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ABSTRACT
Objective: The main objective of this study was to analyze the oncological results and survival outcome in primarily surgically treated patients 
with hypopharyngeal cancer.
Methods: A total of 95 patients, who underwent primary open surgery for squamous cell carcinoma of the hypopharynx, were retrospectively 
reviewed during the period of 5 years following surgery. Overall and disease-free 5-year survival rates were measured, and potential prognostic 
factors influencing survival outcome were analyzed.
Results: Patients with hypopharyngeal carcinoma were usually diagnosed in advanced tumor-T stages: 73.7% as opposed to 26.3% in early T 
stages. Positive lymph node metastases (N+) were present in 80% of the patients. Overall 5-year survival rate was 44.2% and the 5-year dis-
ease-free survival was 41.7%. In the follow-up, a recurrence was observed in 36 (37.9%) patients, while 16 (16.8%) subjects developed a second 
primary tumor. The overall 5-year survival was significantly shortened in patients with N+ neck (39.5% opposed to 63.2% in N0; P = .047) and in 
those who developed a disease recurrence (25% opposed to 55.93% in those without recurrence; P = .022), especially those with locoregional 
neck lymph node and distant metastases (18.51% opposed to 54.41% in those without metastases; P = .001).
Conclusion: Hypopharyngeal cancer is usually presented in advanced stages. Primary surgical approach of these carcinomas enables satisfac-
tory oncological results. The initial N+ neck, as well as the presence of disease relapse, especially neck and distant metastases, represents a 
negative prognostic factor of 5-year survival rate in patients with primarily surgically treated hypopharyngeal carcinoma.
Keywords: 5-year survival, cancer, hypopharynx, recurrence, surgery

Introduction

The introduction of chemotherapy (ChT) and radiotherapy (RT) 
in the treatment of laryngeal carcinoma, the results of which 
have been published in 1991,1 has led to a change in the treat-
ment of hypopharyngeal cancer as well.2 The strategy of organ 
preservation (with 2 approaches: induction ChT followed by 
RT as one and concomitant chemoradiotherapy (CRT) as the 
second approach) has been presented with better functional 
outcome. The initial results were encouraging; yet, the publi-
cations that followed have reported an increase in morbidity, 
as well as a rise in mortality.3 Carcinoma of the hypopharynx 
is most frequently diagnosed in its advanced stage, while the 

additional comorbidities of the patients may limit the use of 
ChT due to the development of acute and chronic toxicity.4 
With the introduction of organ preservation protocols in the 
treatment of hypopharyngeal cancer, open surgery has been 
pushed into the background, in the form of salvage surgery 
for residual and/or recurrent disease. It led to fewer publica-
tions presenting the results of primary surgical treatment of 
patients with hypopharyngeal carcinoma.5 The primary surgi-
cal approach is usually indicated for T1 and T2 hypopharyngeal 
cancers, which are most often transorally resected.6 However, 
successful techniques of postoperative defect reconstruction, 
together with postoperative voice, speech, and swallowing 
rehabilitation, make the surgical approach a viable option for 
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the treatment of advanced-stage hypopharyngeal carcinomas 
as well. Encouraging oncological and functional results, not 
only for early but also for the advanced stages of the disease, 
together with the fact that organ preservation does not always 
imply a preservation of the function, requires a review of the 
role of primary surgery in the treatment of the hypopharyngeal 
carcinoma.

The aim of this paper was to present the oncological results 
and 5-year overall survival rate of patients with different stages 
of hypopharyngeal carcinoma, primarily treated with open sur-
gery, and to identify potential prognostic factors influencing 
the survival outcome. The obtained oncological results were 
compared with the same after both surgical and organ preser-
vation therapy acquired from the literature.

Methods

The study included 95 participants with pathohistologically 
confirmed hypopharyngeal squamous cell carcinoma treated 
primarily with surgery, during the period 2004-2014, in a ter-
tiary-level institution. All participants were treated with open 
surgery, together with neck dissection (ND), if indicated. Open 
surgery included partial pharyngectomy via lateral pharyngec-
tomy approach (PP), partial pharyngectomy with partial laryn-
gectomy (supracricoid hemil​aryng​ophar​yngec​tomy (SHLP)), 
partial pharyngectomy with near-total larygectomy (PP + NTL)7, 
or partial pharyngectomy with total laryngectomy (PP + TL). 
Selective ND was performed in advanced tumor-T stages and 
nodal—N0 and N1 findings, a modified radical ND in stage N2, 
and a radical ND in stage N3. Bilateral ND was performed for 
bilateral metastases and in tumors crossing the midline.

Participants with T4a tumors and those with metastases in 
less than 2 lymph nodes, without extracapsular spread, were 
postoperatively irradiated (3D conformal RT, 2 Gy daily, 5 days 
a week, during 6-7 weeks, up to 60-70 Gy), while those with 
extracapsular metastasis spread, with neck metastases in 
more than 2 lymph nodes, perivascular invasion, and positive 
surgical margins, were subjected to postoperative CRT (cispla-
tin at a dose 100 mg/m2, given on days 1, 22, and 43 of con-
comitant RT 70 Gy). In participants with comorbidities, in those 
over 70 years of age, the dose of the cisplatin was adjusted (at 
a dose 40 mg/m2 weekly during a 7-week course of RT).

All examinees were subjected to speech, voice, and swallowing 
rehabilitation postoperatively, depending on the type of sur-
gery. Participants were postoperatively monitored by a multi-
disciplinary oncology team, including head and neck surgeon, 
radiologist, radiation oncologist, medical oncologist, phoniatri-
cian, voice and speech therapist, and psychologist. Follow-ups 
were every 2 months during the first year, every 3 months in 
the second, and twice a year from the third postoperative year 
onwards. The control follow-up included ear, nose, and throat 
examination with rigid or/and flexible endoscopy and neck 
ultrasound, while computerized tomography (CT) and other 
exams were performed according to the clinical indications. 
A fiberoptic endoscopic evaluation of swallowing (FEES) was 
used for the assessment of swallowing in patients after partial 
resections together with videofluoroscopy, if needed.

The data about the postoperative pathologic stage of the 
disease (pT-tumor and pN- nodal), according to the latest 
American Joint Committee on Cancer Staging Manual (ACJJ), 
8th edition,8 type of surgery performed, postoperative surgi-
cal margins, postoperative complications, postoperative addi-
tional therapy applied (CRT or RT), and postoperative course 
of the disease (occurrence of the recurrent disease, type 
of recurrence, second primary tumor presence, and lethal 
outcome) were retrospectively obtained from the medical 
records, during the period of 5 years following surgery. The 
overall 5-year survival was measured in relation to pT, pN cat-
egory, stage of the disease, type of surgery, presence of recur-
rence and type of recurrence (local tumor recurrence and/or 
neck lymph node and/or distant metastases), and in relation to 
the second primary tumor occurrence. The disease-free 5-year 
survival was also estimated. Statistical Package for the Social 
Sciences software (SPSS) version 21.0 was used, with Kaplan–
Meier method applied for estimation of the survival rates 
and with the log-rank test for subgroup analysis. Multivariate 
analysis (backward logistic regression type) was also used to 
calculate the influence of the observed factors on the occur-
rence of relapse and survival. A P-value of <.05 was considered 
significant.

The study was approved by the competent Ethics commit-
tee of University Clinical Centre of Vojvodina, Novi Sad, Serbia 
(Approval No: 80-217/2020). The study being retrospective, 
the ethics committee waived the need to obtain informed 
consent for this study.

Results

The study included 95 participants with primarily surgically 
treated hypopharyngeal carcinoma. There were 90/95 (94.7%) 
male and 5/95 (5.3%) female patients, ages ranging between 
39 and 87 years (mean age: 58.15). Advanced pT stages (pT3 
and pT4) were present in 70/95 (73,7%), while N+ disease was 
present in 76/95 (80%) patients. The distribution of examin-
ees according to the postoperative pT and pN category is pre-
sented in Table 1.

There were 4/4.2% operated patients in stage I, 3/3.2% in 
stage II, 18/18.9% in stage III, and 70/73.7% in stage IV (42 in 
stage IVA and 28 in stage IVB). Partial pharyngectomy (PP) was 
performed in 12/12.6% patients, SHLP in 13/13.7% patients, 
PP + NTL in 9/9.5%, and PP + TL was performed in 61/64.2%) 

Main Points

•	 The study presented the results and 5-year survival rate of 
95 participants with primarily surgically treated hypopharyn-
geal cancer.

•	 Hypopharyngeal carcinoma is usually diagnosed in advanced 
tumor stages (73.7% as opposed to 26.3% in early stages) 
with positive lymph nodes metastases (N+) present in 80% 
of the patients.

•	 Overall 5-year survival rate of patients with hypopharyngeal 
cancer after primary surgery was 44.2% and 5-year disease-
free survival rate was 41.7%.

•	 The overall 5-year survival was significantly shortened in 
patients with N+ neck (39.5% opposed to 63.2% in N0) and 
in those who developed a disease recurrence (25% opposed 
to 55.93% in those without recurrence).
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patients. Hypopharyngeal defect reconstruction was per-
formed with flaps in 4/4.2% patients (2 with platysma flaps, 
1 with pectoral major myocutaneous, and 1 with supraclavicular 
flap), while in others, the defect was closed with direct sutures. 
Neck dissection was performed in 89/93.7% patients; selec-
tive one in 40/45% patients, modified radical in 18/20.2%, and 
radical ND in 31/34.8%. Bilateral ND was performed in 59/89 
(66.3%) and unilateral in 30/89 (33.7%) patients. Positive sur-
gical margins were registered in 5/5.3% patients.

Postoperative complications occurred in 30/31.6% partici-
pants. The most frequent complication was pharyngocutane-
ous fistula (registered in patients following total and near-total 
laryngectomy) seen in 22 cases (23.2% of all patients, 73.3% 
of all complications, and 31.4% of all totally and near-totally 
laryngectomized patients). The fistula closed spontaneously in 
21 (95%) patients, between 26th and 36th postoperative day, 
while only 1 patient underwent secondary closure of the fis-
tula. Postoperative hemorrhage occurred in 4/95 (4.2% of all 
patients and 13.35% of all complications) and the same num-
ber of patients had a postoperative wound infection (4/95). 
Nutrition through the nasogastric tube was provided between 
3 and 36 days (mean 19.9 days). Satisfactory swallowing, after 
the wound healing, objectified using a FEES and videofluoros-
copy, was achieved in all patients, without aspiration in any 
patient with partial pharyngectomy and SHLP. None of the 
patients required a gastrostomy. Later on, late local recurrence, 
seen in follow-up, caused difficulties in swallowing in 9 patients.

Postoperative radiotherapy was indicated in 38/95 (40%) 
patients but was completed in 32/38 (84.2%) patients, while 
CRT was indicated in 48/95 (50.5%) but was completed in 
38/48 (79.2%) patients.

The overall 5-year survival rate, in relation to clinicopathologic 
parameters, is shown in Table 2.

Statistically significant difference in 5-year survival rate was 
observed according to pN category (distribution between dif-
ferent pN categories, P = .034, shown in Figure 1, as well as 
between N+ and N0 neck; P = .047). Analysis of the stage of 
the disease (P = .681), as well as the type of surgery (P = .940), 
yielded no statistical significance concerning 5-year survival.

In the follow-up, recurrence was observed in 36/95 (37.9%) 
patients, with statistically significant influence of its presence 
on 5-year survival (P = .022). The majority of the recurrences 
referred to regional neck and distant metastases in 27 (28.4% 

of all examinees and 75% of all recurrences), followed by local 
recurrence in 9 (9.5% of all examinees and 25% of all recur-
rences) of the cases. None of the subjects with positive mar-
gins developed local recurrence.

A total of 16 (16.8%) subjects developed a second primary car-
cinoma and none of them was from the category with locore-
gional recurrence.

The presence of recurrence (local and/or neck and/or distant 
metastases) showed a statistically significant influence on 
the 5-year survival rate, as seen in Figure 2. Analyzed individu-
ally, only the presence of neck and/or distant metastasis has 
proven to have a significant effect on the survival rate. The 
presence of either local hypopharyngeal recurrence or second 
primary carcinoma alone showed no similar significant effect 
on the survival rate.

Comparison of survival rate between the patients with recur-
rence and second primary and those who did not have a dis-
ease recurrence and development of second primary showed 
a statistically significant difference in 5-year survival rate, as 
seen in Figure 3.

Additional multivariate analysis did not show statistically 
significant influence for any parameter in terms of relapse 
(chi-square = 2.9749; P = .0846, for N category, odds 
ratio = 1.4625, 95% CI between 0.9411 and 2.2728; P = .091), 
while only the occurrence of relapse, using this analysis, con-
firmed a statistically significant impact on survival (odds 
ratio = 3.2827; CI between 1.2048 and 8.9439; P = .0201). 
For T and N category, this influence on survival using multi-
variate analysis was not confirmed (odds ratio for T category 
was 0.9799 and P = .9307; for N category, odds ratio was 
1.3452 and P = .2090).

All patients who developed recurrence were from the category 
with postoperatively indicated CRT or RT; in 27 of them, indi-
cated postoperative therapy was completed, while in 9, it was 
not. Reoperation was performed in 4/9 subjects with local 
recurrence (1 pT1 and 3 pT2), and the others were referred 
for reirradiation or bioradiotherapy (1 pT3 and 6 pT4). Out of 
18 patients with neck metastasis, 15 underwent ND (13 radi-
cal and 2 modified radical neck dissections). The remaining 
9 patients had both neck lymph node metastases and distant 
metastases in the lungs and were subjected to ChT (5/9) or 
symptomatic therapy (4/9).

Five-year disease-free survival was 41.7%.

Table 1.  Pathologic Tumor and Nodal Stage of the Participants with Hypopharyngeal Cancer

pT Stage

pN Stage

Total %N0 N1 N2a N2b N2c N3a N3b

T1 4 2 3 1 1 1 1 13 13.7%

T2 3 2 1 2 0 2 2 12 12.6%

T3 4 10 3 5 0 1 6 29 30.5%

T4a 8 6 2 9 1 5 10 41 43.2%

Total 19
20.0%

20
21.1%

9
9.5%

17
17.9%

2
2.1%

9
9.5%

19
20.0%

95
100.0%

pT, pathologic tumor stage; pN, pathologic nodal stage.
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Discussion

In the organ preservation era, the preference for hypopharynx 
cancer treatment has been given to CRT. The justification for 
this is the tendency to preserve the larynx, unlike with aggres-
sive surgical approach. The response to induction ChT has a 

decisive influence on the choice of further therapy.2 In cases 
of a positive response, the surgical approach to the treat-
ment of hypopharyngeal cancer is pushed into the domain 
of salvage surgery. Evaluation of the response to induction 
therapy varies between authors, depending foremost on the 
representation of the different stages of the disease in their 

Table 2.  Five-Year Overall Survival in Relation to Clinicopathologic Parameters
Parameter n 5-Year OS

P
Total 95 44.2%

pT T1 13 46.2%

.861
T2 12 41.7%

T3 29 48.3%

T4a 41 41.5%

pN N0 19 63.2%
.047

N+ 76 39.5%

pN N0 19 63.2%

.034

N1 20 45.0%

N2a 9 55.6%

N2b 17 23.5%

N2c 2 0%

N3a 9 22.2%

N3b 19 52.6%

pN N = 3 28 42.9%
.701

N <3 67 44.8%

Stage I 4 75.0%

0.681

II 3 66.7%

III 18 50.0%

IVa 42 38.1%

IVb 28 42.9%

Type of surgery PP + NTL 9 33.3%

.940
PP 12 50.0%

SHLP 13 38.5%

PP + TL 61 45.9%

Recurrence (local and/or locoregional and/or distant) Yes 36 25.0%
.022

No 59 55.93%

Location of recurrence Local 9 44.44%
.2924

Locoregional and/or distant 27 18.51%

Local hypopharyngeal disease recurrence Yes 9 44.44%
.9398

No 86 44.19%

Locoregional and/or distant metastasis Yes 27 18.51%
.001

No 68 54.41%

Second primary Yes 16 56.25%
.1423

No 79 41.77%
OS, overall survival; pT, pathologic tumor stage; pN, pathologic nodal stage; PP, partial pharyngectomy; NTL, near-total laryngectomy; SHLP, supracricoid hemip​haryn​
golar​yngec​tomy;​ TL, total laryngectomy.
P < .05 is considered statistically significant
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respective series, generally found to be better in lower T and 
N stages. Keski-Säntti et  al9 reported a poorer response in 
T4, N2c, and N3 patients. The study of Foraistere et al10 has 

shown that the mortality of patients treated with induction 
CRT was 3%, with concurrent CRT 5%, and RT 3%. Effects 
of late toxicity were seen in 24% after induction ChT, in 30% 
after concurrent CRT, and 36% after RT for stages III and IV 
of the disease. The larynx, hypopharynx, esophagus, salivary 
glands, and subcutaneous tissue were the most affected by 
local toxicity. Hypopharyngeal cancer is a disease of old age, 
with a predominance in males. Patients are most often pre-
sented in an advanced stage of the disease, in 92.6% in our 
study. At the time of diagnosis, it is most prevalent in stage 
T4a (43.1%) with metastases present in regional lymph nodes 
(80%). Extracapsular expansion, as a determinant of the N3b 
category of the current tumor nodal distant metastasis (TNM) 
classification,8 is predominantly represented in the T4 stage. 
Being the most commonly diagnosed in advanced T and N 
stage, the preference is given to a surgical approach. The type 
of surgical resection applied is determined by the local and 
regional extensiveness of the disease. In this setting, detailed 
preoperative diagnosis and evaluation of operability in a mul-
tidisciplinary manner merit exceptional focus.11 The patient’s 
general condition and present comorbidities have a great 
influence on the choice of therapy.4

The effectiveness of the applied surgical techniques was 
assessed by oncological results, 5-year survival, and recur-
rence rate. Lower 5-year survival rates after PP with near-
total laryngectomy (33.3%) and SHLP (38.5%) in comparison 
to the patient group with total laryngectomy and partial 
pharyngectomy (45.9%) are similar to the findings of Kim 
et  al.12 postulating that total laryngectomy, when included 
into the surgery of carcinoma of the hypopharynx, yields sig-
nificantly better oncological results, when compared to surgi-
cal laryngeal preservation techniques. Although we observed 
higher survival rates in patients after partial pharyngectomy, 
and lower after near-total laryngectomy, no statistical signifi-
cance was found.

Surgical therapy of early T1 and T2 stages yields good outcome 
and does not mandate additional RT or CRT, except when neck 
lymph node metastases are present. Undoubtedly, an endo-
scopic approach in these stages is preferable because of better 
functional and esthetic results, without consequences to the 
general condition of the patients.13,14 Regrettably, early stages 
of the disease are relatively rarely diagnosed. In our study, 
T1 and T2 stages were found in 25 (26.3%) patients, while 
N0 status within T1 and T2 was seen in 7/25 (28%) patients. In 
relation to survival, there was no significant difference within 
the T categories; however, a significant difference in survival 
was found in different N categories. Better survival rate of sub-
jects with N0, in contrast to N+ neck status, was proven, as 
expected (63.2% opposed to 39.5%).

The difference in survival of patients with T3 (48%) and T4a 
(41.5%) in this study was not statistically significant; however, 
it is better than seen in the results of Petersen et  al.15 who 
reported better survival rates after surgical treatment for 
T3 and T4 disease, compared to CRT and RT; for T3 survival 
rate was 43% and for T4 it was 36%. We did not find a differ-
ence in a survival rate in relation to the stage of the disease. 
The small number of examinees in stage I and II presents a lim-
iting factor for drawing unbiased conclusions.

Figure 1.  Kaplan–Meier analysis of 5-year overall survival rate with 
respect to pathologic nodal (pN) category.

Figure 2.  Kaplan–Meier analysis of 5-year survival rate with respect to 
the presence of disease recurrence.

Figure 3.  Kaplan–Meier analysis of 5-year survival rate depending on 
the presence of disease recurrence and second primary carcinoma.
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The disease recurrence is to be expected, regardless of the 
type of treatment applied, and is proven to have a significant 
impact on the outcome of treatment and survival. Up to 95% 
of all recurrences occur within the first 36 months and over 
half of the first recurrences are distant metastases.16 In our 
study, recurrence occurred in 36 (37.9%) of cases. The major-
ity concerned regional neck and distant metastases, found in 
27, followed by local recurrence in 9 examinees. Subsequent 
surgical treatment was administered in 19 patients in the 
category of local and regional recurrence. Salvage surgery is 
the only option for the treatment of recurrence in patients 
who were primarily treated with CRT and RT. According to 
Rodrigo,17 salvage surgery is applicable only in a limited number 
of such cases (21%), with relatively poor results and prognosis. 
Mandapathil et al18 found a high percentage (54.9%) of local 
recurrence following salvage surgery. Furthermore, the same 
authors reported a high percentage of recurrence following 
organ preservation treatment: 30%-40% in advanced resect-
able cancers at the site of primary cancer and 17%-33% in 
nonresectable cancers, while regional metastases were pres-
ent in 10%-15%. Vourexakis et al19 reported recurrence rate of 
28% after CRT, 45% of which were localized in the pyriform 
sinus. In recurrent disease, the salvage surgery has no effect 
in two-thirds of the cases and is further burdened with com-
plications, with pharyngocutaneous fistulas being the most 
frequent. Closure of fistulae with pedicled flaps often results 
with poor functional results.5 In our study, fistulas appeared 
exclusively in cases of voluminous tumors and consecutive 
total and near-total laryngectomy, the percentage of fistulas 
in this group is understandably greater 22/70 (31.4%), but with 
spontaneous closure in almost all cases, with only 1 requiring a 
secondary closure.

Swallowing was restituted in all operated participants, and 
none of them required a gastrostomy. Local recurrence was 
the most frequent cause of late problems in swallowing. The 
majority of recurrences were seen in stages III and IV and in 
1 patient with initial stage II.

Radiation of the constrictor muscles of the pharynx and epi-
larynx may cause fibrous stricture and cause dysfunction 
of swallowing, with complete impairment in some cases. 
Besides, numerous studies confirm unsatisfactory functional 
results and sizeable toxic effects. Caglar et  al20 found that 
in 96 patients receiving radiotherapy, 32% had significant 
aspiration and 37% developed a significant stricture of the 
hypopharynx. Samant et  al21 reported good voice in 90% of 
the patients, but 30% of patients had difficulties swallowing 
12 months after the treatment. Lee et al22 reported that 21% 
of patients had strictures of the hypopharynx in concurrent 
CRT of cancer of the head and neck, the hypopharynx being 
especially susceptible to the development of strictures. It must 
be considered that there is a difference in side effects when 
the bulk of the tumor is irradiated or a postoperative tumor 
bed is targeted. Complications are more frequent and have a 
prolonged effect over time.

A further limiting factor for the application of organ preserva-
tion protocols is the existence of functional impairments prior 
to therapy. As it is to be expected, the persisting of functional 
impairments after therapy, may mandate a gastrostomy and/or 

tracheostomy. The initial argument for the organ preservation 
protocol in carcinoma of the hypopharynx, the preservation of 
the larynx, is certainly valid for lower T categories, as shown in 
the study of Lefebvre et al.2 where half of the patients, with 
a 3-year survival rate, have retained their larynx. However, for 
the advanced stages, it can not be claimed, since only 4.1% 
of patients in this study had an initial T4 stage of the disease.

Functional results of CRT were published by Jang et al23 who 
found that 70% of the patients had a satisfactory voice and 
swallowing. The main standards in this study evaluate the per-
sistence of vocal communication but not the quality of the 
voice, and no difference in verbal communication was found 
between the groups of patients treated by surgery and by 
CRT, respectively. It is expected that after sizeable resections 
of the hypopharynx, voice is more significantly impaired and 
functional parameters would differ significantly from standard 
values.

The prevalence of advanced stages of carcinoma of the hypo-
pharynx (92.5%), with a 5-year survival of 44.2% and a 5-year 
disease-free period of 41.7%, points to encouraging oncologi-
cal treatment results after primary surgery. Comparison among 
different studies is difficult, due to the different samples of 
examinees, with different disease stages, applied therapy, and 
follow-up period. It is expected that the inclusion of a greater 
number of advanced cases diminishes the overall survival val-
ues. In this study, the main prognostic factors influencing the 
overall survival were pN category and the presence of the dis-
ease recurrence. Presence of neck and/or distant metastases 
individually has proven to have significant effect on the 5-year 
survival.

The increase in survival time, reduction of locoregional recur-
rence rate, and late side effects are also found in studies of 
other authors who reported the outcome of hypopharyngeal 
carcinoma surgery with consecutive radiotherapy.24-26 Marur 
and Forastiere27 advocate surgery because of high efficacy 
in local control of the disease, diagnosis and treatment of 
local metastases, and smaller incidence of dysphagia. Kim 
et al12 postulate that patients, having functional impairments 
due to tumor invasion, should be excluded from organ preser-
vation protocols. This is related to almost all T4 tumors of this 
region and constitutes an argument for the opinion that pres-
ervation protocols in carcinoma of the larynx and the hypo-
pharynx respectively are not comparable and that surgery is 
beneficial in advanced T4 and N+ tumor stages.

The authors are aware that a comparison of 2 different thera-
peutic approaches in the treatment of hypopharyngeal cancer, 
instead of just 1, in a randomized study with homogeneous 
groups of subjects would give more significant results, both 
oncological and functional ones. However, such sampling of 
study participants is not always possible. It is necessary to 
point out that the choice of therapy is influenced by numerous 
factors that differ in different environments, primarily being 
related to the patient and to the oncological disease itself. The 
attitude of patients toward different forms of therapy is espe-
cially important; in the environment where the study was con-
ducted, patients, after being informed in detail about potential 
forms of treatment, if the tumor is resectable, prefer sur-
gery rather than ChT and CRT as a primary treatment option. 



Jović et al. Hypopharyngeal Cancer: Oncological Results After Primary Surgery B-ENT 2022; 18(3): 176-183

182

The availability of timely radiotherapy, which was suboptimal in 
the examined period of the study, due to the small number of 
centers for its implementation, should not be overlooked. The 
mentioned cultural and organizational differences in different 
environments must therefore be taken into account.

In conclusion, hypopharyngeal cancer is usually presented in 
an advanced stage. Primary surgical resection of these carci-
nomas enables satisfactory oncological results, comparable to 
those of organ preservation treatment protocols. The initial N+ 
stage, as well as the occurrence of disease relapse, especially 
neck and distant metastases, represent a negative prognostic 
factor of a 5-year survival rate in patients with primarily surgi-
cally treated hypopharyngeal carcinoma. Primary surgery has 
its place in the personalized approach to patients with hypo-
pharyngeal carcinomas, taking into account local and general 
factors.
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