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Abstract
Introduction
Chemo-radiotherapy (CRT) has increasingly been employed for the treatment of laryngeal cancer at T3 or
higher rather than total laryngectomy (TL), in order to preserve the larynx. However, TL is still frequently
performed in patients with advanced laryngeal cancer, especially T4 disease. When CRT is performed for
advanced cancer, there is a certain rate of residual disease or relapse, and TL is conducted as salvage surgery
for those patients, but TL following CRT is associated with a high incidence of postoperative complications.

Objective
The purpose of this study was to investigate the influence of preoperative radiation therapy on the
occurrence of postoperative complications of TL, particularly pharyngocutaneous fistula (PCF).

Methods
We retrospectively investigated 142 patients who underwent TL for laryngeal cancer whether postoperative
complications were related to a history of radiation therapy or neck dissection. Detailed investigation of the
32 patients who underwent radiation therapy was also conducted.

Results
PCF was significantly higher after radiation therapy. Neck dissection was not related. As the time from
radiation therapy to TL decreased, the incidence rate of postoperative PCF increased and the time to closure
became significantly longer. Preoperative laboratory tests did not show a significant difference in Hb and
Alb, but the lymphocyte count was significantly lower in patients with PCF.

Categories: Otolaryngology
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Introduction
Recently, chemo-radiotherapy (CRT) has increasingly been employed for the treatment of laryngeal cancer
at T3 or higher rather than total laryngectomy (TL), in order to preserve the larynx [1-4]. However, TL is still
frequently performed in patients with advanced laryngeal cancer, especially T4 disease. When CRT is
performed for advanced cancer, there is a certain rate of residual disease or relapse, and TL is conducted as
salvage surgery for those patients, but TL following CRT is associated with a high incidence of postoperative
complications [5-6].

Concerning the complications of TL, Ganly et al. [7]. reported that the major complications are
pharyngocutaneous fistulas (PCFs) requiring local intervention or surgical closure, extensive skin necrosis,
and large vessel rupture while the minor complications are small salivary fistulas (detected by diagnostic
imaging), minor skin necrosis, and peri-tracheostomy inflammation/necrosis. If major complications occur,
swallowing is severely affected and quality of life (QOL) shows marked impairment. Moreover, admission is
often needed for interventions, so hospitalization can become protracted. PCF not only prolongs hospital
stay but also requires daily wound care, leading to a significant decline in patient QOL. Occasionally, the
infection spreads from the PCF, disrupting blood vessels and leading to fatal conditions. Therefore, efforts
should be made to avoid PCFs as much as possible.

We reviewed the postoperative complications of patients who underwent TL at our hospital, and we
investigated the influence of preoperative radiation therapy on the occurrence of complications, particularly
PCF.
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Materials And Methods
Patients
This study retrospectively investigated 142 patients who underwent TL for laryngeal carcinoma at the
department of otolaryngology and the department of head and neck surgery at Osaka Medical College from
1999 through 2018. There were 138 male patients and four female patients with a median age of 71 years
(range: 45-90 years). The primary sites of the larynx were the supraglottic in 85 patients, the glottic in 56
patients, and the subglottic in one patient. Among the 142 patients, 32 patients were recurrence carcinoma
who received radiation therapy previously. They were all men with a median age of 68 years (range: 45-87
years). Four patients underwent concurrent neck dissection while 28 patients did not. The median
preoperative dose of radiation was 70 Gy (range: 45-75 Gy). Twenty-two patients only received radiation
therapy and 10 patients received CRT. The target region was the entire neck in six patients and was localized
to the larynx in 26 patients.

Methods
In the 142 patients who underwent TL, the incidence of major and minor complications was determined.
After total laryngectomy, fluoroscopy with barium was performed 10 to 14 days after surgery with or without
RT. The absence of a leak was confirmed, and oral intake was started. Major complications were defined as
pharyngocutaneous fistulas (PCF) requiring local intervention or surgical closure, extensive skin necrosis,
and large vessel rupture while minor complications were defined as small salary fistulas (detected by
diagnostic imaging), minor skin necrosis, and peri-tracheostomy inflammation/necrosis. In addition, we
investigated whether postoperative complications and a history of radiation therapy or neck dissection were
related. Detailed investigation of the 32 patients who underwent radiation therapy was also conducted.
Among patients receiving radiation therapy, the major complication was always PCF. Patients with and
without PCF were categorized as Group A (n=7) and Group B (n=25), respectively, for comparison of the
following parameters: diabetes, body mass index (BMI), preoperative laboratory parameters (albumin,
hemoglobin, and lymphocyte count), preoperative radiation dose and target area, concurrent chemotherapy
administered with radiation therapy, and the time from radiation therapy to salvage surgery. We also
compared the timing of development of PCF, the time from the occurrence of PCF to closure, and the
outcome between Group A and five other patients with PCF who did not receive preoperative radiation
therapy (Group C). The study protocol was approved by the institutional review board at Osaka Medical
College (2032-1).

Statistical analysis
The Mann-Whitney U-test, chi-square test, or Fisher’s exact test was performed to assess statistical
significance while the Kaplan-Meier method was used to compare the local control rate. The level of
significance was set at p<0.05.

Results
Results
1. Postoperative Complications After TL

Among all 142 patients, major complications occurred in 13 patients (9.2%) and minor complications
occurred in 11 patients (7.7%). The major complication was PCF in 12 patients and extensive skin necrosis in
one patient. Minor complications were a small salivary fistula detected on diagnostic imaging in four
patients, minor skin necrosis in four patients, a subcutaneous abscess in two patients, and a small
hematoma in one patient.

Among the 110 patients without radiation therapy, 11 patients experienced postoperative complications,
with major complications being observed in five patients (4.5%) and minor complications in six patients
(5.5%). Among the 32 patients who received radiation therapy, postoperative complications were observed in
13 patients, with major complications being observed in eight patients (25%) and minor complications in
five patients (15.6%). The incidence of postoperative complications was significantly higher in the latter
group (p<0.001) (Figure 1).
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FIGURE 1: Postoperative complications after TL and the history of
radiation therapy
The incidence of postoperative complications was significantly higher in patients who received radiation
therapy than patients without radiation therapy (p<0.001).

TL: total laryngectomy

Neck dissection was conducted in 80 patients undergoing TL while 62 patients did not receive neck
dissection (including patients with Level VI dissection only). Among the 80 patients with neck dissection, 11
patients experienced postoperative complications, which were major in six patients (7.5%) and minor in five
patients (6.3%). Among the 62 patients without neck dissection, 12 patients experienced postoperative
complications, which were major and minor complications in six patients each (9.7%). There was no
significant difference in the frequency of complications between these two groups (p=0.65) (Figure 2).

FIGURE 2: Postoperative complications after TL and the neck dissection
There was no significant difference in the frequency of complications whether conducted neck dissection
was conducted or not (p=0.65).

TL: total laryngectomy

The incidence of PCF was investigated in relation to a history of radiation therapy and neck dissection.
Among 32 patients with a history of radiation therapy, four patients received neck dissection and PCF
occurred in two of them (50%). Among the 28 patients without neck dissection, PCF occurred in five patients
(17.9%). On the other hand, among the patients without a history of radiation therapy, PCF occurred in four
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(5.3%) patients among the 76 patients with neck dissection and one patient (2.9%) among 34 patients
without neck dissection (Table 1).

 RT(+) RT(-) Total

ND(+) 2∕4 4∕76 6∕80

ND(-) 5∕28 1∕34 6∕62

Total 7∕32 5∕110 12∕142

TABLE 1: Relationship between radiation therapy and neck dissection on PCF
Concurrent neck dissection tended to induce PCF in patients with a history of radiation therapy, and patients with an unfavorable outcome of PCF
had both preoperative radiation therapy and neck dissection.

PCF: pharyngocutaneous fistula

2. Complications in 32 Patients With Radiation Therapy (Table 2)

 Group A Group B p-value

Sex (Men: Women) 7 : 0 25 : 0 ‐

Median age 67 (61-83） 70 (45-87） 0.63

Diabetes mellitus 2 : 5 4 : 21 0.84

BMI 22.3 (18.2-27.2） 20.0 (16.3-28.4） 0.34

Preoperative albumin 4.1 (3.5-4.7) 4.1 (3.2-5.2) 0.60

Preoperative hemoglobin 13.7 (11.4-16.7) 13.7 (10.1-15.5) 0.78

Preoperative peripheral blood lymphocyte 864 (407-1909) 1275 (600-2573) 0.029

Radiation dose (Gy) 70 (64-75) 70 (45-70) 0.56

Radiation field (larynx : total neck) 4 : 3 22 : 3 0.19

RT : CRT 3 : 4 19 : 6 0.23

TABLE 2: Complications in 32 patients with radiation therapy
Patients with and without PCF were categorized as Group A (n=7) and Group B (n=25), respectively, for comparison of the following parameters:
diabetes, BMI, preoperative laboratory parameters (albumin, hemoglobin, and lymphocyte count), preoperative radiation dose and target area,
concurrent chemotherapy administered with radiation therapy, and the time from radiation therapy to salvage surgery.

PCF: pharyngocutaneous fistula; BMI: body mass index; RT: radiotherapy; CRT: chemo-radiotherapy

The seven patients in Group A with PCF and 20 patients in Group B were all men. The median age was 67
years (range: 61-83 years) in Group A and 70 years (45-87 years) in Group B (p=0.84). The tumor sites were
supraglottic, glottic, and subglottic in two, four, and one patient from Group A versus eight, 16, and one
patient from Group B, respectively.

Six of the 32 patients had diabetes, including two patients (28.6%) of seven patients from Group A and four
patients (16%) of 25 patients from Group B. There was no significant difference in the frequency of diabetes
between the two groups (p=0.84).

The median preoperative BMI was 22.3 kg/m2 (range: 18.2-27.2) in Group A and 20.0 kg/m 2 (16.3-28.4) in
Group B, showing no significant difference (p=0.34). The median preoperative serum albumin level was 4.1
g/dl (3.5-4.7) in Group A and 4.1 g/dl (3.2-5.2) in Group B, and it was not significantly different (p=0.60). The
median preoperative hemoglobin was 13.7 g/dl (11.4-16.7) in Group A and 13.7 g/dl (10.1-15.5) in Group B,
also showing no significant difference (p=0.78). Finally, the median preoperative lymphocyte count was
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864/mm3 (407-1909) in Group A and 1275/mm3 (600-2573) in Group B, being significantly lower in Group A
than Group B (p=0.029).

The median preoperative radiation dose was 70 Gy (64-75 Gy) in Group A and 70 Gy (45-70 Gy) in Group B,
with no significant difference (p=0.56). With regard to the target region of preoperative radiation, it was
localized to the larynx or was the entire neck in four and three patients from Group A versus 22 and three
patients from Group B, respectively, with no significant difference (p=0.19). Radiation therapy alone or CRT
was performed in three and four patients from Group A versus 19 and six patients from Group B, showing no
significant difference of treatment modalities (p=0.23).

The median interval from the completion of radiation to salvage surgery (TL) was six months (3-276
months) in Group A and 20 months (3-153 months) in Group B, and it was significantly shorter in Group A
than in Group B (p=0.015) (Figure 3).

FIGURE 3: The interval from completion of radiation to salvage surgery
(TL)
The median interval from completion of radiation to salvage surgery (TL) was six months (3-276 months) in
Group A and 20 months (3-153 months) in Group B, and it was significantly shorter in Group A than in Group
B (p=0.015).

TL: total laryngectomy

3. Timing of PCF and Clinical Course of PCF Patients (Table 3)
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 Radiation therapy Neck dissection Postoperative PCF occurred (days）） Method for close PCF Days until PCF closed

① ＋ − 3 Local treatment 57

② ＋ − 11 Anterior chest flap 80

③ ＋ − 12 Local treatment 93

④ ＋ − 14 LDMC, PMMC flap 106

⑤ ＋ − 20 PMMC flap 120

⑥ ＋ Unilateral 19 Death because of sepsis (60) Not closed

⑦ ＋ Bilateral 21 Death for raptured carotid artery (56) Not closed

⑧ − − 5 Local treatment 23

⑨ − − 8 Local treatment 14

⑩ − Bilateral 7 Hinge flap 69

⑪ − Bilateral 10 Anterior chest flap 78

⑫ − Bilateral 15 Local treatment 61

TABLE 3: Timing of PCF and clinical course of PCF patients
The clinical course of seven patients with PCF and a history of radiation therapy (Group A) was compared with that of five patients without a history
of radiation therapy who also developed PCF (Group C).

PCF: pharyngocutaneous fistula; LDMC: latissimus dorsi musculocutaneous; PMMC: pectoralis major myocutaneous

The clinical course of seven patients with PCF and a history of radiation therapy (Group A) was compared
with that of five patients without a history of radiation therapy who also developed PCF (Group C). The
median time to the occurrence of PCF was 14 days (3-21 days) in Group A and eight days (5-15 days) in
Group C, which was not significantly different (p=0.14). Concerning PCF surgery, closure was achieved by
local intervention in two patients from Group A. However, pedicle flaps were needed for closure in three
patients, including an anterior chest skin flap in one patient, a latissimus dorsi musculocutaneous (LDMC)
flap + pectoralis major musculocutaneous (PMMC) flap in one patient, and a PMMC flap in one patient. For
the remaining two patients, surgery could not achieve closure and the outcome was unfavorable (one patient
died of septicemia on Day 60 and the other patient died of cervical arterial rupture on Day 56). Among the
five patients in Group C, closure of PCF was achieved in three patients by local intervention, a hinge flap was
used in one patient, and one patient required a pedicle flap (anterior chest skin flap). The median time from
the occurrence of PCF to closure was 106 days (57-120 days) in Group A and 65 days (14-78 days ) in Group
C, being significantly longer in Group A (p=0.047). There were no significant differences in diabetes, BMI,
and laboratory test data between the two groups.

Discussion
With regard to the complications of TL, it has been reported that the incidence of PCF is 7.4%-58% and that
it occurs eight to 13 days postoperatively. The duration of hospitalization is significantly prolonged if PCF
occurs [8-10]. In the present study, PCF occurred in 12 out of 142 patients (8.5%) and the median time of
occurrence was 12 days (3-21 days) postoperatively. Among the 12 patients, PCF occurred in five out of 110
patients (3.6%) without a history of radiation therapy versus seven out of 32 patients (21.9%) with a history
of radiation therapy. Thus, the incidence of PCF was higher after radiation therapy. In addition, as the time
from radiation therapy to TL decreased, the incidence rate of postoperative PCF increased and the time to
closure became significantly longer. There was no relationship of PCF with the tumor site. Preoperative
laboratory tests did not show a significant difference in hemoglobin (Hb) and albumin (Alb), but the
lymphocyte count was significantly lower in patients with PCF. It was previously reported that delivery of
65-70 Gy of radiation therapy alone to head and neck cancer did not reduce the white blood cell (WBC)
count, but the lymphocyte count was reduced by about 30% versus the pretreatment value and about 60
months was required for recovery. Accordingly, the immune function of patients may be impaired for a
certain period after radiation therapy to the head and neck [11-12]. Recently, rather than radiation therapy
alone, CRT has been performed as the more potent treatment for laryngeal preservation. However, the
impact of CRT on bone marrow is considered to be more severe than that of radiation therapy alone. In
other words, in patients who experienced relapse shortly after radiation therapy, the peripheral lymphocyte
count was reduced and immunity was impaired, so there was a higher risk of wound infection following TL.
Thus, the risk of developing PCF may also have been increased. Therefore, the initial curative use of (C)RT
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needs to be considered carefully. It seems that using (C)RT just to preserve the larynx should be avoided in
patients with advanced cancer since the risk of residual tumor is high. If PCF develops after total
laryngectomy, reoperation before closure may be required after long-term local treatment. Most patients,
especially those with a history of radiation, require a closure period of at least two months, and gastrostomy
should be considered immediately for nutritional support.

Radiation therapy has various adverse effects on tissues. Epithelial/parenchymal lesions cause atrophy,
necrosis, cellular atypia, and interstitial fibrosis and necrosis. It also causes fatal and sublethal damage to
endothelial cells in blood vessels with capillary rupture or thrombosis. They result in delayed wound healing
[13]. Surgery performed after radiation therapy is associated with an increase in the risk and severity of
complications. We found that the preoperative radiation dose and concurrent chemotherapy did not affect
the onset of PCF. However, the incidence of PCF was higher in patients with full neck radiation exposure
than patients with radiation restricted to the larynx. Moreover, concurrent neck dissection tended to induce
PCF in patients with a history of radiation therapy, and the patients with an unfavorable outcome of PCF had
both preoperative radiation therapy and neck dissection. This suggests that inflammation may easily extend
to the lateral neck region once infection occurs in such patients. Therefore, prophylactic neck dissection
should be performed with caution in patients with a history of preoperative radiation therapy. We perform
prophylactic neck dissection when TL is conducted as part of initial treatment, specifically for T3-4N0
supra-glottal cancer. However, when TL is done for relapse after radiation therapy, we do not perform
prophylactic neck dissection due to the high risk of postoperative complications.

Curative treatment of laryngeal cancer with (C)RT is very difficult because the risk of relapse is increased if
the dose is insufficient, while an excessive radiation dose increases the risk of functional impairment. In our
series, concurrent chemotherapy and radiation therapy improved the local control rate in patients with
T2N0 glottic cancer. However, the risk of laryngeal dysfunction, such as vocal cord paralysis and laryngeal
necrosis, was reported to be higher with (C)RT [14]. Our study also indicated that when surgery was
performed following (C)RT and the tissues were weakened, wound healing was negatively affected and PCF
was more likely to occur due to increased susceptibility to infection. This may have been due to impairment
of immune function resulting from a decrease of peripheral lymphocytes following radiation exposure.
Therefore, the indiscriminate use of (C)RT should be avoided for locally advanced laryngopharyngeal cancer
with a risk of early relapse. Finally, when selecting (C)RT as the initial therapy for advanced
laryngopharyngeal cancer, the patient should be well-informed about the risks of TL as salvage surgery.

Conclusions
The indiscriminate use of radiation therapy should be avoided for locally advanced laryngopharyngeal
cancer with a risk of early relapse. When selecting CRT for laryngeal preservation for locally advanced
laryngeal cancer, adequate informed consent is required, including various risks at relapse.
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Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Institutional review
board at Osaka Medical College issued approval 2032-1. Animal subjects: All authors have confirmed that
this study did not involve animal subjects or tissue. Conflicts of interest: In compliance with the ICMJE
uniform disclosure form, all authors declare the following: Payment/services info: All authors have
declared that no financial support was received from any organization for the submitted work. Financial
relationships: All authors have declared that they have no financial relationships at present or within the
previous three years with any organizations that might have an interest in the submitted work. Other
relationships: All authors have declared that there are no other relationships or activities that could appear
to have influenced the submitted work.

References
1. Vengalil S, Giuliani ME, Huang SH, et al.: Clinical outcomes in patients with T4 laryngeal cancer treated

with primary radiotherapy versus primary laryngectomy. Head Neck. 2016, 38:2035-2040.
10.1002/hed.24374

2. Timmermans AJ, de Gooijer CJ, Hamming-Vrieze O, Hilgers FJ, van den Brekel MW: T3-T4 laryngeal cancer
in The Netherlands Cancer Institute; 10-year results of the consistent application of an organ-preserving/-
sacrificing protocol. Head Neck. 2015, 37:1495-1503. 10.1002/hed.23789

3. Fuller CD, Mohamed AS, Garden AS, et al.: Long-term outcomes after multidisciplinary management of T3
laryngeal squamous cell carcinomas: Improved functional outcomes and survival with modern therapeutic
approaches. Head Neck. 2016, 38:1739-1751. 10.1002/hed.24532

4. Amini A, Jones BL, McDermott JD, et al.: Survival outcomes with concurrent chemoradiation for elderly
patients with locally advanced head and neck cancer according to the National Cancer Data Base. Cancer.
2016, 122:1533-1543. 10.1002/cncr.29956

5. Furuta Y, Homma A, Oridate N, et al.: Surgical complications of salvage total laryngectomy following
concurrent chemoradiotherapy. Int J Clin Oncol. 2008, 13:521-527. 10.1007/s10147-008-0787-x

6. Dedivitis RA, Aires FT, Cernea CR, Brandao LG: Pharyngocutaneous fistula after total laryngectomy:
systematic review of risk factors. Head Neck. 2015, 37:1691-1697. 10.1002/hed.23804

2021 Higashino et al. Cureus 13(3): e13797. DOI 10.7759/cureus.13797 7 of 8

https://dx.doi.org/10.1002/hed.24374
https://dx.doi.org/10.1002/hed.24374
https://dx.doi.org/10.1002/hed.23789
https://dx.doi.org/10.1002/hed.23789
https://dx.doi.org/10.1002/hed.24532
https://dx.doi.org/10.1002/hed.24532
https://dx.doi.org/10.1002/cncr.29956
https://dx.doi.org/10.1002/cncr.29956
https://dx.doi.org/10.1007/s10147-008-0787-x
https://dx.doi.org/10.1007/s10147-008-0787-x
https://dx.doi.org/10.1002/hed.23804
https://dx.doi.org/10.1002/hed.23804


7. Ganly I, Patel S, Matsuo J, et al.: Postoperative complications of salvage total laryngectomy . Cancer. 2005,
103:2073-2081. 10.1002/cncr.20974

8. Johnson JT, Bloomer WD: Effect of prior radiotherapy on postsurgical wound infection . Head Neck. 1989,
11:132-136. 10.1002/hed.2880110206

9. Liang JW, Li ZD, Li SC, Fang FQ, Zhao YJ, Li YG: Pharyngocutaneous fistula after total laryngectomy: a
systematic review and meta-analysis of risk factors. Auris Nasus Larynx. 2015, 42:353-359.
10.1016/j.anl.2015.04.002

10. Wakisaka N, Murono S, Kondo S, Furukawa M, Yoshizaki T: Post-operative pharyngocutaneous fistula after
laryngectomy. Auris Nasus Larynx. 2008, 35:203-208. 10.1016/j.anl.2007.06.002

11. Verastegui EL, Morales RB, Barrera-Franco JL, Poitevin AC, Hadden J: Long-term immune dysfunction after
radiotherapy to the head and neck area. Int Immunopharmacol. 2003, 3:1093-1104. 10.1016/S1567-
5769(03)00013-4

12. Gray WC, Chretien PB, Suter CM, et al.: Effects of radiation therapy on T-lymphocyte subpopulations in
patients with head and neck cancer. Otolaryngol Head Neck Surg. 1985, 93:650-660.
10.1177/019459988509300515

13. Fajardo LF: The pathology of ionizing radiation as defined by morphologic patterns . Acta Oncol. 2005,
44(1):13-22. 10.1080/02841860510007440

14. Higashino M, Kawata R, Lee K, Nishikawa S, Ichihara S, Uesugi Y: Radiotherapy concurrent with S-1 and
radiotherapy alone for T2N0 glottic carcinoma: a retrospective comparative study. Auris Nasus Larynx. 2014,
41:364-368. 10.1016/j.anl.2014.02.001

2021 Higashino et al. Cureus 13(3): e13797. DOI 10.7759/cureus.13797 8 of 8

https://dx.doi.org/10.1002/cncr.20974
https://dx.doi.org/10.1002/cncr.20974
https://dx.doi.org/10.1002/hed.2880110206
https://dx.doi.org/10.1002/hed.2880110206
https://dx.doi.org/10.1016/j.anl.2015.04.002
https://dx.doi.org/10.1016/j.anl.2015.04.002
https://dx.doi.org/10.1016/j.anl.2007.06.002
https://dx.doi.org/10.1016/j.anl.2007.06.002
https://dx.doi.org/10.1016/S1567-5769(03)00013-4
https://dx.doi.org/10.1016/S1567-5769(03)00013-4
https://dx.doi.org/10.1177/019459988509300515
https://dx.doi.org/10.1177/019459988509300515
https://dx.doi.org/10.1080/02841860510007440
https://dx.doi.org/10.1080/02841860510007440
https://dx.doi.org/10.1016/j.anl.2014.02.001
https://dx.doi.org/10.1016/j.anl.2014.02.001

	Influence of Preoperative Radiation Therapy on the Occurrence of Pharyngocutaneous Fistula After Total Laryngectomy
	Abstract
	Introduction
	Objective
	Methods
	Results

	Introduction
	Materials And Methods
	Patients
	Methods
	Statistical analysis

	Results
	Results
	FIGURE 1: Postoperative complications after TL and the history of radiation therapy
	FIGURE 2: Postoperative complications after TL and the neck dissection
	TABLE 1: Relationship between radiation therapy and neck dissection on PCF
	TABLE 2: Complications in 32 patients with radiation therapy
	FIGURE 3: The interval from completion of radiation to salvage surgery (TL)
	TABLE 3: Timing of PCF and clinical course of PCF patients


	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


