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Clinical Importance!
This area is rich in lymphatics which drain from 
the supraglottic larynx to cervical nodes. As such, 
the PES is at high risk of involvement of 
oropharyngeal and supraglottic laryngeal 
carcinomas. Additionally, it is important in staging 
as invasion of the PES automatically raises the 
TNM staging to T3 
In oropharyngeal and supraglottic laryngeal 
carcinomas, PES involvement necessitates more 
aggressive surgical treatments with higher 
morbidity such as supraglottic or total 
laryngectomy, in contrast to more conservative 
treatment such as local resection or radiation 
therapy which may be considered when the PES 
is not involved.
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❖ Clinical importance: also important in extension of laryngeal cancer, since it 
communicates with pre-epiglottic area superiorly and with extra-laryngeal region 

inferiorly. 





Nerve + Blood Supply and Lymphatic Drainage
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Risk Factors
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Smoking cigarettes, cigars, pipes or 
using chewing tobacco greatly increases 
the risk of laryngeal cancer. The risk is 
proportional to the intensity and 
duration of consumption and the risk 
decreases after cessation of intake.

Men are 4-5 times more likely to 
develop laryngeal cancer than women.

Certain rare inherited genetic disorders 
can also increase the risk of developing 
laryngeal cancer.

Drinking more than one alcoholic drink 
per day can also raise the risk, especially 
when combined with tobacco use. The 
risk is proportional to the intensity and 
duration of  consumption and the risk 
decreases after cessation of intake.

More than half of people with laryngeal 
cancer are age 65 or older when the 
disease is found.

Laryngeal cancer is more common in 
African Americans and Caucasians 
compared to Latinos and Asians



Cont.
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Most frequently with subtypes 16 and 
18. It has been detected in 21% of 
advanced laryngeal cancers, most 
commonly detected in women 
compared to men.

Exposure to certain chemicals and 
materials at work can raise the risk of 
laryngeal cancer.

❖ An increased intake of fruits and vegetables is associated with a lower risk 
of head and neck cancer in all subtypes, which means that  this could be a 

protective factor for laryngeal cancer
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Laryngeal Cancer Subtypes
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Histologic Subtypes
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Pathology of SCC
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Laryngeal Cancer Spread
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PRIMARY SITE PART OF PRIMARY SITE LOOK FOR INVOLVEMENT OF

SUPRAGLOTTIS Epiglottis Pre-epiglottic space

Epiglottic petiole Anterior commissure

Intralaryngeal mucosa, false cords Paraglottic space

All Vocal fold

Laryngeal cartilage

GLOTTIS Anterior cord Anterior commissure/contralateral membrane

Posterior cord Thyroid cartilage and cricothyroid membrane

All Arytenoid cartilage/cricoarytenoid joint/posterior 
commissure

Paraglottic space

Supraglottic/subglottic spread

SUBGLOTTIS Trachea
Thyroid gland
Cervical esophagus



Cont.
• The most common site for distant 

hematogenous metastasis is the lung. 
• The mediastinum is the most common 

site for distant lymphatic metastases.
• The incidence of distant metastasis 

varies according to the site of the 
primary tumor (the rate is 3.1% to 8.8% 
in glottic SCC and 3.7% to 15% in 
supraglottic SCC. 14.3% of subglottic 
SCCs developed distant metastases).
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Diagnosis
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Imaging





Staging and Management



Staging
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1) TNM

T Category T Criteria

TX Primary tumor cannot be assessed

Tis Carcinoma in situ



Supraglottis
T Category T Criteria

T1 Tumor limited to one subsite of supraglottis with normal vocal cord 
mobility

T2 Tumor invades mucosa of more than one adjacent subsite of supraglottis 
or glottis or region outside the supraglottis (eg, mucosa of base of 
tongue, vallecula, medial wall of pyriform sinus) without fixation of the 
larynx

T3 Tumor limited to larynx with vocal cord fixation and/or invades any of 
the following: postcricoid area, preepiglottic space, paraglottic space, 
and/or inner cortex of thyroid cartilage

T4 a. Moderately advanced: Tumor invades through the outer cortex of the 
thyroid cartilage and/or invades tissues beyond the larynx (eg, 
trachea, soft tissues of neck including deep extrinsic muscle of the 
tongue, strap muscles, thyroid, or esophagus).

b. Very advanced: Tumor invades prevertebral space, encases carotid 
artery, or invades mediastinal structures.



Glottis
T Category T Criteria

T1 Tumor limited to the vocal cord(s) (may involve anterior or posterior 
commissure) with normal mobility
a. Limited to one vocal cord
b. Involves both vocal cords

T2 Tumor extends to supraglottis and/or subglottis, and/or with impaired 
vocal cord mobility

T3 Tumor limited to the larynx with vocal cord fixation and/or invasion of 
paraglottic space and/or inner cortex of the thyroid cartilage

T4 a. Moderately advanced: Tumor invades through the outer cortex of the 
thyroid cartilage and/or invades tissues beyond the larynx (eg, trachea, 
cricoid cartilage, soft tissues of neck including deep extrinsic muscle of 
the tongue, strap muscles, thyroid, or esophagus).

b. Very advanced: Tumor invades prevertebral space, encases carotid 
artery, or invades mediastinal structures.



Subglottis
T Category T Criteria

T1 Tumor limited to the subglottis

T2 Tumor extends to vocal cord(s) with normal or impaired mobility

T3 Tumor limited to larynx with vocal cord fixation and/or invasion of 
paraglottic space and/or inner cortex of the thyroid cartilage

T4 a. Moderately advanced: Tumor invades cricoid or thyroid cartilage 
and/or invades tissues beyond the larynx (eg, trachea, soft tissues of 
neck including deep extrinsic muscle of the tongue, strap muscles, 
thyroid, or esophagus).

b. Very advanced: Tumor invades prevertebral space, encases carotid 
artery, or invades mediastinal structures.



N Category N Criteria

NX Regional lymph nodes cannot be assessed

N0 No regional lymph node metastasis

N1 Metastasis in a single ipsilateral lymph node, 3 cm or smaller in 
greatest dimension and ENE(–)

N2 Metastasis in a single ipsilateral node, larger than 3 cm but not larger 
than 6 cm in greatest dimension and ENE(–); OR
Metastases in multiple ipsilateral lymph nodes, none larger than 6 cm 
in greatest dimension and ENE(–); OR
Metastases in bilateral or contralateral lymph nodes, none larger than 
6 cm in greatest dimension and ENE(–)

N3 a. Metastasis in a lymph node, larger than 6 cm in greatest dimension 
and ENE(–)

b. Metastasis in any lymph node(s) with clinically overt ENE(+)



M Category M Criteria

M0 No distant metastasis

M1 Distant Metastasis



2) Prognostic Stage Groups
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Stage T N M

Stage 0 Tis N0 M0

Stage I T1 N0 M0

Stage II T2 N0 M0

Stage III

T3 N0 M0

T1, 2, 3 N1 M0

Stage IVa

T4a N0, N1 M0

T1, 2, 3, 4a N2 M0

Stage IVb

T4b N0, N1, N2 M0

Any T N3 M0

Stage IVc Any T Any N M1



Prognosis and Management



A) Early-Stage Cancer (I – II) 
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Modality Advantages Disadvantages

Radiotherapy Better voice outcomes
Laryngeal preservation

Radical treatment
Complications: mucositis, 
odynophagia, laryngeal edema, 
xerostomia, stricture + fibrosis, 
radionecrosis, hypothyroidism

Transoral endolaryngeal surgery Single sitting
Minimal absence from 
employment
Certainty of removal of specimen
Ability to assess margin
Allows further laryngeal surgery 
or therapy

Affect voice quality
Difficulty of access
May need repeated operations



B) Locally-Advanced Laryngeal Cancer (III – IVa)

•



C) Metastatic Laryngeal Cancer (IVc)
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Modality of Treatment Advantage Disadvantage

Open partial/subtotal 
laryngectomy

Good local and regional control
Laryngeal preservation 

For small T3 tumors only
Expertise and more studies 
required

Total laryngectomy Excellent local and regional 
control

Poor voice production and 
communication 
Bad psychological effects

Chemoradiotherapy Organ preservation
Less distant metastasis 

Double local recurrence rate

Transoral endolaryngeal 
surgery

Good local and regional control
Laryngeal preservation 

Need radiotherapy or 
chemotherapy post surgery in 
very advanced stages
Expertise and more studies 
required 



Nodal Management
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Types of Neck Dissection
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Vocal Rehabilitation



Non-surgical Methods
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https://youtu.be/UTLg-2N4hyw?si=vB9wo_Mkw4uApBXT




Surgical Methods
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Thank you
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