
(Fig. 4). The lesion measured approximately 68 × 67 mm
in size. There were erosion and destruction of the bilateral
maxilla. Interestingly, no cervical lymphadenopathy was
seen in scans also.
Nasal endoscopy examination was done, which
showed friable reddish mass at middle meatus region
on both nasal cavities from which biopsy was taken and
sent for histopathological examination (HPE). Interes
tingly, it showed poorly differentiated carcinoma with
features suggestive of sinonasal carcinoma (Fig. 5).
As it was a very extensive lesion, radiotherapy opinion
was taken and taxane, platinum, and 5-fluorouracil-based
chemotherapy along with radiotherapy was started. Till
now, the patient is showing a good response to treatment.

Fig. 5: Histopathological examination with poorly differentiated NPC

DISCUSSION
Despite the fact that NPC has a distinctive ethnic and
geographic distribution, immigration is a common phenomenon and in some cases, the incidence may still be
high in immigrants and offspring.4-7
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Based on the degree of differentiation, the World
Health Organization has classified NPC into three
histopathologic types: Type I (typical keratinizing
squamous cell carcinomas), type II (nonkeratinizing
carcinoma), and type III (undifferentiated carcinoma –
most common). Types II and III may be accompanied by
an inflammatory infiltrate of lymphocytes, plasma cells,
and eosinophils, and these two types have also been
called lymphoepithelioma.9,10
Tumors can grow within the nasopharynx or can
spread anteriorly, laterally, posteriorly, superiorly, and
inferiorly to the opposite lateral wall; they can also infiltrate other structures toward the base of the skull and
invade the palate, nasal cavity, or the oropharynx.3,11-13
Skull-based invasion is the common presentation in up to
one-third of cases12 and can be the initial presentation.13
The NPC can spread intracranially via the foramen
lacerum or foramen ovale or through both the foramen
ovale and foramen lacerum, and it also can spread
by direct erosion, which results in multiple cranial
deficits.13-15
Perineural spread through the foramen ovale is an
important route, which explains CT scan evidence of
cavernous sinus involvement (as in the present case CT
scan showed the lesion in cavernous sinus area with bone
erosion).16 However, on the examination of the nasopharynx, the lesion can be revealed as an exophytic mass or a
smooth, mucosal-covered mass, with the fossa of Rosenmuller being the most common location; the diagnosis
can be confirmed after histopathology.9,11
The NPC is not amenable to curative surgery because
of its location, but it is a highly radiosensitive lesion.
Therefore, radical external beam radiotherapy is the
mainstay of treatment for this neoplasm and its regional
metastasis.3,16
Despite the aggressive radiotherapy, the 5-year survival rate for locoregionally advanced disease at presentation is approximately 30 to 45%.17

CONCLUSION
Nasopharyngeal carcinoma is one of the most easily
misdiagnosed tumors because it does not present with
nasal symptoms: Rather, the patient may initially have
unspecific signs and symptoms, such as headache,
hearing loss, and facial pain. Most common presentation is with cervical lymphadenopathy, but sometimes
rather than spreading toward inferiorly, it can spread
toward superiorly and cause bone erosion and intracranial extension, which presents with visual impairment,
proptosis, and cavernous sinus involvement. As it is
extremely radiosensitive, best modality of treatment is
radiotherapy.
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