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Case Report

Effective management of severe radiation 
dermatitis after head and neck radiotherapy

Head and neck cancer is among the most 
prevalent cancers in developing countries.1 
Most of the patients in developing coun-

tries present in locally advanced stages, and radical 
radiation therapy with concurrent chemotherapy is 
the standard treatment.1 Radiation therapy is asso-
ciated with radiation dermatitis, which causes severe 
symptoms in the patient and can lead to disrup-
tion of treatment, diminished rates of disease con-
trol rates, and impaired patient quality of life.2 The 
management of advanced radiation dermatitis is dif-
ficult and can cause consequential late morbidity to 
patients.2 We report here the rare case of a patient 
with locally advanced tonsil carcinoma who devel-
oped grade 3 radiation dermatitis while receiving 
radical chemoradiation. The patient’s radiation der-
matitis was effectively managed with the use of a 
silver-containing antimicrobial dressing that yielded 
remarkable results, so the patient was able to resume 
and complete radiation therapy.

Case presentation and summary
A 48-year-old man was diagnosed with squamous 
cell carcinoma of the right tonsil, with bilateral neck 
nodes (Stage T4a N2c M0; The American Joint 
Committee on Cancer staging manual, 7th edition). 
In view of the locally advanced status of his dis-
ease, the patient was scheduled for radical radiation 
therapy at 70 Gy in 35 fractions over 7 weeks along 
with weekly chemotherapy (cisplatin 40 mg/m2). 
During the course of radiation therapy, the patient 
was monitored twice a week, and symptomatic care 
was done for radiation-therapy–induced toxicities.

The patient presented with grade 3 radiation der-
matitis after receiving 58 Gy in 29 fractions over 5 
weeks (grade 0, no change; grades 3 and 4, severe 
change). The radiation dermatitis involved the ante-
rior and bilateral neck with moist desquamation of 

the skin (Figure 1). It was associated with severe 
pain, difficulty in swallowing, and oral mucositis. 
The patient was subsequently admitted to the hos-
pital; radiation therapy was stopped, and treatment 
was initiated to ease the effects of the radiation 
dermatitis. Analgesics were administered for the 
pain, and adequate hydration and nutritional sup-
port was administered through a nasogastric tube. 
The patient’s score on the Bates-Jensen Wound 
Assessment Tool (BWAT) for monitoring wound 
status was 44, which falls in extreme severity status. 

In view of the extreme severity status of the radia-
tion dermatitis, after cleaning the wound with sterile 
water, we covered it with an antimicrobial dressing 
that contained silver salt (Mepilex AG; Mölnlycke 
Health Care, Norcross, GA). The dressing was 
changed regularly every 4 days. There was a grad-
ual improvement in the radiation dermatitis (Figure 
2). By day 10, the wound had healed significantly, 
and by day 16, it was almost completely healed. The 
Bates-Jensen wound score and the pain score (visual 
analog scale) are shown in Table 1. Radiation ther-
apy was withheld for 5 days and was resumed after 
the improvement of radiation dermatitis on day 5 
(Figure 2), after which the patient completed his 
scheduled radiation therapy doses of 70 Gy in 35 
fractions over 7 weeks with a gap of 5 days.

Discussion
Head and neck cancer is one of the most common 
cancers in developing countries.1 Most patients 
present with locally advanced disease, so chemo-
radiation is the standard treatment in these pat-
ents. Radiation therapy is associated with acute and 
chronic toxicities. The common radiation therapy 
toxicities are directed at skin and mucosa, which 
leads to radiation dermatitis and radiation mucosi-
tis, respectively.2 These toxicities are graded as per 
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the Radiation Therapy Oncology Group (RTOG) criteria 
(Table 2).3

Acute radiation dermatitis is radiation therapy dose-
dependent and manifests within a few days to weeks after 
starting external beam radiation therapy. Its presentation 
varies in severity and gradually manifests as erythema, 
dry or moist desquamation, and ulceration when severe. 
These can cause severe symptoms in the patient, leading 
to frequent breaks in treatment, decreased rates of disease 
control, and impaired patient quality of life.2 Apart from 
RTOG grading, radiation dermatitis can also be scored 
using the BWAT. This tool has been validated across many 
studies to score initial wound status and monitor the sub-

sequent status numerically.4 The radiation dermatitis of the 
index case was scored and monitored with both RTOG 
and BWAT scores.

The management of advanced radiation dermatitis is 
difficult, and it causes consequential late morbidity in 
patients. A range of topical agents and dressings are used 
to treat radiation dermatitis, but there is minimal evidence 
to support their use.5 The Multinational Association for 
Supportive Care in Cancer treatment guidelines for pre-
vention and treatment of radiation dermatitis have also 
concluded that there is a lack of sufficient evidence in 
the literature to support the superiority for any specific 
intervention.6 Management of radiation dermatitis varies 

FIGURE 1 Acute grade 3 radiation dermatitis after 5 weeks of initiating radiation therapy.

FIGURE 2 The healing phases of the radiation dermatitis at days 5, 10, and 16.
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among practitioners because of the inconclusive evidence 
for available treatment options.

The use of silver-based antimicrobial dressings has been 
reported in the literature in the prevention and treatment 
of radiation dermatitis, but with mixed results.7 Such dress-
ings absorb exudate, maintain a moist environment that 
promotes wound healing, fight infection, and minimize 
the risk for maceration, according to the product informa-

tion sheet.8 Clinical study findings have shown silver to 
be effective in fighting many different types of pathogens, 
including Methicillin-resistant Staphylococcus aureus and 
other drug-resistant bacteria.

Aquino-Parsons and colleagues studied 196 patients 
with breast cancer who were undergoing whole-breast 
radiation therapy.9 They showed that there was no benefit 
of silver-containing foam dressings for the prevention of 
acute grade 3 radiation dermatitis compared with patients 
who received standard skin care (with moisturizing cream, 
topical steroids, saline compress, and silver sulfadiazine 
cream). However, the incidence of itching in the last week 
of radiation and 1 week after treatment completion was 
lower among the patients who used the dressings.

Diggelmann and colleagues studied 24 patients with 
breast cancer who were undergoing radiation therapy.10 

Each of the erythematous areas (n = 34) was randomly 
divided into 2 groups; 1 group was treated with Mepilex 
Lite dressing and the other with standard aqueous cream. 
There was a significant reduction in the severity of acute 
radiation dermatitis in the areas on which Mepilex Lite 
dressings were used compared with the areas on which 
standard aqueous cream was used.

The patient in the present case had severe grade 3 
acute radiation dermatitis with a BWAT score indicative 
of extreme severity. After cleaning the wound with ster-
ile water, instead of using the standard aqueous cream 
on the wounds, we used Mepilex AG, an antimicro-
bial dressing that contains silver salt. The results were 
remarkable (Figure 2 and Table 2). The patient was able 
to restart radiation therapy, and he completed his sched-
uled doses.

This case highlights the effectiveness of a silver-based 
antimicrobial dressing in the management of advanced and 
severe radiation dermatitis. Further large and randomized 
studies are needed to test the routine use of the dressing in 
the management of radiation dermatitis.

TABLE 1 Wound and pain scores, days 1 to 16

Day Wound scorea Pain scoreb

1 44 7

5 29 5

10 20 4

16 13 3

aBased on the Bates-Jensen Wound Assessment Tool (score range: 5-65, with 
13 as wound regeneration and 60 as wound degeneration). bVisual analog 
scale (score range: 0-10, with 0 as no pain and 10 as worst pain).

TABLE 2 Radiation Therapy Oncology Group acute skin  
toxicity score

Score Effects 

0 No change over baseline

1 Follicular, faint or dull erythema/epilation/dry 
desquamation/decreased sweating 

2 Tender or bright erythema, patchy moist des-
quamation/moderate edema

3 Confluent, moist desquamation other than skin 
folds, pitting edema

4 Ulceration, hemorrhage, necrosis
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