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1. UIBRSRERE

1) Safety margin

THE AR AE R R AU ER IR (pyriform sinus
carcinoma; PSC), #EH® (posterior wall car-
cinoma ; PWC) ¥ X ORI E (postcricoid car-
cinoma ; PCC) @ 320 »nh b, h b 3EHEOK
BT Y v oA RsRE I > CETHRCERD
%Y (Fig. 1).

PSCRIUPWCROfI~ERT AL DD, ¥
BETATHEFENFHEE TEL T3 & 45L
(Fig. 2, 3), EgZ2HCHLFMHRNBEHIRTH I &
hLigwiedie, ThrBRHBRL CHmRBITERY ¥
TRARD S, BETY v R ERALTOERKT
BhoEREA~EL L ERTHE, o 2BRE
REBDBERETH - T, EE LEISD safety mar-
gnEFem i TE0BRTIERTF YV ATH
5, —F, BHABEOY vATRZLuhG, ERAXE
BTHIEEPRFL 5 50 8EERH B,

¥, ILFI~D Y v ~EIEZ Luvh b, safety
margin ¥2cm ¢ THhiXETFRETH 5,

Thiex LT PCC Tk, BAMDY v FRET
BB LV BTREELRT Z bR T
5 (Fig. 26, EERFREFACTTH S, T,
PSC = PWC & (3 fLFHAI~DOKEET U v < fii ik
0emic b ZETEZ LN XROERTHEAIAT W
T, EbICE FCBRETERVICR L, & hsskip
lesion DEHRTH A 5 L HEIh, BKRAORLLAEK
T35, £ TCPCCH X U'Ph-Ce TWRHELFIME T D
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Fig. 1 Schematic illustration of directional pre- Fig. 3 Submucosal invasion seen in superior mar-
ponderance of submucosal lymphatic dranage in gin of this extirpated specimen extends as long as
each region of hypopharynx and cervical esopha- 22mm.
gus.
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Fig. 4 Postcricoid carcinoma tends to invade cir-
l Ce cumferentially in the cavity.
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Fig. 2 Most of pyriform sinus carcinoma extends
superiorly toward the oropharynx at the base of
palatine tonsil.

safety margin BRECTH 5. YR TE% Th2v <1
L LEERFODOMERBHETHAL X 5 &5 HEkE,
AELEURA I WETH200BR DS, 2K E
TRBIDERHH 7 7 4 XA=TFTDOA 7 - ARENHEC
BB ELRCERIETDH B, skip BTt &8
BEROAERYIERTH L, TEhELTBN
better tH 5 5 (Fig. 5,
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Fig. 5 Carcinomas in the postcricoid and/or cer- Table 1 Incidence of histologically proven metastatic
vical esophagus may extend inferiorly far down node in patients with hypopharyngeal carcinoma of
to the esophagus as a skip lesion. different sites of origin

[psilateral neck | Contralateral neck

PSC (n=48) 35/48=73% 14/48=29%
PWC (n=10) 6/10=60% 3/10=30%
PCC (n= 6) 4/ 6=67% 6/ 4=67%

CE (=9 4/ 5=80% 3/ 5=60%
Total (n=69) 49/68=71% | 24/69=35%

Table 2 Incidence of histologically proven metastatic
node in different T classifications

Ipsilateral neck - Contralateral neck
T (=19 12/19= 63% 2/19= 11%
T (n=41) 28/41= 68% 13/41= 32%
Ty (= 9) 9/ 9=100% 9/ 9=100%
Total (n=69) 49/69= 71% 24/69= 35%

frdanaa b s s g b

Table 3 Incidence of histologically proven metastatic
node in different N classifications

Ipsilateral neck Contralateral neck

S No (n=14) 3/14=21% 2/14=14%
N1 (r=32) | 26/32=81% 6/32=19%
N: (n=23) | 20/23=87% |16/23=70%
CZTREY v oK VI OWTHERN B, Total n=69) | 49/69=71% | 24/69=35%

1990FERERBHREL7 vy — FRAEICL D L, Tu

IFoEFMCOER Y v ~HEERIERCHET S B)Z EBAT, BEAELATHARBHERIE
EEV, L2L Ea THEMER LB L - LcEER DLBTHDH, 1o LBHAEENRO FRRFBRIER
REEST, STFEFRTIELBELT-LdOD THBELL, —fITRIhEZRETS. COX5E
BEIEECEL, BREBO - DDOREN FICHERR Y v ~EEBHEE YR LT — 2375,
HEIZE, Zhi lu ST oERFT b mHUBESEE O ERTHAHD Z LXURTHIhEND, FHELRV
B bB ERRTTF—#TH5, PhsXrPhCe EThIEmERFILATH S, DflTcoBRORA
Tk, THOEBIOEBSLECS X 20, BRER D1DORIRE Y v ~FEBLDH S, EEBE LTV
BE XI5 E D (Table 1~5), Table 6 i3 LIABTHBELD, PELTHETHIIFELE TN
L5 EHBCHEEOERD - Th, TEHOED Y v ETHEH, HELDHOESTHII N & PN o
RBEAEBLIAL, BAOZ-E2 0 LI PSCORE el Do ERHFLEGE, BRTEHITN (=)
SALE T2 B ARNEB O ERES K Z v (Table EZWERTWTPN (4) THBLDMRERLS,

} 8/46=17%

Table 4 Incidence of histologically proven metastatic node in each histological

differentiation
T [psil.’ltz.‘!'al neck Contralateral neck
Well Differentiated (n=23) 12/23=52% 7/23=30%
Moderately Differentiated (n=238) 32/38=84% | 13/38=34%
Poorly Differentiated (n= 8) 5/ 8=63% 4/ 8=50%
Total (n=69) 49/69=71% ‘ 24/69=35%
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Table 5 Incidence of histologically proven metastatic node in different
combinations of histological differentiation and T classification

[psilateral neck

Contralateral neck

Well (n=23) To(n= 6)
Tz (n=15)
Ti(n= 2)
To(n= 9)
Ts (n=24)
Ty (n= 5)
T (n= 4)
Tsn= 2)
Ti(n= 2)

Moderately (n=38)

Poorly (n= 8)

2/ 6= 33% 0/ 6= 0%
10/15= 67% 2/15= 13%
2/ 2=100% 2/ 2=100%
8/ 9= 89% 2/ 9= 22%
17/24= 71% 10/24= 45%
5/ 5=100% 5/ 5=100%
2/ 4= 50% 1/ 4= 25%
1/ 2= 50% 1/ 2= 50%
2/ 2=100% 2/ 2=100%

Table 6 Incidence of histologically proven metas-
tatic node in each region of the neck

middle

superior > |1
jugular

Sl - inferior
jugular | <

jugular

> paratracheal >supraclavicular
=accessory
= submental
=submandibular
=retropharyngeal
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Fig. 6 Laveling index of S-phase cell may be an
indicator for the extent of submucosal invasion.
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Fig. 7 Immunohistological demonstration of
heterogenous expression of cytokeratin No. 13
may indicate various responsibility of each cell to
radiotherapy and/or chemotherapy.
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Some Discussions on Treatment of Carcinomas in the Hypopharynx and Cervical Esophagus

Yasushi Murakami
Department of Otolaryngology, Kyoto Prefectural University of Medicine

Problems in the treatment of carcinomas in the hypopharynx and cervical esophagus were discussed. For
complete resection of carcinomas, safety margins should be decided by careful consideration of the extent of
submucosal invasion that varies primarily because of differences in directional preponderance of submucosal
lymphatic drainage in each region. Bilateral neck dissection should be performed because of the high incidence of
metastasis to regional nodes. Postoperative irradiation and maintenance chemotherapy were stressed as

indispensable.
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