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siormal recurrence is a diffuse infiltrate of
meoolrurJ -tlssue at the junction of the
r'ffJOIJI'rI: trachea and skin
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9"’% c- ~Stomal recurrence present within 2
/_»'cra 5 of initial treatment
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f _thﬂgene3|s still unknown

"
-
-—-:

e

_--.-'

I
1



HOUENOS

> Poor Wi
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i eath A 2 years
Sive tracheostomal obstruction

f -;r*nage caused by erosion of major

“ Thus focus on prevention and
identification of risk factors!!!
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SIESSTCAtion(Sisson ei-.ajm,’

IVBEN —ocalized! + discrete nodule in superior
Z2 01 S _g la Without esophagus Involvement.

Ve [ —Trumor involve superior Y2 of stoema
anc -sophageal Invelvement

: %e- 11 —Tumor inferior %2 of stoma and direct
-f—ﬁ*f*E‘xtensmn Into mediastinum

e VDe I\VV —Extension laterally and often under
either of clavicles
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grdvanced T stage T4/7 size)
\rlvrrnr e a N'stage (Pre-/Paratracheal LN)
= SLJJ |c Invelvement
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- o F _ eratlve tracheostomy
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'iE'aIIed post-operative radiation
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a1 1990- T1 -0%, T2 -2%, T3 -2,9%,
T4 _-__'.»,‘;'_

ak1s et al 1996- T1 -0%, T2 -2,3%, T3-
:4—:1% 14 -15,5%

- ® Statistically significance of T4 lesions —due to
longer time to metastasize + subglottic spread
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Auvanced N-Stage —
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SMhVeIVEMENL of paratracheal lymphatics
VEISH ;_._";al-radioactive tracers to detect
yinphatic drainage

[YSparest on anterior commissure
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i’%}j& arytenoids follow lymphatics of
- supraglottis
3)Subglottis 96% Iinvolve paratracheal LN
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peiisiEButier —Clinically’Undetectable
oznr?r'rr:u LN metastasis —50% were +

WEIEN 1 al —Subglottic SCCa found 52%/(15/29)
Orler @cheal LN metastasis In absence of
_ Jcal metastasis

== "aT{ISOH et al -65% of subglottic Ca with
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= " qgaratracheal LN metastasis. Include removal of

~upper part of manubrium (allow clearance of LN)
and lew tracheotomy —no stomal recurrence
found
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SEIOXIMItY of subglottis to tracheostoma is
Jmoorm L sk factor

4 oec (Ef ary tumour 18% vs Primary tumor
= O ':f
'di__Sjbglottlc tumors are prone to extensive

= _*' “circumferential growth and cartilage
Invasion
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Corlilgleles

RUeIFEL al —1)Presence ofi tumor In
J|IOJJO££ Important factor of
ECUrTer Ice
_ 2) _e'_ frence rate *Subglottis 14%,
:pIQ]OttIS 0.6% *Aryepiglottic fold 1.3%
"’*Glottls 0.8%
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JJr giinte trachea and perlostomal soft
Jth tracheostomy

ot all 1965 —pre-operative
otomy recurrence -41%(9/22pts)

= 1thout tracheotomy -6,1%(4/22pts)
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~ s Rubin et al 1990 -444 pts no difference of
- recurrence with *tracheotomy 30, 7%,
*Without tracheotomy 24,2%
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QBEIIEBIE et al 1987 -16' patients with one
ECUITer vce EUA with firozen section

OJooJr S theni laryngectomy same time
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> E:kham et al 1990 -13 patients with no
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‘stoma recurrence
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SEEBINg, through endotrache —
[quisation - |
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SV eligiant-cells transterred from laryngeal lesion
LORLIEC m° Via intubation

2 Omw e e ‘et al 1953 —endotracheal intubation
Jmc aﬂted cells via tube

: Ej:ong et al 1998 -51 pts tracheostomy under
.-ﬂ‘*“"
-_._a-,ﬂ_A at start of laryngectomy-1 recurrence

63 pts with ET intubation- 1 recurrence
*Tumor implantation cannot be discounted!!!
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RISI=OpErative radiation to the stoma
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;._g;P-ﬁ'é“; ~achea| LN dissection in all laryngeal
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—= *faﬁcers with ssubglottic extension
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e L) EXtensive primary lesion

| ;)'Subglottic extension

3)Inadequate margins

= 4)Paratrachea| LN involvement

Ji—; 5)Perineural/venous invasion of
= tumor

6)Pre-operative tracheotomy
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SMWEBEr et all 1993~ 6/76 pts W|th
recurrer sl andlno POost-operative radiation

—O/_o ts ‘with recurrence + post-op RoRXx
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= 'Bﬂg et al 1977-0/22pts with post-op
~ stomal radiation with recurrence

-2/4 pts stomal recurrence with no stomal
radiation post-operative
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VEEgEment of.stom al-rW

ey surgical treatment (only curative
MEBLMENt)

piRadia tion| treatment provide palliation + is
mf' ective ifi used as a single agent

blnatlons of radiation and

= -—,chemotherapy with encouraging early
results in small groups-Snow et al 1986
(Need further studies)
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atsenfirst described technique In 1942
ele)cl mc-e lified by Sisson in 1977

e _1ve removal of tracheostoma,

Emundlng skin, mediastinal dissection

lfh removal of manubrium + clavicle

= ﬁeads + resection of involved pharyngo-

- esophageal segments with reconstruction
using various flaps
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FOpErative mortality” 15%  -mediastinitis and
it ~great vessels

]J
e }ff an et al 1987 -41 pts surgical Rx
AV +H (Slsson) 45% survive 2yrs

______*" NV e I1 I+1V/- 9% survive 2yrs +pre-op mortality
~ high

- *Aver‘age hospital stay 30 days
*17/41 N diet, 6/41 soft diet, 11/41 gastrostomy
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> Ng SUrgyery. on stomall recurrence the
SVENEA0E! Sl rV|vaI 6.3 months with an
\<rr~me= v poor quality of lifel!!
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