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Abstract

Pharynx fistula is a pathological state that can pose serious problems for both
physician and patient and can lead up to the death of the patient in complicated
cases.
The authors describe a series of guidelines for the management of the pharynx
fistula regarding the complications of the instrumentation of the upper digestive
tract.
Most of the cases that are addressed to our clinic can be treated with a
conservative approach and a nutrition therapy plan tailored to each case. In
selected cases surgery is the method of choice for therapy.
The management of the pharynx fistula can be well managed in a
multidisciplinary approach using resources from the E.N.T. and H.N.S. department
and more important from the ICU department.
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Acne conglobata is a rare, severe form of acne vulgaris characterized by the presence of comedones,
papules, pustules, nodules and sometimes hematic or meliceric crusts, located on the face, trunk, neck, arms
and buttocks.
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Introduction

performing a trans-esophageal echocardiogram or

Pharynx fistula is a pathological state that account when performing a bronchoscopy. The instruments
for most of the complications following total used for this diagnostic or therapy maneuvers are blunt
laryngectomee, is encountered in patients with and are designed particularly not to injure the digestive
extensive neck trauma with a blunt or a sharp object, mucosa or the surrounding tissues. However, when the
might appear after the instrumentation of the upper patient associates abnormalities in the pharynx region
digestive tract when attempting diagnostic or therapy the instrumentation can be followed by the appearance
procedures or might be present from birth as part of a of a fistula.
partial or complete syndrome of malformations. The

The abnormalities that may pose problems for the
management of the pharynx fistula involves the need physician include exostosis or trauma of the cervical
of a solid history of the patient’s disease, means o
vertebrae with the narrowing of the pharynx lumen and
occurrence, prior therapy, which includes surgery,
the bulging of tissue covered with digestive mucosa
radiotherapy, and the evaluation of the current
(Figure 2). The passage of the instruments through the
condition (Figure 1). The therapy plan needs to be
pharynx needs to be gentle, slowly progressive and
tailored for each case so that the recovery is to be
without jerking the instrument. If the procedure is
maximum and the morbidity needs to be decreased,
performed, without prior investigation by an E.N.T.
ideally to minimum.
specialist, there might be complications arising from
the incomplete knowledge of the anatomy and
topography of the pharynx passage. This is why a panendoscopic examination with flexible scopes should be
performed.

Figure 1. Pharynx fistula in a patient with total
laryngectomy and adjuvant radiotherapy for the
neck region

One of the key aspects of pharynx fistula
presence is the situation in which this particular
pathology develops after a diagnostic procedure
performed by a physician. This case is subject to

Figure 2. Endoscopic view of the hipopharynx
and the larynx

Bulging of an osteophyte of the 4th vertebrae in

interpretation due to the legal implications deriving the lumen of the hypopharynx, associating oedema,
from a malpraxis. Instrumentation of the upper erithema and the presence of a 1,5 mm fistula caused
digestive tract is done to scope the digestive tube when by

instrumentation

for

trans-esophageal

performing an upper digestive tract endoscopy, when echocardiograhpy.
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Feeding tube guidelines. In the case of a This can be performed either by chest X-ray or direct
pharynx fistula, whatever the cause of appearance, the view with the aid of pharynx endoscopy. Some
physician must ensure that the patient will receive food complications may occur when placing a feeding tube
and beverages through the digestive tract. Enteral (Table 2). The E.N.T. specialist and the ICU
nutrition is preferred to parenteral one if the gut if practitioner need to be aware of them since some of
functional. The indications for feeding tube placement the complications are life-threatening.
are shown in Table 1.

Table 2. Feeding tube complications

Table 1. Indication for feeding tube placement
General indications
Decompression of the
stomach
Gastric wash

Pharynx fistula

Feeding

Placement

Cloting
(most frequent)

Nose bleeding

Enteral nutrition
Placing the fistula at

Dumping

False pathway – Zenker

syndrome

diverticulum

rest
Aspiration

Aspiration with

Motility digestive

bronchopneumonia

disease diagnosis

Upper digestive

Medication
administration

hemorrhage
Access to the lower
Contact ulcer

digestive tract

Gastric aspirate

Bradicardia/asystole

analysis
Obstruction treatment

Discussion
The main problem with patients with the

The physician should not place a feeding tube if impossibility of oral food intake is that if the small
the patient has diffuse peritonitis, severe pancreatitis, intestine is not used the villi will atrophy and the
intestinal obstruction or ileus. However, there are absorption of nutrients, ions and water will be
relative contraindications for feeding tube placement impaired leading to short term complications in the
that need to be assessed by the physician and the homeostasis. Because of this early enteral nutrition is
therapy decision must be taken according to the required (1). Along with this there are several issues
particularity of the case. The relative contraindications
include tumors of the nasal fossa, trauma of the nose
and face, nose bleeding, nasal surgery, anticoagulant
therapy, altered mental status and an exacerbated
vomit reflex.

that need to be taken into consideration regarding the
use of a nasogastric tube. Some patients with pharynx
fistula might be uncooperative and there are reported
cases of patients extracting their nasogastric tubes and
self-administering food and beverages orally despite
medical advice. The close relations of the parapharynx

Placing of the feeding tube is usually performed spaces with the upper mediastinum means that the leak
by the ICU personnel as a routine maneuver. Still, in of septic content through the pharynx fistula might
pharynx fistula cases the verification of the feeding gravitationally end up in the thorax. This severe
tube placing is mandatory for the E.N.T. specialist. situation can cause sepsis, mediastinitis and has a high
16
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rate of mortality (2). The risk of complications take note that the presence of the nasogastric tube
decreases with the shorter time form the diagnostic to placed for enteral feeding prolongs the interval of
the specific therapy (3). The biological status is an recovery due to the close contact with the tearing
aggravating factor with even greater complications region of the pharynx mucosa. This is why the
when patients associate diabetes mellitus, malnutrition, nasogastric tube must be placed under endoscopic
immunodeficiency,

prior

chemotherapy

or control, so that it would not be in direct contact with

radiotherapy, transplant.
In large pharynx fistula therapy management

the fistula.
If the nasogastric tube cannot be placed or if the

includes surgery as the first step with or without flap patient’s status does not allow it the nutrition should be
manufacturing or the use of synthetic materials. parenteral. Pharynx fistulas to the skin prolong the
Surgery might rises other issues in wound healing such hospitalisation period, with increased costs and
as associated infection, insufficient pharynx tissue, possibly multiple surgical interventions. Pharynx
intolerance to the surgical materials, inadequate fistulas can cause the death of the patient by severe
surgical technique, mistreatment in the postoperative sepsis and MOSF if mistreated or if the therapy is
period, digestive problems such as acid reflux or delayed.
vomiting. All of this taken into consideration lead the

Pharynx fistulas can be a consequence of

surgeon to the development of a therapy plan which paraclinical investigation of the upper digestive tract,
needs to include nutritional management and ICU care. trans-esophageal echocardiography or bronchoscopy.
Regarding the nutrition management physicians This is why it is mandatory to have an E.N.T. panoverlooking patients with acute status caused by the endoscopic examination of the pharynx and, if needed,
presence of the pharynx fistula need to amend a plane X-ray of the cervical vertebrae should be
biological needs of an increased metabolism. The performed.
nutrition guidelines (4) state that for high catabolism
patients, which is the case of acute status in pharynx
fistula patients, the panel of intake should be:


30- 35 kcal/kg/day (from the absolute body mass)



1- 2g proteins/kg/day (20% intake)



lipids – moderate intake (30%- 50%) with PUFA
ω- 3 supplements



low intake of carbohydrates



antioxidants.
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