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Larynx Cancer:
Epidemiology and Risk Factors

A 2016 estimates
I ~13,430 new laryngeal cancers in US
I More common in men (4:1)
I Sguamous Cell Cancer (95%)

A Median age at diagnosis is 65
years

A More common in African -
Americans

A Smoking
A Industrial Chemicals

A HPV uncommon (5%)
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FIGURE 18-1. Diagrammatic sagittal section of the larynx. Note
adjacency of the epiglottis to the preepiglottic space, and also note
the proximity of the cephalic extent of this space tc the base of the
tongue. Finally, note intimate relationship of the subglottic mucosa to
the cricothyroid membrane anteriorly. This is the point of exit for anterior
cancers that are diverted caudally from the glottic level.

Source: Redrawn from Sabotta J. Atlas der anatomie des menschen in 2 volumes,
20th ed. Munich, Germany; Urban & Fischer Veriag; 1975 (Fig. 769), with permission

Mendenhall , et al . nCanc eandNedkCancee A L :
Multidisciplinary. Approach, 4th Edition, eds. Harrison LB, Sessions
RB, Kies MS. Lippincott Williams & Wilkins, Philadelphia, 2013
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Lymphatic Spread
For Glottic Larynx

A Glottis has no lymphatic  drainage

A Risk of LN involvement increases
with T stage

-—T) 1% -
L 13-4:33% -



Lymphatic Spread for
Supraglottic Larynx

A ~55% have clinically involved nodes
A Upper/mid jugular nodes predominantly

A MDACC study of T2/T3 disease who
underwent supraglottic laryngectomy +
neck dissection showed ~2/3 had

nvolved nodes; ~1/3 had palpable

nodes at presentation and ~1/3 had
pathologic involvement:




Lymphatics: Supraglottis
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Primary tumor (T)

TX
TO
Tis

Primary tumor cannot be assessed

No evidence of primary tumor

Carcinoma in situ

Supraglottis

T1

T2

T3

T4a

T4b

Glottis

Tumor limited to 1 subsite of supraglottis, with normal vocal cord mo-
Jility
Tumor invades mucosa of more than 1 adjacent subsite of supraglot-

tis or glottis or region outside the supraglottis, without fixation of the
larynx

Tumor limited to larynx with socal cord fixatior and/or invades any of
the following: >ostcricoid area, preepialottic space, paraalottic space
and/or nner cortex of thvroid cartilaae

Moderately advanced local disease: Tumor invades through the thyroic
-artilaae and/or invades tissues s>evond the laryn»

Very advanced local disease: Tumor invades drevertebral space, en-
cases zarotid artery, or invades mediastinal structure:s

Tumor limited to | vocal corc (may involve anterior or posterior com-
missure) with 1ormal mobility

Tumor involves >oth vocal cord« (may involve anterior or posterior
commissure) with normal mobility

lfumor 2xtends to supraalottis and/or subalottis, and/or with impairec
socal cord mobility

Tumor limited to the larynx with vocal cord fixatior and/or invasion of
daraalottic space, an/or nner cortex of the thvroid cartilaae

Moderately advanced local disease: Tumor penetrates the outer corte>
of the thvroid cartilaae and/or invades tissues >evond the larvny

Very advanced local disease: Tumor invades srevertebral space, en-
cases Zarotid artery, or involves mediastinal structures




Regional lymph nodes (N)

NX Regional lymph nodes cannot be assessed

NO No regional lymph node metastasis

NT Metastasis in a single ipsilateral lymph node, <3 cm in greatest dimen-
sion

N23 Metastasis in a single ipsilateral lymph node, >3 cm but <6 cm in great-
est dimension

N2b Metastasis in multiple ipsilateral lymph nodes, none >6 ¢cm in greatest
dimension

N2c Metastasis in bilateral or contralateral lymph nodes, none >6 cm in
greatest dimension

N3 Metastasis in a lymph node, >6 cm in greatest dimension

Distant metastasis (M)

No distant metastasis

m Distant metastasis




Treatment Options /Considerations for
Early Stage Larynx Cancer

A Primary Radiation Therapy
A Primary Surgery
A Voice Quality

Treatment Efficiency
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Definitive Radiotherapy for Squamous Cell
Carcinoma of  the Glottic Larynx

Tahle. — Actuarial Local Control Rates hy Tumor Stage for
Squamous Cell Carcinoma of the Glottic Larynx

Tumor No. of 9-y Local 9-y Ultimate
Stage Patients COntrol Rate, % | Local Control
Rate, %

91 91
Tia 253 94 98
T1b 72 93 97
T2a 165 80 96
T2b 95 70
732 87 63

T4 22 81

agelected low-volume T3 to T4 disease. °Crude ultimate local control
rates. Data from reference 6.

yKEt X SiG Ftftd a/FyOSN 2F (GKS [ | NB
lon, eds. Harrison LB, Sessionki&d/S. Lippincott Williams &



TABLE 18.5 Survival Data for T, T, Glottic Carcinoma

Survival Rate {%)

Number of Cause-Specific Absolute Survival
Study Treatment Follow-up? Patients Survival (Interval)  (Interval)
Spector et al. (1999)"! Laser Minimum, 3 yr 61 95% (5 yr) 84% (5 yr)
Steiner {1993)%0 Laser Median, 6.5 yr 159 100% (5 yr) 87% (5 yr)
Peretti et al. (2000)" Laser Mean, 6.3 yr 140 98% (5 yr) 93% (5 y1)
Spector et al. (1999)"" OPL Minimum, 3 yr 404 97% (5 yr) 84% (5 yr)
Thomas et al. {1994)77 OPL Median, 6.6 yr 159 — 84% (5 yr)
Spector et al. (1999} OPL Minimum, 5 yr 71 — -92% (5 yr}
Mendenhall et al. {2001  RT Minimum, 2 yr 230 38% (5 yr) 82% (5 yr]
Median, 9.9 yr 61 98% (5 yr) 79% (5 yr}
146 95% (5 yr) T7% (5 yr)
82 80% (5 yr) 77% (5 yr)
Le etal. {1997)¥ Median, 3.7 yr 96% (10 yr) 65% (10 yr}
83 91% (10 yr) 63% (10 yr)
Wang (1997 NS B65 88% (5 yr) —
92% (5 yr) -
2 84% (5 yr) —
Garden et al. 2003/ RT Median, 6.8 yr 92% (5 yr) 713% (5 yr)

OPL, open partial laryngectomy; AT, radiotherapy; NS, not stated
3 Follow-up penod for total number of patients.
Source: From Mendenhall WM, Weming JW, Hinerman AW, et al. Management of T1-T2 glottic carcinomas Cancer, 2004;100:1786-1792, with permission.
aSYRSYKIFff> S | f d ddndNeckExte A (K
Multidisciplinary Approach, 4th Edition, eds. Harrison LB, SessiotSdRB|S.
Lippincott Williams & Wilkins, Philadelph13.




A Randomized trial of CO? laser vs RT to 66 ey,
A 60 pts with Tla glottic SCCA in Helsinki

A At 6 and 24 months, compared:

I Voice quality, breathiness, strain, video -laryngo -
stroboscopic findings, self  -rated voice guality and
Impact on daily life

A RT pts showed improvement in breathiness
over _t|m_e , glottal closure, less inconvenience
N daily life

NXRT may be
iIce quality are




