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ABSTRACT

Incidence of post chemoradiation salvage laryngectomy complication rate is 3%-65%. It is most common but most
annoying complication after salvage laryngectomy for surgeon to manage. When conservative measures fail to repair
the fistula surgical means have to be considered. But even after surgical correction it takes time to heal due to local
conditions. Here we present a case of surgical repair of pharyngocutaneous fistula and review of various management

strategies.
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INTRODUCTION

Pharyngocutaneous fistula (PCF) is most common but
challenging complication after salvage laryngectomy. Its
incidence ranges from 3%-65%.% Mostly PCF occurs
within 7-13 postoperative days. Its management is
sometime very troublesome. Some fistulas can be
managed conservatively but persistent fistulae usually
require surgical repair. Conservative management options
include debridement, regular dressings, ryles tube feeding
and also exclusion of primary or residual neoplasm. We
have reported an interesting case of PCF and its closure
using local SCM flap and also reviewed various
management strategies in repair of PCF.

CASE REPORT

57 year old female reported to HGC Manavata Cancer
Centre with chief complaint of food particles and saliva
leaking through skin over right side of lower neck region.
Patient was a known case of carcinoma larynx and she

had received radical chemo-radiation 3 years back and
then she had a recurrent disease on PET scan after 1 year
for which she underwent salvage laryngectomy. She
presented with complaint of saliva and food particles
leaking through the neck wound site after 3 months. On
examination there was evidence of presence of
Pharyngocutaneous fistula. Initially it was managed
conservatively by regular dressings. Also feeding
gastrostomy was performed. Inspite of conservative
management the fistula was persistent. Size and location
of fistula was confirmed with contrast CT scan
preoperatively. There was e/o linear 10x3 mm
pharyngocutaneous fistula over right side, approximately
27 mm superolateral to the tracheostomy insertion. It was
repaired surgically wusing local sternocleidomastoid
(SCM) flap. Intraoperatively 1JV was ruptured due to
extreme fibrosis around SCM and 1JV. Post operatively
there was leak from surgical site for which a cuffed
tracheostomy tube was reinserted and kept for 5 days.
Healing was satisfactory and PCF was successfully
repaired with minimum post-operative complications.
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Figure 1: Intra-operative photograph showing
pharyngocutaneous fistula.

Figure 2: Intra-operative photograph demonstrating
inadequacy of pharyngeal mucosa.

Figure 3: Mobilisation of local SCM flap for defect
closure.

DISCUSSION

Most preferred management option for carcinoma of
larynx is radical chemoradiation in order to preserve

organ function i.e. to maintain natural voice of patient
and swallowing function. But in recurrent carcinoma of
larynx, salvage laryngectomy remains the only choice of
management.® Patient who has already received
radiation; tissues are very fragile and there is
compromised vascularity of the tissue due to radiation
induced fibroatrophy which compromises the post-
operative healing because of this pharyngocutaneous
fistula remains the frequent complication after salvage
laryngectomy.®  Systemic  diseases like diabetes,
hypothyroidism and  under nourishment  further
compromises the healing status. Incidence of post
chemoradiation salvage laryngectomy complication rate
is 3%- 65%. Usually patient presents with fistula in 7-13
days after surgery, our patient presented almost after 3
months of surgery. Our patient had hypothyroidism and
also she was underweight. Conservative means in
management includes, prevention of saliva accumulation,
local debridement and dressing, Ryles tube feeding,
adequate nutrition and antibiotic Nutritional level should
be monitored by albumin level and hemoglobin level of
patient.” If conservative measures fail to close the
fistulous tract then surgical options should be sought.
Decision regarding surgical option for closure depends on
thorough assessment of skin laxity, fistula size, amount of
mucosa left over, presence or absence of strictures. In this
case there were no strictures, Skin was adequate and due
to the small size of defect it was planned to achieve two
layer closure. Czerny and Mikulicz were first to use
cervical flap in pharyngoesophageal and cervical
esophageal reconstruction in 1877 and 1886 respectively.
1940’s Wooke in the early 1940’s used anterior neck skin
in a staged procedure for reconstruction of such defects.
After 1960’s distant flaps were developed such as
deltopectoral flap by Bakamjian, pectoralis major
myocutaneous flap by Aryian. Free radial forearm flap
was later used by Harii in 1985. Anterolateral lateral
thigh flap and fasciocutaneous scapular free flaps have
also been used in management of pharyngocutaneous
fistula. Guha classified PCF into 3 types according to
their size, local wound condition and local skin condition
also he advocated management strategies for each type.®
Type 1 fistula is less than 0.5 cm and should be repaired
in Two layers locally, Type 2 fistula is size greater than
0.5 cm but less than 2 cm and should be repaired by one
layer locally and one distantly, The distant flap may be
DP or PMMC. Type 3 fistula is greater than 2 cm, in
which both layers were repaired distantly. Here both DP
and PMMC used from the same side.? Bootz used free
jejunal flap for reconstruction in 1990.° In our case the
defect was 10x3 mm which was quite small eventhough
we had closed fistula with local sternocleidomastoid flap
because of availability of inadequate pharyngeal mucosal
layer as well as radiation fibrosis making closure more
challenging. The use of the SCM muscle was first
reported by Jianu in 1908 as a method to reanimate a
paralyzed face.’® Muscle and myocutaneous flaps based
on the SCM muscle have been well described by
Owens." Usually SCM flaps have been used in closure of
non-malignant defects, But we have used for closure of
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fistula in a post malignant condition. Another surgical
option for closure is an island submental flap.** The
majority of the fistulas appear between 7 and 13 post-
operative days. In different studies it is 40 postoperative
days to 3 months but it is logical to optimize the surgical
bed first before surgical repair. In our case the average
time period for surgical repair was 5 months. Still the
timing for surgical repair of a fistula remains unclear.
Fink Ds used endoscopic approach in management of
PCEF in five patients successfully.

CONCLUSION

Systematic approach in management of pharyngo-
cutaneous fistula plays key role. Careful preoperative
analysis and treatment planning is a crucial factor. In our
consideration there is no standard categorization of fistula
repair as it may appear smaller defect but the local factor
can always make surgeon to rethink on plan of treatment
as in our case even though size of fistula not large but we
have to revise the treatment plan on table due to in
adequacy of pharyngeal mucosa and versatile SCM flap
was used.
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