Letters to the Editor

Carotid blowout syndrome: An oncological
emergency less discussed
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Dear Editor,

Carotid blowout syndrome (CBS) is a rare but life-threatening
complication of head and neck cancer. Most commonly, patients
have a history of squamous cell carcinoma and have undergone
prior radical neck surgery and radiation therapy.l'! Bleeding
from the oral cavity and from an exposed neck wound are the
common symptoms. Advances in interventional radiology have
made management of these conditions possible which was
difficult earlier. We hereby present a case of acute CBS in a
case of recurrent carcinoma of hypopharynx, who was actively
managed by parent vascular occlusion.

Case Report

A 60-year-old male presented to casualty with bleeding
from the oral cavity. Examination showed large clots in the
oral cavity. The patient was in shock. Hemogram revealed
hemoglobin was found to be 6.1 g/dl. Coagulation profile was
normal. Fluid replacement and blood transfusion were given,
and the patient was stabilized.

The patient was a known case of carcinoma of hypopharynx
and had completed induction chemotherapy followed by
concurrent chemoradiation a year back, now with recurrence.
Endoscopy showed a large eccentric friable mass lesion
in the hypopharynx associated with bleeding. CBS was
suspected, and angiography was ordered. Magnetic resonance
angiography showed the lesion completely encasing the
proximal 2 c¢cm of external carotid artery with minimal luminal
narrowing. No obvious dissection or pseudoaneurysm was
seen.

Interventional radiologist was consulted. Transfemoral
supra-aortic digital subtraction angiogram showed active
contrast extravasation from anterior wall of left external carotid
artery just distal to its origin [Figure la]. The contrast is seen
tracking into pharynx, esophagus, and oral cavity.

Embolization using 35-3-3 coil was done, following which no
active extravasation of dye was noted. A tiny stump of the left
external carotid artery was seen which was consistent with
successful embolization [Figure 1b]. Postembolization patient
was stable.

Discussion

CBS is known to occur in 4.3% of head and neck
malignancies.”! Involvement of the carotid artery by malignant
processes of the head and neck with compromise of vessel
integrity and rupture is called “CBS.” It is associated with a
mortality and morbidity of 40% and 60%, respectively.?!

CBS is often a complication of squamous cell carcinoma of the
head and neck, particularly the cases treated with radiotherapy
and/or neck dissection. Radiation has been implicated to
obliterate the vasa vasorum, causing fibrosis of the adventitia,
weakening of the arterial wall, and thus leading to rupture. In
the present case, both prior radiotherapy and recurrence were
risk factors.

CBS is classified as threatened, impending, or acute. CBS has
been categorized by Chaloupka et al. as “threatened,” where
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Figure 1: (a) Preembolization: Left external carotid artery showed active
contrast extravasation just distal to its origin. (b) Postembolization:
a tiny stump of left external carotid artery seen consistent with
successful embolization

the carotid artery is exposed to the oral cavity or external
environment through skin breakdown or by direct tumor
invasion; “impending,” in which sentinel bleeds have occurred
but have been controlled by conservative management; or
“acute,” where there is active bleeding.”!

The gold standard for diagnosing CBS is digital subtraction
angiography. In patients presenting with threatened and
impending CBS, a CT angiogram of the head and neck is
reasonable to evaluate the carotid circulation up to the circle
of Willis.!®!

Following diagnosis, immediate treatment is crucial and
focuses on aggressive critical care with securing the airway and
management of hemorrhagic shock.”

Traditional surgical ligation had been the only choice in the
past with a displeasingly high rate of neurological morbidity
and mortality due to altered anatomy as a result of prior
surgery or radiation. Hence, CBSs main treatment has shifted
to endovascular techniques: either embolization or stenting of
parent artery.! Lesley et al. describe a 15%-20% rate of acute
or delayed cerebral ischemia following occlusion, which can be
predicted by a balloon occlusion test. This test may however be
bypassed in acute cases.!®!

Endovascular stents are considered in patients who are at
high risk for cerebral ischemia such as those who have an
incomplete circle of Willis or occluded contralateral common
carotid artery. With increased availability and smaller delivery
systems, covered stents are an attractive alternative for CBS.P!
However, long-term results have been less encouraging, with
high rates of technical complications including cerebral
thromboembolism by the inadequate antiplatelet medication,
septic thrombosis of the stent graft, and delayed stenosis/
occlusion of the carotid artery by the strong radial force of the
stent graft.!!%!]

Patients with acute CBS were associated with a higher
rebleeding rate than those with impending and threatened
CBS. Rebleeding occurs due to reconstitution of collateral
vessels or recanalization of the thrombosed carotid artery.
Cross occlusion is preferred in such cases to enhance durable
hemostasis. For all patients, clinical severity is the significant
factor affecting the hemostatic outcome of endovascular
management.!?

A sequential approach of treating impending CBS with
induction chemotherapy, embolization, and radiation therapy has
also been successfully employed.[]

85



Letters to the Editor

The head neck cancer team should be alert for predictors of CBS
such as pseudoaneurysm formation and vessel wall damage.!'!

Conclusion

With an increasing population of treated head and neck cancer
cases, the oncologist must be alert to any recent history of oral
bleeding or hemorrhage from an exposed neck wound. Once
CBS is suspected by the emergency physicians, interventional
radiologist must be contacted immediately for expeditious
diagnosis and intervention. Parent vascular occlusion is the
preferred method of management and covered stents is an
option in patients who are not candidates for parent vascular
occlusion. Early recognition of the predictors of CBS by a
multidisciplinary team is crucial.
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