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SUMMARY 

Forty five cases of total laryngectomy were analyzed to determine the possible risk factors and 
frequency of stomal recurrence. Pre-operative tracheostomy and delayed postoperative radiotherapy were 
the two important risk factors for stomal recurrence in our patients. Stomal recurrence occurred in 4 
(8.89%) patients. The average time interval between laryngectomy and stomal recurrence was 10.25 
months. All the patients had type-III or type-IV recurrence and all of them expired within a period of 6 
months. 
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INTRODUCTION 

Recurrence of the tumor around the 
permanent stoma after total laryngectomy for 
carcinoma is a serious and fatal complication, 
occurring in 1.7 to 15% of the patients'. Tumor 
location, size, pre-operative tracheostomy, 
inadequate resection and residual disease in 
paratracheal lymph nodes are known risk factors for 
stomal recurrence2

• It is generally associated with 
subglottic lesions (five fold increased risk). The risk 
increases with bulky transglottic tumor even in the 
absence of subglottic extension3

. Implantation of the 
pre-operative tracheostomy is probably the most 
important risk factor4.The two year disease free 
survival falls to almost half in patients with pre
operative tracheostomy as compared to those treated 
without tracheostomy5. Once stomal recurrenc� is 
evident, tumor has already infiltrated deep under the 
clavicles in most of the patients. Mortality is very 
high in this complication due to respiratory 
obstruction or massive hemorrhage. Due to fatal 
nature of stomal recurrence, a number of measures 
has been suggested for its prevention. These include 
pre or post-operative radiotherapy to the high-risk 
patients, adequate resection in patients with more 
than 1.5 cm subglottic extension of growth and 
avoiding preoperative tracheostom/. In type-I and 
II, recurrence is above the tracheostomy and 
extensive radical surgery may improve the survival 

but once ;it is below the tracheostomy (type-III and 
IV) it is mostly inoperable (Table-I).

Table l: Sisson's classification of stomal recurrence. 

Type-I 

Type-II 

Type Ill 

Type IV 

Localized, usually as a discrete nodule in the 
superior aspect of the stoma. 

Extending to the oesophagus on the superior 
aspect of the stoma. 

Inferior involvement of stoma ,usually with 
direct extension into the mediastinum 

Inferior involvement of stoma ,with lateral 
extension under either side of clavicle. 

PATIENTS AND METHODS 

Forty five consecutive patients of 
histologically proven squamous cell carcinoma 
larynx who underwent total laryngectomy between 
September 2000 and June 2003 at ENT Unit-2, 
Jinnah Hospital, Allama Iqbal Medical College, 
Lahore were studied for stomal recurrence. 

There were 42 male (93.33%) and 3 female 
(6.66%) patients with an average age of 56 years 
(between 34 and 80 years). Topographically 4 
patients (8.88%) had supraglottic, 25 patients 
(55.55%) had glottic and 16 patients (33.33%) had 
transglottic tumor. None of the patients had only 
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subg\ottic growth. However, 3 patients had 
subglottic extension of the growth. The tumor was 
exophytic with ulcerated surface in 30 patients 
(66.66%) and infiltrative in 15 patients (33.33%). 
Five patients had positive ipsilateral neck nodes at 
time of presentation. 

The disease was staged according to the 1987 
revision of the union Internationale centre le cancer 
(Table-2). 

Table 2: Staging. 

Stage �o. of patients Percentage 

T2N 1M0 

T2N,M0 

T.,NuMo 

T, '1Mo 
T4N,Mo 

I 
I 

40 
2 

2.22 

2.22 

88.88 
4.44 
2.22 

Histopathology of tumor was squamous cell 
carcinoma with different grades of differentiation 
(Table-3). 

Table 3: Staging. 

Degree of differentiation 

Well differentiated 

Moderately 
Poorly differentiated 

No. of patients Percentage 

IO 22.22 

18 40 
17 37.78 

Preoperative tracheostomy was done in 31 
patients (68.88%) to relieve the respiratory 
obstruction or to facilitate the administration of 
general anaesthesia at the time of panendoscopy. 
Total laryngectomy was combined with radical neck 
dissection in 5 patients ( 11.11 %) and partial 
thyroidectomy in 42 patients (93.33). Post-operative 
radiotherapy was given to 38 patients (84.44%). 
Different risk factors for stomal recurrence were 
evaluat€d. 

RESULTS 

Stomal recurrence occurred in 4 patients 
(8.89%). Recurrence \\·as confirmed by wedge 
biopsy from the lesion under local anaesthesia. All 
four patients had stage-III (T 3N0M0) lesions with no 
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subg\ottic extension of growth. It was an exophytic 
growth that proved to be moderately differentiated 
and poorly differentiated squamous cell carcinoma 
in 3 and 1 patients respectively. Preoperative 
tracheostomy was done in all four patients to relieve 
the respiratory obstruction and time interval 
between tracheostomy and total laryngectomy 
varied from 2-4 weeks. Total laryngectomy with 
partial thyroidectomy was done in all patients. 
Stomal recurrence occurred after an interval of 
3,7,13, and 18 months. CT Scan revealed 
mediastinal involvement in all patients. No surgical 
procedure was performed after confirming the 
diagnosis, since all of the� had inferior stomal 
involvement (Type-III I IV). 

One patient who had recurrence after 3

months was a case of salvage surgery. He suffered 
from wound breakdown and pharyrgocutaneous 
fistula in early postoperative period, due to which 
postoperative radiotherapy was delayed,. The other 
two patients also had pharyrgocutaneous fistula 
postoperatively. Postoperative radiotherapy was 
advised to all the patients but two patients reitised it. 
After stomal recurrence chemotherapy was given to 
all four patients while 2 patients had radiotherapy 
also. All' four patients expired within a period of 6 
months after recurrence (maximum 5.5 months and 
minimum 2 months). 

The cause of death was massive bleeding in 3 
patients and respiratory obstruction in one patient. 

DISCUSSfON 

Stomal recurrence after total laryngectomy is 
one of the most serious issues in the management of 
laryngeal carcinoma2. It occurs in 5- I 5% of the 
patients' 8.89% of our patients had stomal 
recurrence. Although higher incidence has been 
reported in the patients with positive neck nodes, 
none of the four patients in the study had a nodal.

I . l I 2 mvo vement pre or post operative y · 
Although exact etiology of stomal recurrence

is not known but pre-operative tracheostomy,
primary site and paratracheal lymph nodes
metastasis are significant risk factors3

· 
7
• Since,

stomal recurrence has a grave prognosis, the
management is mainly focused on the prevention
rather than it's treatment. All the four patients in the
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study had preoperative tracheostomy - a known risk 
factor. Emergency Jaryngectomy has been 
.�kocated to avoid the preoperative tracheostomy8. 
But due to the fear of false negative results on 
frozen section and non-availability of frozen section 
at all centers, it is not practical. Moreover, second 
primary may be overlooked and it does not give 
sufficient time for the counseling of the patient and 
family. The use of KTP "laser, to relieve the 
obstruction in patients requmng emergency 
tracheostomy has been advocated5 • But due to its 
limited. availability, its use has not gained much 
popularity. In the circumstances where preopera(ive 
tracheostomy is unavoidable, the interval between 
total laryngectomy and tracheostomy should be kept 
to minimum. All these patients should be advised 
postoperative radiotherapy to sterlize the area and 
tracheostomy should be done at a higher level and 
tract should be removed at the time of operation, 
thus creating a new tracheostome at the lower 
level 10. All four patients were advised radiotherapy 
post operatively but two of them left the ward 
against medical advice. The postoperative 
radiotherapy should be started as early as possible. 
Three patients with stomal recurrence had other 
complications also i.e. pharyngocutaneous fistula 
thus causing an unavoidable delay in postoperative 
radiotherapy. 

Subglottic growth is another well-recognized 
risk factor for stomal recurrence but none of our 
patients had subglottic extension of growth.· In 
subglottic growth, there is higher incidence of 
paratracheal lymph node metastasis and thus higher 
incidence of residual disease7

. Presence of 
metastasis in paratracheal lymph nodes is another 
known risk factor4

. In order to avoid this 
complication, paratracheal nodes and tissues in 
tracheo-oesophageal groove should be cleared at the 
time of primary surgery 11

• 

The average time interval between total 
laryngectomy and stomal recurrence in the patients 
was I 0.25 months. All the four patients had inferior 
stomal · recurrence. No surgical treatment was 
offered to them and they were managed palliatively 
by radiotherapy and chemotherapy. Sisson had 
advocated radical surgery as the treatment of choice 
for type-I & type-II recurrence as it yields the most 
promising chance of cure6

· u. Although trans-sternal
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radical neck dissection and mediastinal dissection 
have been used for type-III recurrence 14, but the 
results are not very encouraging and the five-year 
survival rate is Jess than 5%, while radiotherapy and 
chemotherapy is recommended for type-IV 
recurrence 11

• The mean survival of the study 
patients was 4 months, which 1s quite less as 
compared to the other reports. 

CONCLUSION 

Prevention is the best treatment of stomal 
recurrence. All the risk factors should be evaluated 
pre-oper�tively and intensive follow-up should be 
performed for patients who . had preoperative 
tracheostomy, paratracheal lymph node metastasis 
to detect stomal reccurence at an early stage and full 
dose post-operatively radiotherapy should be given. 
However, if there ts stomal recurrence, 
multidisciplinary approach . is the best option 
available. 

Incidence can be minimized by early 
detection of disease, comprehensive assessment of 
the extent of tumor, timely adjuvant radiation 
therapy, adequate excision at the time of primary 
exc1s10n and radical excision of emergency 
tracheostomy tract. 
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