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Laryngeal Cancer 

The diagnosis has been made……….What’s next? 

 

Prognosis and Treatment 

Prognosis: 

The stage of the disease. 

The location and size of the tumor. 

The grade of the tumor. 

The patient's age, gender, and general 

health 

Treatment Options: 

Treatment:  Surgical vs. Non-

surgical 

 
The stage of the disease. 

The location and size of the tumor. 

Preserving the patient's ability to talk, eat, 
and breathe as normal as possible… Patient 
wishes.. 

Whether the cancer is new or recurrent. 
 

Cancer Staging: 

 Accurate diagnosis and staging (tissue biopsy and histologic 
analysis) 

 Direct visualization (assessing vocal cord mobility, involvement 
of other structures etc.) 

 CT scans, MRI’s to identify spread outside the larynx or 
involvement of the lymph nodes 

 CXR/Modified Barium Swallow study to assess any involvement 
with the lungs or the esophagus 

 

All these assessments are put together and the cancer is 
“staged” 

Normal Vocal folds: 

 

http://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=45885&version=Patient&language=English
http://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=46634&version=Patient&language=English
http://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=45702&version=Patient&language=English
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Newly diagnosed Cancer of the 

Larynx 

When does it require surgery: total 

laryngectomy? 

TNM Cancer Staging: 

 Tumor (T), the regional or neck lymph nodes (N) and 

presence of distant metastases (spread of cancer) (M) 

  Cancer of the larynx is often grouped into: 

  Early (Stage I) 

  Intermediate (Stage II) 

  Advanced (Stages III & IV)  

 

Early cancers are remarkably curable with five-year 

survival or "cure rates" of 80-95% compared to advanced 

stages that have five-year survival rates of 25-50%. 

Early Stage Cancers: 

 Can be effectively treated with either surgery alone or 

radiation therapy.  

 Most surgical procedures can spare major portions of the 

larynx and with modern techniques, reconstruction of the 

larynx can be accomplished with preservation of 

reasonable voice quality and swallowing.  

 The past ten years have seen the introduction of laser 

resections for many of these cancers thereby avoiding 

external neck incisions. In general, cancers that are 

superficial or limited in extent are best treated with laser 

removal.  

Early Stage Cancers: 

 Easily cured with 6-7 weeks of radiation treatment. Many 

physicians feel that voice quality may be better following 

radiation compared to surgery, but side effects of 

xerostomia(dry mouth) and risks of some long-term 

swallowing problems are associated with radiation.  

 Decision making as to treatment of choice also depends on 

availability of skilled surgeons or radiation oncologists 

and the depth of invasion (extent) and the overall size 

(volume) of cancer. 

 

Intermediate Disease: 

 Cancers that are of intermediate size (T2, small T3), treatment decisions are 

more difficult.  

 Deeply invasive cancers are best treated with surgical excision, often 

combined with modified or selective neck dissection (removal of lymph 
nodes).  

 Most of these procedures can preserve some vocal function without 
permanent tracheostomy. More extensive surgical resections are associated 

with significant problems with voice and swallowing.  

 Supracricoid partial laryngectomy has achieved excellent results in young, 

properly selected patients. 

  Superficial cancers or those of smaller volume can be effectively treated 

with radiation alone, but local recurrence rates are higher than with primary 
surgery. Unfortunately, many of the patients suffering recurrences after 
radiation must undergo total laryngectomy in order to be cured. 

Advanced Disease: 

Standard treatment for advanced 

Laryngeal cancer historically includes 

surgery as well as adjuvant radiation+/ 

chemotherapy. 
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Steps from Diagnosis through 

Rehabilitation…. 

Step#1   Laryngeal Cancer is diagnosed/staged 

Step#2  Treatment planning 

Surgery 

Radiation +/- chemotherapy 

Surgery + radiation +/-chemotherapy 

Step#3   If surgery is the recommended treatment, 

the Speech Pathologist will continue with the next 

step which includes a pre-operative consultation to 

discuss the functional impact of the surgery 

Pre-operative counseling 

Anatomical Changes:  Simple patient 

review 

Post-Laryngectomy Voice 

 Rehabilitation 

 
 

 

Communication Options: 

Esophageal Speech 

 

Tracheo-esophageal    

Speech (TEP) 

 

Electrolarynx 

Esophageal Speech: 

 Requires intense speech therapy.  Frequently 
takes months to become proficient. 

 Requires practice, dedication and motivation. 

 Not all patients are candidates.  May not be able 
to “burp” due to certain types of reconstruction 
or post-radiation changes of the P-E segment. 

Esophageal Speech: 

 Not an immediate means of communication. 

 Patient needs to relax the shoulders, neck and 

chest area to facilitate esophageal productions. 

 Needs to be refined to reduce stoma blasts or 

clunking sounds from air injection. 

Electrolarynx Use: 

 Sounds mechanical/robotic.  Subsequently calls 
attention to itself. 

 Good, immediate means of communication with 
fairly minimal training 

 Requires therapy for: 

Placement 

Phrasing 

Overarticulation 

Rate 

Seal 
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Tips on Communicating with a 

patient who uses an electrolarynx: 
 Cue patient to use 

properly if new to them: 

 FLUSH placement (if 

using on neck or 

cheek) 

 OR talk naturally 

around intra-oral 

adapter 

 Proper phrasing:  3-4 

word phrases NOT 

syllable by syllable or 

over-exaggerated 

 If you don’t understand, 

don’t pretend to – ask for 

a repetition and/or 

request that they write it 

down 

 Encourage them to 

maintain eye contact 

while utilizing the 

electrolarynx.  You aren’t 

helping them by reading 

their lips – even if you can 

read lips well! 

Tracheoesophageal Puncture: 

 Types of punctures 

 Types of Prosthesis – Low 

  Pressure(patient changeable) vs. 

Indwelling(clinician changeable 

 Accessories 

 Routine Follow-Up 

 Insurance/costs 

Types of Punctures: 

Primary 

 

Puncture is 

completed 

during the 

initial surgery 

Secondary 
 

 

Puncture is 
completed at 
some point 
after the initial 
surgery 

Important to know the extent of the 

surgery to better prepare your 

patient: 

 

Primary closure vs. 

Extended Resections and 

Reconstructions 

Primary closure: 

This term means simply closing the 

wound from side to side with sutures 

(stitches). Not always obvious just 

by looking at the patient because 

the reconstruction is often inside. 

When it’s more than just a total 

laryngectomy…. 

 What is an extended resection/reconstruction? 

 Why is it needed? 

 How does it complicate things? 

 It’s potential effects on the rehabilitation process 
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When does cancer of the larynx 

require a total 

laryngopharyngectomy? 

 More extensive cancers 

which include the 

pharynx as well as the 

larynx 

 Patient requires a 

larger reconstruction: 

Gastric pull-up 

Free-flap 

reconstruction 

Radial forearm 

free-flap 

Antero-lateral 

thigh free-flap 

Known as 

“tubed” flaps 

Regional Flaps used with a larynx 

reconstruction: 

Uses tissue close to the 

defect: 

• Pectoralis 

myocutaneous (PMC) 

flap 

• Deltopectoral (DP) 

flap. 

 

Microvascular Flaps: 

Free-flap (free tissue 

transfer): 
 

“free”=the tissue+it’s blood supply is 

moved to a different location 
 

 

 …then came microvascular 

surgery…. flaps composed of 

skin, muscle and/or bone are 

transferred from another part 

of the body to the head and 

neck region  

 … success of these “free flaps” 

as they are now referred to, 

use vessels with a diameter of 1 

to 2mm are sewn together 

using suture that are finer than 

human hair. 

 Major advantage: flexibility to 

select tissues from distant parts 

of the body that allows the 

surgeon to customize the 

restorative surgery to the 

patient’s condition 
Preparation for radial 

forearm free flap 
reconstruction 

Types of free-flap reconstructions typically 

used for the pharynx and cervical esophagus: 

 Fasciocutaneous- fascia(fibrous tissue enclosing a muscle)    

+cutaneous(skin) 

 

 Myocutaneous-  myo(muscle)+ cutaneous(skin) 

 

 Intestinal Interposition flaps- use of the intestine to 

“place between”(interpose) 

Getting down to it…..How will an 

extended resection/reconstruction 

affect what I do as a Speech 

Pathologist? 

 

What is a salivary bypass tube? 

A funnel shaped tube that is 

placed in the pharynx 

Who is it used on? 
 

Laryngopharyngectomy 

patients 

Why is it used? 
 

To divert secretions from the surgical 

site and flap to aid in healing. It is 
also used to allow for a widely 
patent neopharynx after flap 

reconstruction. 

Salivar

y 
bypass 

tube 
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Laryngopharyngectomy= Larynx+Pharynx 

with ALT free-flap reconstructions(tubed 

for a new pharynx) 

Swallowing 

Salivary bypass 

tube 

Some simple acoustics: Where will the 

music sound better? 

Garage 

Symphony Hall 

Let’s listen to these two TEP voices: 

What are the differences? 

Total laryngectomy (RP)  Laryngopharyngectomy+esophagectomy with 

radial forearm free—flap reconstruction (MI) 

Post-surgical alaryngeal voice: what 

effects it? 

 The chamber(or the neopharynx) where the tone 

is vibrating from will affect the sound produced 

with esophageal speech or tracheoesophageal 

voice prosthesis communication… 

 

 The question to ask yourself is…..how was the 

person reconstructed? 

Post-surgical alaryngeal voice: what 

effects it? 

Type of 

reconstruction: 

When used: Typical issues related 

to communication: 

Jejunal free flap Defect is in the high 

cervical esophagus 

Voice is usually more 

“wet/gurgly” 

Increased mucous 

production 

Effortful voice 

“Cavernous” vocal 

quality 

Pectoralis 

myocutaneous 

Uses the muscles of 

the chest and skin 

above it 

Usually voice is quite 

good.  Flap can be 

bulky. 

Post-surgical alaryngeal voice: what 

effects it? 

Type of Reconstruction: When used: Voice issues: 

Antero-Lateral Thigh(ALT) pharyngectomy Usually good TEP 

voicing/but not as good 
as a standard 

reconstruction 

Radial Fore-Arm Free 

Flap(RFFF) 

pharyngectomy Usually good TEP 

voicing/but not as good 
as a standard 

reconstruction 
 

Lewin,J.Barringer, D. May,A. et al  Functional Outcomes After Laryngopharyngectomy After 

Anterolateral Thigh Free Flap Reconstruction.  Head and Neck February 2006.pp 142-149. 
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Post-surgical alaryngeal voice: what 

else?…. 

 Tongue involvement 

Articulation and oral stage of swallowing 

 Lung issues 

Voice not as strong/more effortful 

 Radiation prior to surgery or after(adjuvant) 

Neck “woody” not a good vibratory source for 

an electrolarynx 

Timing of the TEP: 

 Varies from physician to physician 

How they were trained 

Their experiences 

 Sometimes varies on the extent of the 

reconstruction 

Some surgeons may want them to heal from 

one surgery before having the TEP 
 

TEP Basics: 

 How do they work? 

 What do they look like? 

 How long do they last? 

 Who changes them? 

 Why should I care? 

Total Laryngectomy with tracheoesophageal voice 

prosthesis (TEP): 

 TEP is a communication 
between the tracheal and 
esophageal walls to 
facilitate verbal 
communication post-
laryngectomy.  If the TEP 
needs to be changed or is 
ill-fitting, it can cause 
aspiration. 

Let’s take a closer look: 

 

Tracheoesophageal Puncture (TEP):  How it works 

 When the patient covers his 

stoma, air comes up from the 

trachea, travels through the 

prosthesis and upward toward 

the PE segment which 

vibrates and creates speech 
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Various types of TEP’s…same basic function… 

leaking voice prosthesis….. Concerning for aspiration… 

What to do when it leaks? 

Leaking through: Clean it…..brush or flush 

Cleaning the prosthesis with a 

brush/flush: 

If it still leaks….change it! : 

Typical wear time is 3-5 months 

Many types and 

various insertion 
methods.  This is 

the Provox Vega 
which is the most 
widely used 

prosthesis at this 
facility. 

Replacing a tracheoesophageal voice 

prosthesis: 

Tracheoesophageal voice prosthesis TEP: 

Removing the TEP Replacing the TEP 
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How they sound has to due with the extent  of 

the surgery and the reconstruction 

Simple reconstruction:      

vs. Flap reconstruction: 

“Hands-Free communication” 

 

Lary(ngectomy) Tubes 

 Used with a total laryngectomy 

 Single lumen 

 Can’t be used on a ventilator 

 No cuff 

 Often used shortly after surgery-

assists in creating a nice, round 
stoma 

 Often used long after surgery 
because of stomal stenosis 

 Always should be clean and free of 

secretions to prevent mucous plug-

patient’s only way of breathing! 

Cleaning the larytube: 

“Clean technique” 

Water 

Brush 

Clean trach ties 

Water soluble 

lube 

Lavaging: Laryngectomy Support Group 

 We have a monthly support group meeting that 
meets on the 4th Wednesday of the month 
during the months of January-May and 
September – December (no meetings in June, 
July or August) 

 Combination of education and 
socialization(support) for patients and 
family/friends 

 Good option for those with an upcoming surgery 
or for those who have already undergone the 
procedure 
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Oncology Speech Pathologists at UF 

Health Cancer Center Orlando: 


