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From the Desk of Editor
Dear Readers,
Happy festive season !
Head and neck cancer is the sixth most common cancer worldwide. According to
Globcan 2018 statistics, squamous cell cancers of head and neck (SCCHN) are number one
in Indian population. The disease complexity due to heterogeneity of organs and functions
involved necessitates the need for a multi modality approach in the disease management
and an individually tailored treatment plan in most patients. Furthermore, treatment
goals which include cure, organ and function preservation, quality of life and palliation – must also be considered.
A lot to be done for prevention, screening, treatment and rehabilitation of these patients.

With regards
Dr. Naresh Somani
M.D., D.M.
Senior Medical Oncologist
Introduction:
Malignancy of the head and neck cancer is the sixth most common cancer worldwide and the most common in central Asia. It
encompasses a range of neoplasms arising from different anatomical sites:
 The oral cavity: Including the lips, gums, anterior tongue, floor or the mouth, hard plate, and buccal mucosa
 The pharynx: Including the nasopharynx, oropharynx, and hypopharynx
 The larynx: Including the supraglottic, glottis and subglottic regions
 The nasal cavity and paranasal sinuses: Maxillary, frontal, ethmoid and sphenoid
 The salivary glands
Although the term head and neck cancer includes many different disease, most of the skills required to assess and manage these
patients are broadly similar.

Etiology: Smoking and alcohol use and chewing tobacco and pipe smoking are main . Human Papillomavir (HPV) infection is a
risk factor for cancer of the larynx, pharynx and oral cavity. 40%-50% of squamous cell carcinomas of the orophyarynx are HPV
related. The same high-risk strains that cause cervical cancer are implicated in etiology. Virally induced cancers may have a
better prognosis than those attributable to smoking and alcohol use.
Screening and prevention: There is currently no national screening program; so the emphasis is on public health education to
tackle the major modifiable risk factor of tobacco and alcohol use and to raise awareness of these cancers and their presenting
symptoms. These efforts are to reduce the number of patients presenting with advanced-stage disease. Over 90% of cancers of the
head and neck are squamous cell carcinomas, typically they invade adjacent structures, depending on the site of origin and spread via
lymphatic to regional lymph nodes in the cervical chain.

Pre-malignant conditions:
 Leukoplakia  Erythroplakia Dysplasia

 Verrucos tumor
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Presentation:
Characteristic local symptoms depend on the site and size of the
primary lesion and may not uncommonly present with painless
cervical lymphadenopathy.
Laryngeal cancer: A hoarse voice and a persistent, irritating
cough and dysphagia.
Cancer of the oral cavity: Persistent mouth ulcers, painful
ulcerative lesion on lip or exophytic growth.
Nasopharyngeal cancer: Nasal symptoms, cervical
lymphadenopathy, cranial nerve palsies due to base of skull
invasion.
Oropharyngeal cancer: Sore throat or lump in the throat, pain
referred to ear.
Hypopharyngeal cancer: Dysphagia and lump in the throat,
odynophagia, pain referred to ear.

Investigations:
The aims of investigations include the following:
 Identifying the primary tumor site and extent, including
cytological or histological confirmation.
 Staging the disease.
 Assessing the general fitness of patient.
 Clinical examination should be combined with
appropriate imaging.
 CT scan/MRI is used to determine the extent of local
tumor infiltration, particularly invasion of bone of
cartilage.
 Obtain a biopsy if the primary tumor is identified and
accessible.
Stating: Staging systems for head and neck cancers are based on
the TNM.

Management:
Premalignant lesions: Treatment is usually be excision.
Malignant lesions: Investigation and management should be
coordinated by a multidisciplinary team with expertise in the
complex, psychological and functional issues. The aim of
treatment is to combine optimal rates of cure with the best
functional results. Most head and neck cancers are treated with
surgery, radiotherapy or a combination of the two and
chemotherapy. Generally, T1-2, N0, M0 disease can be treated
with singe-modality treatment and retrospective data suggest that
the results achieved by surgery or radiotherapy alone are
equivalent. The modality of therapy that will give the best longterm quality of life should be chosen for stage I and II cancers. In
more advanced disease, combined-modality regimes are
frequently adopted, depending on the primary site.

Management of early stage disease:
Surgery alone: Potential advantages of surgery alone include
the following:
 It provides complete pathological staging of the




It provides quick local clearance of disease
Treatment of metachronous head and neck tumors is
not compromised
 It avoids the toxicity of radiotherapy
Radiotherapy alone: A typical radiotherapy regime might
comprise 60-70 Gy administered to the primary site over 6-7
weeks. Intensity-modulated radiation therapy (IMRT) is an
advanced from of conformal radiation therapy frequently
used for head and neck cancer, in which a large number of
treatment fields are used to maximize conformal radiation to
the tumor and spare surrounding normal structures.
Advantages of primary radiotherapy include the following Avoidance of operative mortality in patients who
have significant comorbidities.
 Where surgical clearance is difficult or impossible.
 Organ conservation is more likely, including
preservation of the voice and swallowing.
 The option of elective radiotherapy treatment of
clinically occult regional lymph node disease has
relatively little extra morbidity (compared with
elected neck dissection)
 Surgery remains an option as salvage therapy in
event of treatment failure.
 Radiotherapy enables treatment of multiple
synchronous primaries.
Toxicity of radiotherapy includes the following Mucositis and a dry mouth.
 Chronic ulceration of the mucosa and osteonecrosis
are potential risks.

Surgery versus radiotherapy ?
Cure rates with primary radiotherapy are generally believed
to be equivalent to those for surgery for early-stage disease of
many head and neck tumors. In certain clinical situation,
radiotherapy is clearly the first-line treatment of choice, e.g.
in nasopharyngeal carcinoma when the use of surgery is
limited to staging. In other clinical situations, surgery is the
first choice if at all possible, e.g. tumors of the nasal cavity
and paranasal sinuses.

Combined surgery and radiotherapy
Bulky tumors are generally best treated by a combination of
surgery and radiotherapy, to minimize the risk of
locoregional disease recurrence. The most important risk
factors for prediction of recurrence and the need for
postoperative radiotherapy are the following:
 Positive resection margins
 T3-T4 primary tumor
 Extracapsular lymph node spread
 ≥N2 disease
Perineural or vascular invasion
 Poorly differentiated tumor 
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Treatment of locally advanced unresectable disease
Chemoradiotherapy:
>60% of SCHNC have advanced locoregional disease at
presentation (state III/IV M0). In some cases surgery
remains an option and can result in 5 year survival rates of
20%-50% if combined with radiotherapy. In many cases
surgery is either technically not possible or would be
associated with unacceptable morbidity, e.g. base of tongue
cancer requiring glossectomy and consequent loss of normal
voice and swallow. The use of radiotherapy with concurrent
chemotherapy has been demonstrated to be associated with a
survival advantage over treatment with radiotherapy alone.
Although
combined-modality therapy is associated with increased
acute toxicity compared with radiation alone, concurrent
full-dose platinum-based chemotherapy with radiation
should be considered standard therapy to optimize the
chance for organ preservation, locoregional control and
survival in patients with good performance status, and
relatively few comorbidities.

Role of targeted therapy in LAD-SCCHN: Patients
not suitable to platinum based therapy Although the
platinum based therapy is a preferred choice for
treatment of fit patients LA-SCCHN, the toxic effects

platinum ineligibility, replacing cisplatin with other
(less toxic) cytotoxic agents or cetuximab may be taken
into consideration.
Management of metastatic disease:
Chemotherapy: Certain chemotherapy agents, e.g.
cisplatin, docetaxel, 5-fluorouracil, methotrexate and
bleomycin have been shown to be active in advanced
squamous cell carcinoma. The highest response rates appear
to be achieved be combination regimes, although a survival
advantage with this approach has not consistently been
demonstrated. The EGFR-targeted monoclonal

antibody. Cetuximab has shown significant clinical
benefits in the treatment of both loco regionally
advanced and recurrent and/or metastatic SCCHN. It
has shown improvement in median survival from 7 to 10
months when it was added to platinum and 5-fluorouracil
chemotherapy.
Recently immune-oncology drugs (e.g. nivolumab)
have shown promising activities in relapse/refractory
disease.
In last follow up, counseling for cessation of
smoking, tobacco, chewing, alcohol consumption and
rehabilitation and assessment of treatment related
morbidities (e.g. radiation induced hypothyroidism) are
equally important.

Upcoming conference of SoMex
2nd Annual Indian breast cancer conference (International meeting ) on 5th to 7th October 2018. (Accrediated by RMC)
For details log on www.ibccindia.com

Recent Activities of SoMex
• SoMex organized CME on "HCC" on 14 September 2018.
• SoMex organized CME on "CLL" on 5 September 2018 with International speaker.
• SoMex organized CME on "Lung Cancer" on 20 July 2018.
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