
Page 1 of 8

MEDICAL EMERGENCY: CASE STUDIES & REPORTS

Research Article

Volume 1 | Issue 1Received: 17-12-2024 Accepted: 28-12-2024 Published:07-01-2025

Independent Researcher
Siniša Franjić*

Malignant Tumors of the Larynx are more common in Men

*Corresponding author: Siniša Franjić, Independent Researcher. 

Abstract
The larynx is a tubular organ located at the intersection of the respiratory and digestive systems, between the pharynx and 
tongue on the one hand and the trachea on the other, so that its position participates in the function of swallowing, breathing and 
speaking. When swallowing, it closes the lower part of the airway and thus prevents food from entering the lungs, and when we 
breathe, air flows through it, which, when we want to speak, vibrates the vocal cords and creates a voice.
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Introduction
Cancer of the larynx is the second most common malig-
nancy of the upper aerodigestive tract (UADT), and over 
13,150 cases are detailed every year in the United States 
alone [1]. In spite of the fact that a expansive assortment of 
malignancies may happen in the larynx, 85% to 95% of la-
ryngeal malignancies are squamous cell carcinoma (SCC) 
that emerges from the epithelial lining of the larynx. The 
effective administration of laryngeal threat requires precise 
determination, organizing, evaluation of understanding 
wishes, and choice of the most suitable treatment for the 
person persistent with near posttreatment reconnaissance. 
Treatment alternatives have extended and gotten to be 
more complex as unused surgical methods have been cre-
ated, progressed radiation treatment (RT) modalities have 
advanced, and unused chemotherapeutic drugs have got-
ten to be accessible. These treatments still have notewor-
thy dreariness and posture dangers of antagonistic affect 
on voice quality, aviation route keenness, and gulping. In 
later decades, major endeavors have been made to create 
helpful techniques to protect the larynx anatomically and 
practically utilizing RT, preservation laryngeal surgery, 
and chemoradiotherapy (CRT). These methods are pres-
ently critical devices in the armamentarium of the head 
and neck oncologist.

Larynx
The larynx is partitioned into three regions: the supraglot-
tis, the glottis, and the subglottis [1]. This division reflects 
the embryologic structure of the larynx and the anatom-
ic boundaries to spread of laryngeal cancer sketched out 

prior. The tumor/node/metastasis (TNM) arranging frame-
work encourage subdivides the supraglottis and glottis of 
the larynx into numerous subsites, which are utilized to 
characterize the T arrange. The supraglottis is composed 
of the suprahyoid and infrahyoid epiglottis, both the lin-
gual and the laryngeal surfaces; laryngeal surfaces of the 
aryepiglottic folds; the arytenoids; and the untrue vocal 
strings. The boundary between the suprahyoid and infra-
hyoid epiglottis is a level plane that passes through the 
hyoid bone. This partition is critical since the infrahyoid 
epiglottis communicates anteriorly with the preepiglottic 
space (PES), while the suprahyoid epiglottis does not. The 
second rate constrain of the supraglottis is a even plane 
through the sidelong edge of the ventricle at its intersec-
tion with the predominant surface of the true vocal cord. 
The glottis is composed of the true vocal cords, both the 
predominant and second rate surfaces, and incorporates 
the front and back commissures. The second rate bound-
ary of the glottis is a even plane 1 cm second rate to the 
second rate constrain of the supraglottis, characterized as 
the horizontal edge of the ventricle at its intersection with 
the predominant surface of the vocal cord. The subglottis 
expands from the second rate constrain of the glottis to the 
inferior edge of the cricoid cartilage; it is not partitioned 
encourage into any subsites.

The mucosal lining of the larynx varies in the three lo-
cales. The epithelium of the supraglottis is overwhelming-
ly of the pseudostratified columnar sort, but at the edges 
of the aryepiglottic folds and the horizontal borders of the 
epiglottis, which are stratified squamous epithelium. The 
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supraglottic mucosa has an plenitude of mucous organs 
and lymphatic vessels. The genuine vocal cords have a 
special structure: stratified squamous epithelium covers a 
three-layered lamina propria composed of superficial, in-
termediate, and deep layers. The middle of the road and 
deep layers of the lamina propria make up the vocal liga-
ment, which shapes the predominant border of the conus 
elasticus and interdigitates with the vocalis muscle. The 
glottis has few lymphatic vessels. The subglottis is lined 
by pseudostratified columnar epithelium, which is in near 
estimation to the cricoid cartilage and cricothyroid mem-
brane.

The laryngeal cartilages, hyoepiglottic ligament, thyrohy-
oid membrane, quadrangular membrane, conus elasticus, 
front commissure, and cricothyroid membrane shape com-
mon obstructions to the spread of tumor. Inside the larynx, 
the PES and the paraglottic space (PGS) give pathways 
for spread of laryngeal tumors. The boundaries of the PES 
are anteriorly, the thyroid cartilage and thyrohyoid mem-
brane; superiorly, the hyoid bone, hyoepiglottic ligament, 
and valleculae; and posteriorly, the anterior surface of the 
epiglottic cartilage and the thyroepiglottic ligament; along 
the side, the PES is open and nonstop with each of the two 
paraglottic spaces. 

The PES contains fat and areolar tissue and is as often as 
possible attacked by tumors, since the cartilage of the epi-
glottis has different little fenestrations through which can-
cers that emerge from the infrahyoid epiglottis may pass. 
Superiorly, the hyoepiglottic ligament gives a obstruction 
to spread of tumor to the tongue base. The lymphatics of 
the PES deplete through the thyrohyoid membrane and 
spread to lymph hubs each PGS are medially (from preva-
lent to second rate), the quadrangular membrane, laryngeal 
ventricle, and conus elasticus; along the side, the thyroid 
cartilage anteriorly and the mucosa of the average divider 
of the piriform sinus posteriorly; and inferolaterally, the 
cricothyroid membrane. Anteriorly, each PGS is nonstop 
with the PES, and tumors may spread along this pathway. 
PGS association in either a glottic or supraglottic tumor 
is arranged as T3 and is noteworthy, since the degree of 
the PGS implies that tumors in this space may spread to 
include any or all of the three locales of the larynx.

Understanding the embryologic beginning of these locales 
of the larynx makes a difference to clarify the distinction in 
clinical behavior between cancers emerging from these la-
ryngeal subsites [2]. The supraglottis infers from the mid-
line buccopharyngeal primordium and branchial curves 
[3,4] with wealthy reciprocal lymphatics. The glottis, on 
the other hand, shapes from the midline combination of 

horizontal structures determined from the tracheobronchi-
al primordium and curves [4,5,6]. There is a scarcity of 
lymphatics and, compared with supraglottic essential neo-
plasms, dangerous glottic tumors have less of a inclination 
for respective territorial lymphatic spread and stay restrict-
ed to the glottis for longer periods of time.

Fibroelastic membranes and ligaments advance isolate 
the larynx into the preepiglottic and paraglottic spaces. 
These structures, counting the conus elasticus, the quad-
rangular and thyrohyoid membranes, and the hyoepiglot-
tic ligament, act as obstructions to the spread of tumor. 
The thyroid and cricoid cartilages and their perichondrium 
are advance obstructions to tumor spread. The front com-
missure ligament (Broyle’s ligament) and thyroepiglottic 
ligaments are not viable obstructions to tumor spread, and 
tumors including the front commissure are more likely to 
have coordinate territorial spread.

The muscles of the larynx are partitioned into inherent and 
outward groups. The inherent muscles are those of the vo-
cal strings and cartilages contained inside the larynx itself. 
The outward muscles, the strap muscles and constrictors, 
offer assistance with laryngeal height and pharyngeal 
choking. Innervation of the inborn muscles is from the 
repetitive laryngeal branches of the vagus nerve on both 
sides. Arterial blood supply is from the outside carotid 
supply route and off the thyrocervical trunk by means of 
the predominant and second rate thyroid courses. Venous 
seepage is into the inside jugular vein. Lymphatic seepage 
is to levels II, III, and IV, as well as some of the time to 
level VI of the neck.

Laryngeal Malignancy
The clinical highlights of threatening infection are directed 
by the essential tumor, auxiliary stores and the common 
impacts of cancer [3]. The side effects and signs of a la-
ryngeal tumor depend on the way in which it is related to 
the upper aerodigestive tract. Roughness is the commonest 
and frequently the as it were displaying indication. Dys-
pnoea and stridor are late side effects and nearly constantly 
demonstrate an progressed tumor. Torment is an unprece-
dented indication but is most ordinary in supraglottic tu-
mors. Patients with a cancer in this location may complain 
of a one-sided sore throat. There may be alluded otalgia. 
Dysphagia demonstrates attack of the pharynx. Swelling 
of the neck may be due to coordinate entrance of the tu-
mor exterior the larynx or to lymph hub metastases. Cough 
and bothering of the throat are periodic indications. The 
common side effects of anorexia, cachexia and fetor infer 
progressed disease.
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There ought to be a common examination to distinguish 
far off metastases and an evaluation of the in general phys-
ical status of the persistent. Circuitous laryngoscopy ought 
to permit an assessment of the essential tumor location and 
measure. Vocal line portability ought to too be surveyed. 
There are three regions which are troublesome to look at 
by this strategy: the subglottis, the laryngeal surface of the 
epiglottis and the laryngeal ventricle. All patients ought 
to, in this manner, too experience fibreoptic laryngoscopy. 
The neck ought to be carefully palpated for the nearness 
of extended lymph hubs. Examination must incorporate an 
evaluation of the number, portability and level of the hubs. 
Laryngeal tumors ordinarily metastasize to the upper pro-
found cervical lymph hubs, but supraglottic tumors may 
cause respective hubs, and a few subglottic tumors may 
spread to the upper mediastinal nodes.

Cancer Symptoms
The patient’s indications will depend on which site(s) in-
side the larynx is influenced [4]. A tumor on the vocal line 
will cause a dry voice, and a understanding in this circum-
stance will more often than not show with indications early 
in the course of malady. Be that as it may, a tumor in the 
supraglottis may deliver few side effects until much after-
ward and a persistent may show with progressed malady. 
All patients with a mass in the neck must be alluded for an 
ENT (ear, nose, and throat) examination.

Signs of progressed laryngeal cancer are the following:

• Pain-often alluded to the ear
• Voice change-the voice is suppressed or maybe 

than dry, unless the tumor too amplifies to the true 
vocal cords.

• Breathing troubles and stridor
• Trouble swallowing or inhaling
• Lymph node enlargement in the neck-this is 

regularly the as it were displaying feature.

Neurogenic Tumors
Neurogenic tumors of the larynx are uncommon in children 
and adults [5]. They happen in all age groups and are 
marginally more common in female patients. They tend to 
happen in the supraglottic locale or the back larynx. Most 
of the generous neoplasms can be evacuated by transoral 
extraction. A few of the more common neurogenic tumors 
that have been detailed to happen in the larynx incorporate 
neurofibroma, neurilemoma, granular cell tumor, and 
carcinoid tumor.

Neurofibroma and neurilemoma are neoplasms of 
Schwann cell beginning. In spite of the fact that they are 
comparable in their clinical highlights, a few characteristics 

may be utilized to recognize between neurofibroma and 
neurilemoma. Neurilemomas are ordinarily singular and 
typified, while neurofibromas are nonencapsulated and are 
more habitually different, particularly in affiliation with 
neurofibromatosis (von Recklinghausen disease).

Histologically, neurilemoma, moreover known as kind 
schwannoma or neurinoma, has two characteristic cellular 
designs: Antoni A and B. The Antoni A design assigns 
cellular zones composed of a compact course of action 
of bipolar cells whose cores every so often line up in 
vertical palisades (Verocay body), while the Antoni B 
design comprises of freely organized nonaligned cells in 
a myxoid network.

Endolaryngeal neurofibromas may be singular 
endolaryngeal injuries or may happen in affiliation with 
systemic neurofibromatosis. The systemic affiliation 
appears to be more common in children. The most youthful 
persistent detailed had the determination made at 3 months 
of age. The frequency of numerous neurofibromatosis has 
been assessed at 1 in 3000 births. Indications of laryngeal 
neurofibroma are dyspnea, voice alter or roughness, hack, 
loud resting or stridor, and less commonly, dysphagia. 
About all the tumors portrayed include the arytenoids 
or the aryepiglottic folds. In spite of the fact that they 
regularly show up to be well typified, tiny expansion along 
nerve roots is the run the show. If a submucosal mass 
is found in the larynx, particularly in a quiet with other 
appearances of neurofibromatosis, a biopsy example ought 
to be gotten for determination. Total surgical extraction of 
the injury is prescribed but, in reality, may be troublesome 
to accomplish. For total extraction, a radical open surgical 
strategy is frequently required, and repeat is visit. 

In this way, numerous methods may be essential to totally 
extract the tumor. This issue is particularly clear in plexiform 
neurofibromas, which contrast from nonplexiform injuries 
in that the previous are profoundly invading, more diffuse, 
and ineffectively localized and include numerous nerves. 
Add up to expulsion may not be conceivable, indeed with 
add up to laryngectomy. Rehashed neighborhood excisions 
may be fundamental as the injury starts to infringe on the 
aviation route. It is vital to keep in mind that this injury 
is kind (though with threatening potential) and that wise 
subtotal expulsion is shown when crucial structures are 
involved.

Tumor Resection
Tumor expansion is a work of a few variables, counting the 
inborn science of the tumor and the anatomical location 
of the tumor [6]. Tumors that emerge in zones that are 

PAGE 3 OF 5



JOURNAL OF CLINICAL CASE STUDIES, REVIEWS AND REPORTS   

wealthy in blood supply and lymphatic seepage, such as 
the pharynx, hypopharynx, and supraglottic larynx, are 
more likely to display with territorial metastasis. Also, 
these tumors require forceful edges to envelop tumor 
emboli and submucosal spread. Be that as it may, tumors 
that emerge from the glottic larynx where the lymphatic 
arrange is constrained are less slanted to show with 
territorial metastasis and submucosal spread. As a result, 
tumors inferred from the glottic larynx can be securely 
resected with a littler margin.

• Tumors determining from the pharynx, 
hypopharynx, and supraglottic larynx require 
wide edges (1-2cm) and cautious intraoperative 
evaluation. Since these districts are tall in 
vascularity and lymphatic seepage, all edges must 
be evaluated for tumor in transit.

• Tumors emerging from the glottic larynx will 
endure a contract edge (2-3mm).

• Tumor resection ought to be finished with a 
surgical tool to guarantee exact and precise 
cuts. Electrocautery may mutilate tissues and 
complicate edge assessment.

• The edges of the resection example ought to be 
situated and checked to encourage communication 
between the pathologist and the surgeon.

• Conservation of mucosa merits extraordinary 
consideration since it cannot be overemphasized 
that the postoperative work will to a great extent 
depend on the patient’s capacity to sense spit and 
nourishment and ensure the aviation route. Each 
exertion ought to be made to protect disease-free 
mucosa and tangible innervation.

• As it were after the pathologist has affirmed 
that the tumor has been enough resected can the 
reproduction be considered and undertaken.

Radiation Therapy
• Radiation treatment is regularly utilized for early-

stage larynx carcinoma, T1-2N0 [7].
• In these settings narrow-field illumination, 

comprising of a 5 to 6 cm square field expanding 
from the hyoid bone down to the cricoid is 
frequently used.

• Given there is no scope of elective lymph hubs, 
and no chemotherapy, this treatment is by and 
large well tolerated.

• Randomized trials have illustrated a advantage to 
utilizing dosages of more noteworthy than 2 Gy 
per division, and a common fractionation conspire 
is 63 Gy in 2.25 Gy divisions for T1N0 tumors, and 
65.25 Gy in 2.25 Gy divisions for T2N0 tumors.

• Larynx conservation has developed as an choice 
for patients with locally progressed laryngeal 
tumors, with either T3-T4 malady or positive 
nodes.

• Concurrent chemoradiation has appeared the best 
rates of larynx conservation, with an 88% rate of 
larynx conservation at 2 a long time in RTOG 91-
111.

• Patients with broad cartilage intrusion have 
frequently been advertised surgery, as the control 
rates acceptance chemotherapy and radiation in 
the VA larynx trial in such patients was less than 
50%.2

• Survival is proportionate for patients accepting 
laryngectomy or larynx conservation so long as 
early surgical rescue is considered for patients 
with leftover or repetitive disease.

Reconstruction
Reconstruction of the laryngeal deformity is best finished 
utilizing local tissue; in any case, not exceptionally, broad 
abandons require the exchange of tissue from somewhere 
else in the body [6]. The alternatives incorporate local flaps, 
regional flaps, and free flaps. The strategy of reproduction 
depends on the measure of the imperfection, the inclusion 
of other structures such as the cartilage system, and the 
patient’s history of radiation treatment. Independent 
of the strategy of recreation, the surgical standards are 
unchanged.

• At whatever point conceivable, remaking of the 
larynx or pharynx ought to be fulfilled with “like 
tissue”. Lean, flexible, and innervated tissue offers 
the ideal shape of reconstruction.

• If the deformity of the upper aerodigestive tract 
cannot be closed essentially by pivoting adjoining 
tissue, and the quiet has not been uncovered to 
outside bar light, neighborhood skin folds can 
be raised and turned to remake abandons of the 
hemilarynx.

• Recreation of the hemilarynx utilizing adjoining 
skin flaps is finished by to begin with raising 
adjoining cervical skin flaps. The skin flaps are 
raised in a plane profound to the platysma in an 
exertion to protect blood supply.

• The skin flap is at that point pivoted down into the 
deformity and sutured to the cut edge of the native 
mucosa of the remaining larynx. This makes a 
laryngostome that is cleared out to recuperate for 
2 to 3 weeks.

• During the postoperative period, it is fundamental 
to carefully keep up the airway. Quickly 
postoperatively, a cuffed tracheostomy tube 
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ought to be securely secured and kept up with 
an expanded sleeve. This will anticipate discuss 
from being shunted up through the mending 
laryngeal remaking. After 5 days, the cuffed tube 
may be changed to a metal uncuffed tube; in any 
case, the quiet ought to be observed closely for 
the advancement of subcutaneous emphysema, 
showing that a cuffed tube ought to be supplanted 
until advance recuperating has occurred.

• The moment arrange of this two-stage strategy 
includes discharging the skin flaps and closing the 
laryngostome.

• If the persistent has been already treated with 
radiation treatment, neighborhood folds are sick 
prompted since the blood supply to the adjoining 
skin is frequently compromised. In such cases, 
the utilize of free tissue exchange is best suited 
since the lean, flexible skin characteristic of the 
outspread lower arm free flap gives “like tissue”.

Conclusion
Malignant tumors of the larynx are more common in men. 
They comprise 2 to 5% of all tumors in men, or 0.3% of 
malignant tumors in women. It most often occurs between 
the ages of 40 and 70. The most common are squamous 
cell carcinomas. Cancer of the larynx is directly related to 
smoking, and it is 15 to 20 times more common in smokers 
than in non-smokers. Alcohol is another causative factor 
of laryngeal cancer. If a person smokes and consumes 
alcohol, the risk of developing cancer increases even 
more. Proven methods in the treatment of laryngeal 
cancer are surgery and radiotherapy or combinations of 
these two methods. Chemotherapy is adjuvant in some 
combinations, and never primary therapy. The therapeutic 
results of cancer are evaluated by five-year survival. A 

patient who is without a clinically visible tumor five years 
after treatment is considered cured. The natural evolution 
of untreated cancer of the larynx leads to the patient's 
death, usually a year after the onset of symptoms. The 
prognosis of the disease depends on several factors such as 
localization and extension, metastases, histological nature, 
immune status, early diagnosis, type of therapy. Globally, 
laryngeal cancers of all localizations are successfully 
treated, especially with surgical therapy, which is why 
early diagnosis is very important.
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