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Treatment of Carcinoma of
the Larynx

At present there are three main ways of treating carcinoma of
the larynx-radiotherapy,' surgery,2-4 or both.3 5 Though
there is still some debate about the exact place of each of
these methods, and in the system of staging these tumours,8 9

highly effective routines oftreatment have now been established.
The method selected depends on the exact site and extent of
the tumour, which may arise on, above, or below the vocal
cord. The site of origin is particularly relevant at the upper
and lower boundaries of the larynx, where the mucosa merges
with that of the pharyngeal floor and trachea, respectively.'
Characteristically tumours arising in these regions invade
neighbouring compartments slowly, but those which arise
even just outside these boundaries may come into the same
category as pharyngeal or tracheal tumours, with correspond-
ingly poorer prognoses whatever treatment is used. Thus
cancer of the vocal cord, which characteristically manifests
itself while tiny (by producing hoarseness) and metastasizing
late, is long confined to the cartilaginous box of the larynx
and bears a relatively good prognosis, compared to growths
near the "escape" points of the larynx.

Cases of laryngeal cancer may be classified into three ill-
defined categories, which merge imperceptibly. In the first
are those cases suitable for curative, primary teleradio-
therapy. These include small glottic carcinomas, which do not
"fix" the vocal cord. A programme of radiotherapy usually
lasts for six weeks; the patient receives 6,000 rads, and this
may yield a five-year cure rate of over 90%O. Another group
that responds well to radiotherapy are women, who charac-
teristically are cured by radiotherapy even when the tumour
is advanced. The third, and more debatable, group are patients
in whom the intralaryngeal soft tissues are extensively invaded,
though neither destruction of the cartilage nor spread to the
regional lymph nodes has occurred.
When radiotherapy fails, surgical rescue is possible. If still

confined to the vocal cord the tumour can be removed by
laryngofissurel0-12 a limited operation carried out through
the laryngeal cartilage or, if more extensive, by total laryn-
gectomy. The latter leaves the patient with an end tracho-
steome, and oesophageal speech thereafter is possible using
regurgitated air.

In the second category are those patients for whom either
surgery or radiotherapy can offer only limited benefit. These
are patients with some destruction of the laryngeal cartilages,
spread of tumour outside the larynx, or involvement of the
lymph nodes. Because of the limitations of either kind of
treatment used on its own there is now widespread enthusiasm
for preoperative irradiation,13-19 in a dose of 1,500-4,000
rads (over from two to four weeks), followed by elective surgery
four weeks or so later. This programme seems particularly
effective, since after a full course of radiotherapy persistent
tumour may be difficult to detect, unless it was initially
advanced. For this reason laryngectomy, with or without a

block dissection of the regional lymph nodes in the neck,
is done no matter what the immediate outcome of the radio-
therapy has been. The purpose of the preliminary radiotherapy
is to reduce bulk and viability ofthe tumour without jeopardiz-
ing the subsequent healing of any operation wounds.

Into this relatively tidy regimen intrudes the conception
of partial laryngectomy,2030 in which large fragments of the
larynx are removed. Block dissection of the lymph nodes may
be combined with this and a laryngeal airway is reconstructed
from the remains,3032 though inevitably this is distorted and
inefficient. Broadly speaking these procedures are most
applicable to patients in the first category, and therefore com-
pete directly with radiotherapy. Moreover, the delicate repair
of the air and food passages is best done on unirradiated
tissues, and hence radiotherapy and partial laryngectomy are
mutually exclusive. The excellence ofthe radiotherapy services
in the United Kingdom and the problems of aspiration follow-
ing this type of operation have prevented its gaining in Britain
the widespread popularity achieved in the United States.
Nevertheless, the choice may be difficult, since partial laryn-
gectomy offers the prospect of retaining a normally produced,
albeit, husky voice-which is not the case when radiotherapy
has failed and hence has made laryngectomy necessary.

Finally, patients in the third category include those with
gross spread of cancer into the neck, involving the carotid
tree and cervical spine, with lymph nodes fixed to adjacent
tissues as well as distant metastases.1 Palliative radiotherapy,
tracheostomy, feeding gastrostomy, analgesics, tranquillizers,
and cytotoxics may offer these unfortunate patients with
essentially terminal disease a small measure of comfort.
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