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ABSTRACT
Introduction: Head and neck cancers are becoming more and
more common and a definite protocol should be followed for its
management. Different types of complications are generally seen
during the treatment period related with both chemoradiation and
surgery.We present a study of our experience in the management
of out-patient department presenting with different types of post
chemo-radiation and surgical complications. Present research was
done to study the management different types of post chemoradiation and surgical complications.
Material and methods: A total of 213 patients were studied
during the study period (Jun 14 – Oct 15) in the, Department of
Otolaryngology and Head and Neck Surgery, Assam Medical
College, Dibrugarh, Assam. The same patients were treated in the
study period. Different approaches like surgery, chemotherapy,
radiotherapy and chemoradiation were used.
Results: Head and neck carcinoma can present with a varied way
of complications both before and after treatment. Complications
due to chemoradiation can be very distressing and painful.
Different lines of treatment should always be prepared beforehand.
Conclusion: Complications of chemoradiation should be
previously expected and pre-formed management protocol should
be used for different complications of head and neck carcinoma.
Keywords: Management of Complications, Chemoradiation in
Carcinoma, Head and Neck

INTRODUCTION
Cancer is characterized by the development of abnormal cells
that divide uncontrollably and infiltrate and destroy normal
body tissue. The sixth most common cancer globally is the
oral cavity cancer. The incidence of oral cancer is strongly
associated with social and economic deprivation. Important
risk factors in the development of the disease are tobacco, betel
quid, alcohol, age, gender, sunlight, candida and the human
papillomavirus (HPV) infection. Nasopharyngeal carcinoma is
a rare disease all over the world. It has often been less evaluated,
misdiagnosed, partially treated, most commonly reccured and
prognostically poor carcinoma. It has a bimodal peak with
occurrence in the late second decades and in the fifth decades.
Presently the incidence of nasopharyngeal carcinoma is low in
most parts of the world. The rates are twice as high in males
as in females.1 Small cell neuroendocrine carcinoma which is
an unusual laryngeal carcinoma accounts for slightly less than
0.5% of carcinomas. Patients usually complain of hoarseness
and this tumor is biologically aggressive with at least 73% of
patients dying with widespread tumor metastases. Two- and
5-year survivals are 16% and 5%, respectively. Chemoradiation
offer the best hope of survival.2 The association of small cell
carcinoma with squamous cell carcinoma both in the larynx and
hypopharynx is reported.3 The clinical management of sinonasal

cancer has improved owing to advances in imaging techniques,
endoscopic surgical approaches, and precision radiotherapy.4
Fibrosarcoma (FS) is a malignant mesenchymal neoplasm of the
fibroblasts that rarely affects the oral cavity. Fibrosarcoma (FS)
is a malignant neoplasm of fibroblastic origin and may either
arise in the soft tissue or be of primary intraosseous origin (20%
of all cases).5,6 The latter origin has been debated since 1940,
when Ewing established the initial entity, and is now generally
accepted.7 It accounts for approximately 5% of all malignant
intraosseous tumors8-10, and especially affects the long bones.
Its occurrence in the head and neck is about 10% of cases, of
these the mandible being the commonest site. Basosquamous
carcinoma (BSC) is a rare epithelial neoplasm.11,12 It is a
newer identity. BSC is most commonly seen on the head and
neck, mainly involving the central face, and has a significant
predominance in male Caucasians.13 The present treatment is
primarily Chemoradiation. The objective of the study was to
highlight the management of complications after chemoradiation
in cancers of head and neck region.

MATERIAL AND METHODS
A total of 213 patients were studied and treated during the
study period (Jun 14 – Oct 15) in Assam Medical College
and Hospital, Dibrugarh. Different approaches like surgery
followed by chemoradiation, chemotherapy, radiotherapy and
chemoradiation were used.
The study was a retrospective study. Although the study period
was short but it was important and a note should be taken about
the actual scenario that is trending. In some of the cases special
anaesthetic care has to be taken.
Inclusion criteria: All primary head and neck cancers
presenting to OPD or being admitted in emergency during the
study period.
Exclusion criteria: All secondary head and neck cancers.
Investigations
All the cases of sinonasal and nasopharyngeal cancers were
diagnosed first by diagnostic nasal endoscopies and then by
radiological investigations mainly CT and MRI. In figure 1-2.
we can see that a heterogenous post-contrast enhancement is
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noted in the posterior nasopharynx involving the torus tubaris,
fossa of Rosenmuller, prevertebral muscles. Superiorly erosion
of left greater wing of sphenoid, left clinoid process, left petrous
apex and infiltrating into the left cavernous sinus.
Routine blood examinations and other systemic laboratory
examinations for the chemotherapy and radiotherapy were also
performed in every case. Histopathological examination report
in sino-nasal carcinomas showed them to be well differentiated
squamous cell carcinoma. In cases with nasopharyngeal
carcinoma histopathologically (Figure-3) the malignant cells
were arranged in small groups and syncytial sheets were seen.
Large numbers of lymphocytes and eosinophils leukocytes
were also present. In cases with fibromyxoid sarcoma. HPE
from the tissue revealed clusters of atypical spindle shaped cells
embedded in myxoidmatrix. HPE from the neuroendocrine
carcinoma of larynx showed undifferentiated small tumor cells
with scant indistinct cytoplasm and nuclei with fine stippled
chromatin and generally inconspicuous nucleoli.

Figure-1: CT scan of head and neck region

STATISTICAL ANALYSIS
Statistical analysis was done with the help of descriptive
statistics like mean and percentages using Microsoft office
2007.

RESULTS
Epidemiology: Out of all the diagnosed cases of head and neck
neoplasms 213 cases (table-1) were admitted and planned for
surgery, chemoradiation or both.
Environment: All the districts from where patients reported
were generally same as far as environment was concerned
and all have a specific period of dry, hot and dusty weather
during similar period of a year. Communities with populated
households and ill-ventilated houses and practicing of salted
food- habits were having a rise in incidence. Also important risk
factors in the development of the disease were tobacco, betel
Disease
Sinonasal
Nasopharyngeal
Posterior pharyngeal wall
Tonsillar
Vallecula and tongue
Floor of mouth
Buccal mucosa
Hard palate
Gingivobuccal sulcus
Retromolar trigone
Lip
Mandibular
Submandibular
Hypopharyngeal
Aryepiglottic fold
Epiglottic
Post-cricoid
Subglottic
Supraglottic
Thyroid
Esophageal
Total
Table-1: Location of tumor
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No. of patients
9
18
1
7
15
2
16
4
11
2
3
5
1
3
69
2
2
3
2
9
29
213

Figure-2: CT scan of head and neck region

Figure-3: Microscopic images of nasopharyngeal carcinoma (10x)

quid, alcohol, age, gender, sunlight, candida and the human
papillomavirus (HPV) infection.
Treatment modalities: All the cases were treated by chemoradiation primarily. Cisplatin based chemotherapy in a dose of
100mg/m2 IV in 1 hour Radiation in a dose of 66 Gy -72 Gy on
weekdays for six weeks was given.
Post treatment complications: It was mainly due to radiotherapy
and was very distressing. Bone marrow dysfunction seemed to
the most common complications along with
•
Decrease in cell count
•
Feeling sickand lethargy
•
Diarrhea
•
Sore mouth and mouth ulcers
•
Hair loss or thinning
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•
•
•
•
•
•
•
•
•
•
•

Feeling tired and run down
Respiratory distress
Bleeding from the cancerous tissue
Fibrosis of underlying structures
Post-radiation fistulous tract
Xerostomia
Mucositis
Erythema and desquamation
Trismus
Ear discharges
Cartilage necrosis

Management of complications
Dietary support, feeding gastrostomy, nasogastric intubation,
steroids, colony stimulating factors, antibiotics, emergency
tracheostomy and treatment of other endocrinal disorders
caused due to chemoradiation were the main concern during the
treatment of complications.
Mucositis was treated with the help of topical steroid like
triamcilonone and i.v. steroid like methylprednisolone along
with proton pump inhibitors like pantoprazole.
Dysphagia and immediate post treatment oedema was again
treated with the help of i.v. steroids and enzymes like rutoside
and bromelin. Ryles tube intubation and feeding gastrostomy
were done in most of the cases with increasing difficulties of
deglutition.
Oropharyngeal candidiasis was treated with fluconazole 50100 mg daily has been associated with clinical recovery in 80
percent of patients within 10 days, or within five days with 200
mg daily.
Xerostomia was treated by frequent sips of water and
pilocarpine in some cases. Immediate post-treatment respiratory
distress was treated with emergency tracheostomy. Prophylactic
tracheostomy was done in some cases.
Post treatment tracheo-esophageal fistula were treated
accordingly with collaboration with the CTVS department. In
cases with severe complications like perichondritiswithholding
of chemoradiation was done.
Blood counts were done for all the cases and patients with
increased total count and respiratory tract infectionwere treated
with antibiotics. Patients with decreased count were treated
with colony stimulating factors like G-CSF and GM-CSF.
Lower platelet counts were treated with platelet transfusion
and decrease in other blood components were treated as per
requirements. Routine blood counts were done every 10 days.
Other complications of chemotherapy like diarrhea, nausea
vomiting and GI upset were treated accordingly. Ear discharge
due to infections and post treatment complications were treated
with care. Otitis media with effusion was treated with grommet
insertion.
Osteoradionecrosis was seen in some of the cases. Wherever
possible prerequisites for radiotherapy basically low teeth were
removed, involvements of bony and cartilaginous structures
were ruled out. Further cases with osteoradionecrosis were not
recommended for further chemoradiation.
Post–operative radiotherapy given to various plastic and flapsurgical patients. In some of the cases there was necrosis of the
marginal areas and these were treated by secondary surgical
debridement and re-dressing of the skin surfaces.
Radiotherapy failure cases were defined as when even after
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aggressive treatment there were documentation of metastasis
in CT –scans. Cases with hypothyroidism and other endocrinal
complications were treated with thyroxineand otherconservative
necessary treatments.
There were 3 reported deaths of cases undergoing treatment.

DISCUSSION
The dentist caring for a head and neck cancer patientshould
have clearly defined goals of dental managementduring the
three phases of treatment:14-20
1. Pretreatment goals
a. eliminate potential sources of infection;
b. counsel patient about short- and long-term
complications of cancer therapy;
c. provide preventive care.
2. Goals during cancer therapy
a. provide supportive care for oral mucositis;
b. provide treatment of oral candidiasis;
c. manage xerostomia;
d. prevent trismus.
3. Long-term, post-treatment goals
a. manage xerostomia;
b. prevent and minimize trismus;
c. prevent and treat dental caries;
d. prevent postradiation osteonecrosis (ORN);
e. detect tumor recurrence
IMRT can be considered as the standard of care for head and
neck cancer. Salivary gland-sparing IMRT helps in improved
quality of life.21-23 Residual salivary flow can be stimulated
by sialogogues such as pilocarpine or cevimeline, and/or use
of sugarless gum and buffered citric acid tablets Salivary
substitutes provide transient symptomatic relief.24-29 Patients
who have heavily restored teeth may benefit from the use of
silicone mucosal guards worn during RT to reduce the severity
of mucositis associated with scatter of radiation off metal
restorations.30-32 Fluconazole 50-100 mg daily has been associated
with clinical recoveryin 80 percent of patients within 10 days, or
within five days with 200 mg daily. Complete mycologic cure is
difficultto achieve. Resistance to fluconazole is associatedwith
non-albicans yeast such as Candida glabrataand C.krusei.33 Oral
hygiene must be maintained because of the lowered biological
potential for healing of the periodontium after radiation therapy.
The risk for developing ORN is reduced in patients who receive
topical fluoride applications and maintain good oral hygiene
because they are less likelyto develop caries, periodontal disease
and their sequelae.34-36 Sulaiman et al36 extractated at least two
weeks before RT whenever possible. They used neutral NaF 1.1
percent in a 5,000-ppm dentifrice toothpaste. In patients with
small, early (T1N0 and T2N0) recurrences or new primaries
in previouslyirradiated oropharynx, interstitial brachytherapy
alone (60Gy) can result in a five-year local control rate of 6980%,with a five-year overall survival of 30%, most deaths being
dueto causes other than the cancer.Local control is significantly
better if the radiotherapy dose for re-irradiation is >50Gy.
Radiotherapy delivered postoperatively to selected patients at
high risk of locoregional recurrence may improve locoregional
control and survival. Trismus can be a significant side effect
of RT, especially if the lateral pterygoid muscles are in the
field.
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CONCLUSION
Oncology treatment decisions require an understanding of the
staging of the patient’s cancer and prognosis for survival, the
types of therapy planned, timing of therapy, patient’s motivation
and ability to cooperate, and anticipated complications of
treatment. Oral evaluation including periodontal examination
before the patient begins cancer treatment should be done. This
evaluation will help to prevent or mitigate oral complications
associated with radiation and chemotherapy, and systemic
sequelae of oral infection. Many of the complications of cancer
therapy can be prevented by prior measures.
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