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Abstract
Dysphagia is a condition that can severely influence the quality of life of patients affected. It can be caused by disorders
of motility, stroke, radiotherapy, masses, and surgery in the cervical region. There are several treatment options that range from
conservative treatments (such as esophageal expansion, rehabilitation, nasogastric tube, temporary Percutaneous Endoscopic
Gastrostomy (PEG)) to more aggressive treatments (such as esophagoplasty, definitive PEG). It is possible to treat patients with
different approaches but it is generally recommended to start with conservative treatment and, if necessary, repeat it; however,
the results are not always acceptable for the patient and more aggressive treatments may be required. We present an unusual
case of a patient with a long clinical history, who had undergone both medical treatment and surgery on several occasions,
but still complained of dysphagia. Finally, with his symptoms still persisting after total laryngectomy, he underwent a partial
esophagectomy with reconstruction using an Anterolateral Thigh (ALT) free flap.
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Introduction
Dysphagia severely decreases the quality of life of patients
affected, forcing them to divide caloric intake over multiple meals
and/or causing discomfort when eating. Causes of dysphagia are
many: disorders of motility (primary, like achalasia or secondary
to stroke), radiotherapy, masses, and surgery in the cervical region
[1-4]. Treatment options are also many. Although removal of
the primary cause is generally recommended, this is not always
possible. Conservative treatments such as esophageal expansion,
rehabilitation, nasogastric tube, and temporary Percutaneous
Endoscopic Gastrostomy (PEG) are less invasive and better
tolerated; however, at times, more aggressive treatments, such as
esophagoplasty or definitive PEG may be required [5, 6]. Treatment
must be tailored according to the condition of the patient and his/
her expectations.
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There are several possible ways to treat dysphagia: initially,
conservative first-line treatments such as rehabilitation are
recommended; second-line treatments are more invasive and
include esophageal expansion or stenting, and should be reserved
for more severe cases or patients unfit for surgery [5-8]. Thirdline treatments such as esophagoplasty should be considered in
special cases. When the main problem is pharyngoesophageal
stenosis resistant to treatment, resection of the stenotic tract and
subsequent reconstruction may be required. There are many options
for reconstruction of the hypopharynx and esophageal region, but
the treatment must be tailored to the patient taking into account
the objective of the surgery, and the patient’s expectations and
comorbidities if present (reconstruction of the hypopharynx after
surgical treatment of squamous cell carcinoma + use of a tubed
gastro-omental free flap for reconstruction of the hypopharynx
and cervical esophagus after total laryngopharyngectomy) [9,
10]. These treatments are widely used in oncologic surgery and
should only be considered to treat dysphagia in selected cases with
multiple previous failed treatments [11-20].
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Case Report
A man aged 61 was referred to our center with persistent
dysphagia. He had a history of squamous cell carcinoma of
the larynx, which was treated with partial laryngectomy and
radiotherapy (70 Gy) in 1980. In 1999, the patient complained of
dyspnea, the first side effect of radiotherapy. This was resistant
to treatment so he underwent a permanent tracheostomy. After
tracheostomy, he complained of dysphagia, for which he underwent
surgical Percutaneous Endoscopic Gastrostomy (PEG) in 2003
and started rehabilitation which allowed the PEG to be removed
in 2006, although at that time, the patient still had moderate
dysphagia for liquids. At the beginning of 2018, the patient
underwent a total laryngectomy because of severe perichondritis
and laryngeal post-actinic candidiasis resistant to antifungals, and
with a reconstruction using a right pectoralis flap. In December
2018, he also started sessions of esophageal expansion; however,
after almost 1 year of treatment, the symptoms of dysphagia were
still present.
The patient was re-evaluated for the treatment of dysphagia,
and in consideration of the multiple failed treatments and the
persistent stenosis of the hypopharynx which caused the dysphagia,
the only remaining option was resection of the stenotic tract and

its reconstruction. Cervicotomy was performed on the scar from
previous surgery. The cutaneous flap included the pectoralis
major flap which was positioned in previous surgery; the tissue
was markedly fibrotic as a result of radiotherapy and multiple
interventions. Anatomic dissection was performed, and carotid
arteries, jugular veins, lingual, X, XI and XII nerves were identified
and preserved. The hypopharynx and esophagus were isolated
and the stenotic tract, which extended roughly from the posterior
part of the tongue as far as the upper tract of the esophagus, was
identified and excised.
A 20x9 cm Anterolateral Thigh (ALT) flap was harvested
from the left limb and was shaped into a 3 cm diameter tube of
appropriate length for the pharyngoesophageal bypass. The flap
was positioned and shaped to reconstruct the pharynx and the
proximal part of the esophagus, around a previously positioned
gastric-nose tube. A microvascular anastomosis was performed
as follows: an end-to-end anastomosis with the right facial artery
using non-resorbable monofilament 9/0 stitches and an end-toend anastomosis with a ramus from the jugular vein using nonresorbable monofilament 8/0 stitches. The fascia was sutured to
provide more protection for the proximal and distal anastomosis of
the neopharynx. The excised portion was sent for final histologic
evaluation (Figure 1).

Figure 1: Resection of the stenotic tract and its reconstruction: a) resection of the pharyngoesophageal stenosis; b) preparation of the
ALT free flap for harvesting; c) in setting of the ALT free flap; d) fascia lata sutured over the anastomosis.
The patient was hospitalized for 26 days. During the recovery period, he worked with a specialist speech therapist and started
eating without problems after 18 days. There were no complications at the donor site during the hospital stay. After the surgery, a small
dehiscence was seen on the left laterocervical wound; it was treated with a semi-compressive dressing and resolved within 10 days. The
final histological exam after surgery was negative for neoplastic recurrence. A radiographic study using Diatrizoate 17 days after surgery
showed a good result for the lumen of the neo-esophagus and, more importantly, did not show any fistulas there (Figure 2).
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Figure 2: Postoperative X-ray: progression of Gastrografin (diatrizoate meglumine and diatrizoate sodium solution) along the pharynx
and neo-esophagus (from left to right) 17 days after surgery.

Discussion
There are several different ways to treat dysphagia;
however, in this case, the patient had already undergone both
conservative options (temporary PEG and rehabilitation in 1999)
and more invasive options (laryngectomy with reconstruction and
esophageal expansion in 2018) with insufficient improvement in
quality of life. Earlier radiotherapy caused marked fibrosis which
initiated the symptoms of dysphagia, influenced the outcomes of
the esophageal expansion and in the end, almost 40 years after
the radiotherapy, led to perichondritis and post-actinic candidiasis.
In addition, multiple surgical procedures caused more fibrosis and
anatomical alterations which may have worsened the dysphagia.
Many authors have discussed the possible treatments for dysphagia;
however, there are no guidelines for cases such as this one which
have been operated multiple times; moreover, this case represents
an additional challenge due to the altered anatomy and post-actinic
fibrosis.
After several failed esophageal expansions and prolonged
rehabilitation without success, a radical option was considered:
resection of the stenotic tract and subsequent reconstruction.
According to the recent literature, laryngo-esophageal reconstruction
has many options [8-21]. In our case, a multidisciplinary group was
formed which evaluated many possible approaches to the surgical
challenge. A free jejunal flap was considered because of the absence
of an external donor site; however, due to the high morbidity of the
donor site, and as it required a longer and more complex surgical
procedure, it was later discarded. A radial flap (Chinese flap) was
also an option, but due to the poorer esthetic outcomes compared
to an ALT flap and the extent of the reconstruction required for this
operation, it was also discarded.
The Thoracodorsal Artery Perforator (TDAP) flap and
scapular flap were also considered; however, due to the prone
stance required for surgery which would lengthen the operation
and the morbidity of the donor site, both options were excluded.
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The ALT free flap has the advantage of being thin and easily
shapeable to reconstruct the pharynx and esophagus. Moreover, it
has a low morbidity and a very good esthetic outcome on the donor
site, therefore it was deemed the best option. The ALT free flap
could represent a viable treatment option in cases of pharyngoesophagectomy, but it should not be recommended as a first- or
second-line therapy for dysphagia; however, it can be useful to
treat dysphagia in patients with several comorbidities and in whom
other conservative treatments have been unsuccessful.
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