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CLINICAL PRESENTATION
Glottic 
Early: hoarseness (true vocal cords)
Advanced: Sore throat, ear pain, pain localized to the 

thyroid cartilage and airway obstruction
Supraglottic –
Early: Pain on swallowing, sore throat, lump in the 
throat, Otalgia (Arnold's nerve : auricular branch of 
vagus)
Advanced: Halitosis, dysphagia and aspiration
Subglottis
Airway obstruction
Hoarseness of voice



















































IMRT for Early Glottic Cancer

Pros-
Potential normal tissue sparing:-

Carotid arteries-
Potential reduction in the incidence of CVA

Cons-
Results with IMRT uncertain –
Good results with conventional planning-
Severe complications rare - Target miss with IMRT





















































Endoscopic view (upper left), diagnostic axial contrast enhanced CT (upper right; arrows to delineate the tumour), and planning CT on axial (lower left) and coronal
(lower right) reconstructions of a T4a (UICC 8th edition) SCC of the supraglottic larynx. The tumour originates from the infra-hyoid epiglottis and extends to both false cords
caudally, and the anterior third of both ary-epiglottis folds cranially. The left true vocal cord is not infiltrated, while it is likely that the right true vocal cord is. On diagnostic
CT-scan, the tumour invades the pre-epiglottic space and extends outside of the laryngeal structures. On the endoscopic view, the letters ‘‘A”, ‘‘R”, ‘‘L” and ‘‘P” indicate the
anterior, right, left and posterior orientations, respectively. Arrows depict the tumour extension. The GTV-P is delineated in red. A 10-mm isotropic expansion is delineated in
blue. The CTV-P2 is delineated in green after edition for air cavities, the cricoid cartilage and the anterior skin. The CTV-P1 is delineated in yellow











SURGERY

Advantages:1.Treatment in single sitting
2.Minimal absence from employment
3.Certainty of removal of specimen & ability to assess 
margin surgically 
4.Allows further laryngeal surgery or radiotherapy in case of 
recurrence

Disadvantages:  
oAffect voice quality
o Access sometimes difficult
o Requires general anaesthesia & may need repeated 
operations for which patient may not be fit



SUB-GLOTTIC CARCINOMA
It should be understood that sub-glottic SCC represents less
than 5% of the laryngeal SCC.
T1 tumour: CTV-P1 = GTV-P with a concentrically isotropic
margin of 5 mm. CTV-P1 should always be delineated within
CTV-P2.
CTV-P2 = GTV-P with a concentrically isotropic margin of 10
mm in all directions. The thyroid cartilage and the air cavity
of the larynx are excluded. As the sub-glottic mucosa lies 
over
the cricoid cartilage, a margin extending e.g. 2 mm into the 
cricoid cartilage is adequate.











INTRODUCTION

Hypopharyngeal cancers arise from the mucosa of one of 
the three anatomical subsites of the hypopharynx

.It is characterised by advanced disease at presentation 
mainly because the hypopharynx is a silent area, allows 
tumours to grow for a substantial period of time before 
symptoms occur.

Hypopharyngeal cancers are relatively rare neoplasms with 
unfavourable prognosis among all cancers.

Aggressive behaviour represented by strong tendency for 
submucosal spread



































Endoscopic view (upper left), diagnostic axial T2 MRI (upper right), and planning CT on axial (lower left) and coronal (lower right) reconstructions of a T3 (UICC 8th
edition; max diameter of 46 mm) SCC of the right piriform sinus. On the endoscopic view, the signs ‘‘*” and ‘‘#” identify the right arytenoid and the posterior hypopharyngeal
wall, respectively; the letters ‘‘A”, ‘‘R”, ‘‘L” and ‘‘P” indicate the anterior, right, left and posterior orientations, respectively. The arrows depict the tumour extension. The GTV-P
is delineated in red. A 10-mm isotropic expansion of the GTV-P is delineated in blue. The CTV-P2 is delineated in green after edition for air cavities, the thyroid gland, vertebral
bodies, the longus colli and longus capitis muscles, the hyoid bone and the sub-mandibular gland. The CTV-P1 is delineated in yellow







Endoscopic view (upper left), diagnostic sagittal CT (upper right), and planning CT on axial (lower left) and sagittal (lower right) reconstructions of a T4b (UICC 8th
edition; infiltration of the pre-vertebral fascia; max diameter of 56 mm) SCC of the posterior wall of the hypopharynx extending from the level of the tip of the epiglottis to
the pharyngo-oesophageal junction. On the sagittal diagnostic CT, the arrows depict the upper and caudal boundaries of the tumour. On the endoscopic view, the signs ‘‘#”
and ‘‘T” identify the inter-arytenoid area and the tumour, respectively; the letters ‘‘A”, ‘‘R”, ‘‘L” and ‘‘P” indicate the anterior, right, left and posterior orientations, respectively.
The GTV-P is delineated in red. A 10-mm isotropic expansion of the GTV-P is delineated in blue. In the cranio-caudal direction, a 15 mm cranio-caudal mucosal expansion has
been used. The CTV-P2 is delineated in green after edition for air cavities, the left thyro-hyoid and sterno-thyroid muscles, the right sub-cutaneous tissues and part of the
vertebral bodies. The CTV-P1 is delineated in yellow































TAKE HOME MESSAGE

Early stage larynx or hypopharynx treatment of choice is 

radiotherapy.

Radiotherapy is an effective means of larynx preservation 

without compromising survivals.• 

Addition of chemotherapy provides better results for larynx 

preservation than RT alone (concurrent > NACT).

However the impact on survival is still unclear. specifically 

for early glottic cancers,

Hypofractionated RT can provide better outcomes in early 

glottic cancer.




