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Case:  Mr. D is a 61-year-old with unresectable squamous cell 

carcinoma of the right oral cavity diagnosed a few months ago. He 

was s/p chemotherapy and had not received planned radiation due 

to social circumstances and COVID infection. He had had recurrent 

oral cavity oozing and presented to the ED with sentinel bleeding 

and initial hemoglobin of 4. He received several units pRBCs. 

Hemostasis was achieved with packing. CTA demonstrated disease 

progression with osseous mandible destruction and new 

encasement of internal carotid artery without visible extravasation 

or pseudoaneurysm. He was felt to have high risk for carotid 

blowout syndrome. 
 

 
 

Head CT: 
Yellow line outlines tumor burden in right buccal cavity with 

invasion of mandible and soft tissues 

Red arrow shows internal carotid artery encased by tumor. 
 

 

Discussion: Carotid Blowout Syndrome: 

Carotid blowout syndrome (CBS), or rupture of the extracranial 

carotid artery or its branches, is an uncommon but devastating 

complication of head and neck cancer. Bleeding can occur through 

skin or mucosa, possibly causing airway compromise in addition to 

life threatening anemia. 
 

Adventitial vasa vasorum ischemia and resultant arterial wall 

damage occur following neck dissection or irradiation, by direct 

tumor invasion, or secondary to infection. The three categories of 

CBS are characterized by: 

•  Type I “Threatened”: carotid artery exposure found on skin or 

pharyngeal examination with features of inevitable compromise on 

imaging. 

 

 

 

 

 

 
 

•  Type II “Impending”: sentinel bleeding episodes able to be 

controlled, with imaging showing arterial wall irregularity, luminal 

stenosis, or pseudoaneurysm without contrast extravasation. 

Imaging can have subtle or no changes. 

•  Type III “Acute”: active hemorrhage that cannot be clinically 

controlled with pressure/packing; this is rapidly fatal, particularly 

when it occurs outside of a hospital setting.  

The incidence of CBS in oncologic head and neck surgery is 3–

4.5%, and previous irradiation increases the risk seven-fold.1 A 

majority (68%) of patients with CBS present with acute 

hemorrhage, fewer with impending bleed (24%) and threatened 

bleed (8%).2 
 

Management Strategies for Mitigation of CBS: 
Surgical interventions are aimed at preventing or stabilizing acute 

hemorrhage in patients with threatened or impending bleeds. 

Surgical carotid ligation historically predominated. Comparably, 

newer endovascular approaches using embolization or stenting 

have shown decreased risks of ischemic neurological events and 

have lower rates of morbidity and mortality.3 Risks of intervention 

include rebleeding, neurologic sequelae such as stroke, and 

infection. 
 

Increased mortality from CBS itself is in the acute phase; survival 

rates at 1 month and 1 year after CBS are both around 30%.4 

Notably, most patients with CBS have advanced or recurrent 

disease with underlying poor prognosis. Reflecting this, fewer than 

10% of patients exceed 3 years of survival after CBS, and long-

term survival in similar patients is the same with or without CBS.3 

Therefore, discussions and decisions about interventions should be 

based on overall prognosis and an individual’s goals around 

quantity and quality of life.5 In all cases, it will be important to 

generate a pre-emptive acute hemorrhage plan.  

 

Management strategies for Terminal Hemorrhages: 
Massive acute hemorrhage in CBS is uniformly and quickly fatal. 

In addition to rapid hypotension, pain, and anxiety, bleeding into 

the oropharynx can cause respiratory distress and asphyxiation.5 

Patients and caregivers report overwhelming anticipatory and real-

time distress.5,6 Emergency care plans allow for some relief of this 

distress and might allow for increased physical comfort. Plans 

include having the following quickly available:5 

 Dark colored towels/linens 

 Gloves/face/eye protection for caregivers 

 Suctioning; for those with tracheostomy, using a cuffed trach 

may prevent some respiratory distress  

 Symptom oriented medications include fast acting 

benzodiazepine and opioids as well as ketamine. Drug dose 

and route depend on patient location and IV access, with a goal 

of deep sedation, analgesia, and anxiolysis.  
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(Discussion Continued) 
 

For massive hemorrhages, there may not be time to administer 

comfort meds prior to patients losing consciousness. One recent QI 

study found that having patient specific “grab bags” of medications 

assembled proactively reduced the time taken for intravenous 

anxiolytics and analgesia to be administered in a simulated 

inpatient setting to under 1 min.6  
 

Case Conclusion:  Mr. D’s case is one of unfortunately poor 

overall prognosis due to disease progression on therapy, extensive 

disease, and significant medical comorbidity, alongside the risk of 

acute fatal hemorrhage due to CBS related to his tumor encasing 

his internal carotid artery. His imaging on arrival was not 

convincing for active carotid extravasation. Regardless, he had had 

large volume blood loss, whether from the carotid or the tumor bed 

itself. He received a cuffed tracheostomy for airway protection 

from terminal asphyxia/dyspnea in the event of ongoing bleeding 

and seemingly impending large volume hemorrhage. He received 4 

fractions of palliative radiation to the tumor bed to reduce ongoing 

bleeding, which he managed with oral Afrin rinses. 
 

The literature discusses intervening on threatened or impending 

CBS, based on improved initial survival and lower rates of stroke 

with endovascular procedures vs. ligation. Mr. D. however had no 

clear vessel vulnerability for endovascular target on imaging, 

alongside an increasingly short overall prognosis and large 

symptom burden. His goals primarily related to spending as much 

time at home as possible. As such, intervention was deferred. He 

was discharged and elected to enroll in hospice. 
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