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Malignant tumours of the larynx are far more common than the benign ones in adults. Carcinoma Larynx is seen in males ten times more frequently, and the age group affected is 40-60 years. There are 3 varieties:

· Glottic: 70% most common and most favourable type, arising from true vocal cords

· Sub-glottic: 10% worse prognosis, arising from below the vocal cords

· Supra-glottic: 20% worst prognosis, arising from false vocal cords, laryngeal ventricles, epiglottis

Glottic cancer – Carcinoma of vocal cords usually arises from its anterior half. It is most frequently of papillary variety, occasionally flattened and at times ulcerative. As there is paucity or absence of lymphatics in vocal cords, this cancer remains locally malignant for a long period. Progressive huskiness of voice leading to low whispers and ultimately aphonia is the commonest presentation. Once the growth encroaches adjoining lymphatic rich structures, metastatic cervical nodes appear. Diagnosis is established by laryngoscopic examination. This test establishes 4 stages f the disease

1. Growth confined to a still mobile vocal cord

2. Infiltration impairing mobility of the cord, extension to the other cord

3. Fixation of the cord – growth infiltrating adjoining part of larynx. Isolated lymph node +ve

4. Extension to pharynx / skin, lymph node metastasis / fixation

Subglottic cancer – This neoplasm grows steadily and silently till dyspnoea develops. Paratracheal, lower deep cervical lymph nodes and at times the thyroid gland may be involved

Supraglottic cancer – Initial symptoms are that of pain and discomfort in the larynx, hoarseness in voice is rather late and in 60% there is lymph node metastasis at the time of first presentation.

Investigations: Diagnostic laryngoscopy and biopsy helps to establish the diagnosis. A C.T. Scan / M.R.I. helps us to affirm or rule out extra laryngeal spread of the disease. A laryngogram, which is a tomogram of the larynx, is done in deep inspiration, deep expiration and during speech and this gives us an idea about the site, extent and fixity of the tumour. X ray chest and other routine haematological tests confirm the patient’s general condition before therapy is instituted.

Differential diagnosis: Chronic laryngitis, Tuberculosis, Fungal granuloma, Syphilis, Benign growths

Treatment: For early stages (Stage 1 and 2) results of radiotherapy are as good as surgery and voice is better. Super voltage X ray therapy or trlecobalt give 80% 5 years survival and strict follow up is mandatory. If recurrences occur or in stages where there are lymph node metastasis, total laryngectomy with block dissection of lymph nodes in continuity is advocated. After removal of the larynx, the pharynx and cervical oesophagus is repaired either primarily or a patch pharyngoplasty is performed in which the missing anterior wall of the pharynx and oesophagus is replaced by a Pectoralis major myo-cutaneous flap or a free flap. The trachea is divided between 2nd. and 3rd. rings and a permanent tracheostomy is fashioned.

Radiotherapy can be delivered by brachytherapy (Fritz Harmer procedure) –a part of the thyroid cartilage is removed and radium needles are implanted directly into the laryngeal growth. Palliative surgeries also have a role in the management of advanced cases with unresectable primaries or Secondaries. Thus tracheostomy for dyspnoea and feeding gastrostomy for dysphagia is often necessary.

Speech after laryngectomy: Many younger patients learn oesophageal speech, which is produced by belching swallowed air. Other require mechanical larynx, which can be fitted into the tracheostomy tube. An electrically operated oral vibrator, which can be attached to patient’s upper denture or palatal prosthesis, is also available for this purpose.

