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Abstract

morbidity and mortality.

histopathological examination and treated accordingly.

disease.

Background: Nasopharyngeal carcinoma is one of the uncommon tumours and the most difficult tumour to
diagnose at an earlier stage due to the clandestine and deceptive nature. The incidence is more common in men
with a peak incidence of 50 to 60 years. The suspicion of tumour at the earliest stage is very helpful in reducing

Case presentation: A 45-year-old female presented with right hemi cranial headache for 2years without any
comorbidities for that she consulted many hospitals and got symptomatic and empherical treatment in which her
symptoms resolved temporarily and recurred. We did diagnostic nasal endoscopy and found a smooth globular
mass in the right nasopharynx with contrast enhanced computerised tomography mass extending into the muscle
plane which was found with the confirmation of diagnosis as undifferentiated nasopharyngeal carcinoma by

Conclusion: Although the diagnosis of the nasopharyngeal carcinoma in the earlier stage is difficult, it is an
imperative one because the prognosis depends upon the stage of the disease in which it has been diagnosed. The
clinicians always should have a suspicion of the rare disease for a day-to-day unresolved symptom, because the
earlier diagnosis and appropriate management helps in the prevention of the life-threatening complications of any
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Background

The Nasopharyngeal Carcinoma (NPC) is an uncommon
tumour that arises from the epithelial lining of the naso-
pharynx [1]. In 1921, Regaud and Schmincke described
the NPC as a separate entity [1]. The incidence of naso-
pharyngeal carcinoma worldwide is 1.2 per lakh popula-
tion [2]. However, the incidence of NPC in India is not
known due to underreporting of cases. The NPC is more
commonly seen among Chinese, Southeast Asians,
North Africans and native people of the Arctic region
[3]. The incidence is more common in men than women
with a ratio of 2 to 3:1. The peak incidence of NPC is
the age group of 50 to 60 years in which the elderly are
at increased risk of relapse with a lower survival rate [2].
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We report a case of a 45-year-old female diagnosed as
stage III NPC with complaints of right hemi cranial
headache for 2 years without any ear, nose, throat, neck
and neurological symptoms.

Case presentation

A 45-year-old female belonging to low socio-economic
status presented to our hospital with a history of head-
ache for the past 2 years. The headache is insidious on-
set, continuous in course, dull aching type of pain, and it
is localised to the bilateral parietal region. No aggravat-
ing factors and partially relieved on medications. The
headache is not associated with nausea, vomiting, visual
disturbance, neck stiffness, fever, rash, weight loss, sleep
disturbance and neurological deficit. Before coming to
our hospital, she consulted many hospitals for her com-
plaints and got symptomatic and empherical treatment
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for sinusitis in which her symptoms resolved temporarily
and recurred.

And there was no history of ear pain, ear discharge,
hard of hearing, tinnitus and vertigo. There was no his-
tory of nasal obstruction, nasal discharge, epistasis, smell
disturbance and facial puffiness. And there is no history
suggestive of throat diseases such as restriction of mouth
opening, difficulty or pain during swallowing, throat
pain, voice change, frequent clearing of throat, breathing
difficulty, or neck swelling or pain.

In the general-physical examination, the patient had
mild pallor with stable vitals. Systemic examination was
found to be normal. On an ENT examination, we found
a dull and retracted tympanic membrane on the right
ear with normal features found on the left side. Examin-
ation of the nose was normal. Then we proceeded with
the diagnostic endoscopic examination, in that we found
a smooth globular mass of about 2 cm x 1 ¢cm side occu-
pying the right side of the nasopharynx obstructing the
eustachian tube opening as shown in Fig. 1. The other
side of the nasopharynx was found to be normal.

Throat examination was found to be normal. Her in-
vestigations revealed anaemia with the mild microcytic
hypochromic picture; other parameters of complete
blood count were normal. Contrast enhanced compu-
terised tomography (CECT) shows ill-defined hypodense
mass lesions in the right lateral wall of the nasopharynx
as shown in Fig. 2. An enlarged rounded lymph node of
size 1.5 cm x 1.2 cm x 2 c¢m is noted on the right side at
the level of V which was not clinically palpable as shown
in Fig. 3. Nasopharyngeal biopsy was taken under general
anaesthesia and histopathological examination feature
suggestive of the undifferentiated type of nasopharyngeal
carcinoma as shown in Fig. 4. And the patient was cate-
gorised as T3MI1NO- stage III based on American Joint

Fig. 1 A smooth globular mass of about 2 cm x 1 cm side
occupying the right side of the nasopharynx obstructing the
eustachian tube opening
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Committee on cancer 2016. The patient was being treated
with a cisplatin at 160 mg followed (100mg/m?) every 3
weeks for 3 cycles from the first day radiotherapy at the
rate of 5 daily fractions delivered each week for 6 to 7
weeks. And the patient was advised to follow up after a
course of chemotherapy.

Discussion

In the year 2005, the World Health Organization classi-
fied NPC into three histological subtypes: keratinising
squamous cell carcinoma; nonkeratinising carcinoma,
which can be further divided into differentiated and un-
differentiated subtypes; and basaloid squamous cell car-
cinoma. Among the most common type of NPC is the
undifferentiated nonkeratinising type and which is
strongly associated with Epstein-Barr virus infection [4].
Other risk factors such as family history, consumption
of salt-preserved fish, Chinese herbal drugs, lack of in-
take of fresh fruits and vegetables and tobacco and alco-
hol consumption also lead to the development of the
disease [1]. The lateral wall of the nasopharynx espe-
cially the fossa of Rosenmuller is the most common site
of origin of NPC, followed by the superior posterior wall
[5]. The most common presentation of NPC is cervical
lymphadenopathy. Lateral retropharyngeal lymph nodes
are the first to be involved, but the first palpable lymph
node is jugulodigastric lymph node. Pain, trismus otitis
media, nasal regurgitation, hearing loss, aural block due
to eustachian tube blockage and cranial nerve palsies are
the common symptoms due to primary tumour. Larger
growth may produce symptoms like nasal obstruction or
bleeding and a “nasal twang”. The metastasis of the
tumour will lead to bone pain and organ dysfunction in
later stages [1]. It is very interesting to see that, in our
case, no such risk factors or clinical features were found
and the patient presented with headache as the only
complaint. The diagnosis of the NPC was mainly based
on history, clinical examination, diagnostic nasal endos-
copy to look for the nasopharyngeal mass followed by
computerised tomography (CT) and magnetic resonance
imaging to evaluate the extent of the lesion, and chest x-
ray and bone scintigraphy to rule of the distant metasta-
sis of the tumour [1]. The histopathological examination
is the gold standard in the diagnosis of NPC [6]. In our
case, although the history and clinical examination did
not give a clue towards the correct pathway. The diag-
nostic nasal endoscopy shows a globular smooth mass in
contrast to the NPC of the nasopharynx with an ulcer-
ated surface and a raised nodule [7].

The CECT of our patient shows the extent of lesions
towards the parapharyngeal space with loss of muscle
plane and the involvement of the medial pterygoid. It is
very interesting to see here that although this much in-
volvement has been seen in CT, the patient did not give
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rarefaction of medial pterygoid process

Fig. 2 Contrast enhanced computerised tomography shows ill-defined hypodense mass lesions in the right lateral wall of nasopharynx extending
to midline causing nasopharyngeal airway narrowing. The lesion involving the fossa of Rosenmuller, torus tubaris with involvement of eustachian
tube. It is also abutting lateral pterygoid muscle with loss of fat plane; inferiorly it is entering the parapharyngeal space in right side. Slight

any complaints of restriction of mouth opening, neck
pain and difficulty in swallowing. And from this, we are
able to correlate the cause of headache as the medial
pterygoid plate involvement. The erosion of the pterygoid
plates leads to chronic inflammatory changes in the site of
attachment of the pterygoid muscles; these chronic in-
flammatory changes involve the branches of mandibular
division of trigeminal nerve, which explains the cause of
headache in this cas e[8]. In our case, histopathological
examination helps in confirming the diagnosis as a gold

Fig. 3 Contrast enhanced computerised tomography shows an
enlarged rounded lymph node of size 1.5 cm x 1.2 cm X 2 cm s
noted on the right side at the level of V

standard one. After the investigations, the staging of the
cancer was made based on American Joint Committee on
Cancer (AJCC) staging system for nasopharyngeal carcin-
oma 8th edition [9]. The AJCC staging system is useful in
the selection of the treatment modality for the NPC. For
the treatment of early-stage of tumour (stages I and II),
radiotherapy with a dose of 66-72 Gray (Gy) to the pri-
mary tumour and affected lymph node area and 50 Gy to
the uninvolved neck is sufficient [10]. For the treatment of
localised advanced disease (stages III and IV) concurrent
chemoradiation is the standard treatment (with cisplatin
at 100 mg/m? every 3 weeks for 3 cycles). But the distant

Fig. 4 HPE shows tumour composed of nests and sheets of atypical
cells which are surrounding by dense lymphoplasmacytic infiltrate.
Tumour cells are large with moderate pleomorphism, vesicular

nucleus with prominent nucleoli and scant cytoplasm
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metastasis is the main cause for the treatment failure [11,
12]. The General Physicians initially managed as chronic
rhinosinusitis and later as cephalon-cervical musculoskel-
etal pain after the CT-paranasal sinus was found to be
normal. This leads to a significant delay in the diagnosis
and treatment which has caused the spread of the tumour
to the muscle plane and the parapharyngeal space with
the erosion of the medial pterygoid which in turn leads to
the progression of the disease to stage III and the patient
was started on chemoradiation.

Conclusion

The NPC is a silent malignancy due to a multitude of
presentation. Although the diagnosis in the early stage is
difficult due to the presence of non-specific symptoms,
the diagnosis became an imperative one, because of the
prognostic factor which mainly depends on the stage,
extent, time of diagnosis and extent of disease. The
present article highlights that the clinician should have a
suspicion of an uncommon serious disease for even a
common day to day symptoms if they are refractory, re-
current or of chronic duration for the early diagnosis
and treatment.
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