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H&N Cancer  4.7% 
of all cancer 

Laryngeal Cancer:   
51% of H&N cancer 



IEO Internal Clinical Practice Guidelines 
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January 2001 - September 2011  

 1703 laryngeal surgery 

 Treatment modalities  



“Indications” 

1. Suspicious superficial lesions (without previous biopsy) 

2. Glottis cancer (cTis, T1, T2N0)  

3. Early recurrence  after RT(ycT1-2N0)  

4. Supraglottic cancer(cT1-2,N0-2c) 

 

5. Intermediate stage glottic cancer (pilot study) 

6. Combined supracricoid laryngectomy 



One step procedure in our experience 

               avoid over treatment  

22% cT1/pT0 





CSE   ypTis  ypT1a  ypT1b  ypT2  ypT0  total 

 

cTis   2  5  2  0  1  10 

 

cT1a   2  12  2  1  12  29 

 

cT1b   2  3  12  3  0  20 

 

Total   6  20  16  4  13  59 

 

Table 2. Relation between clinical stage as determined by laryngoscopy performed 

elsewhere (CSE) and the European Institute of Oncology final pathologic classification 

(EIOpT) In 59 patients with early glottic cancer. 

Results 

- The first point emerging from this study was  that in 13 patients (22%) no tumour 

 was identified (ypT0) on pathological  examination.  

-The second point was that the clinical stage (cTNM) evaluated elsewhere did                        

not correspond to the pathological stage (pTMN) in 34 (60.7%) cases. 

For an optimal cancer treatment you  must have an optimal staging. 

This is the principal of oncology 

 





Recurrences      28 (10.2%)   
   
     Local     25 (9.1%) 
     Regional      3 (1.1%) 
 
Total Laryngectomy     8 (2.9%) 
Endoscopic laser     14 (5.1%) 
Neck dissection + RT     3(1.1%) 
RT/CHT      3(1.1%) 
 
Alive without disease:    243 (88.7%)  
alive with disease:     1 (0.4%) 
Died from disease:     6 (2.2%) 
Died from other cause:    24 (8.7%) 

Follow-up data 
Median range 58 months (7-104) 



"How can we further improve?" 

• Better knowledge of laryngeal  cancer 
 

• improvement  in early diagnosis 
• improvement in staging 



MORPHOLOGIC AND 
FUNCTIONAL IMAGING 

LORENZO PREDA 

Division of Radiology 

 



• Early and superficial spreading cancers      (Tis, T1a) 

 

• Deep extension below the mucosa (PES, PGS) 

• Cartilagineous framework involvement 

• Early extralaryngeal extension 

 

clinical diagnosis (endoscopy, biopsy) 

imaging  (MDCT, MRI) 



DWI 

ADC 

T2 



CONCLUSIONS 
 

• Endoscopic and radiological evaluation are 
complementary 

• MDCT (1st line modality) answers most questions 
needed for therapy planning 

• MRI has a greater potential for discrimination of PGS 
involvement and intracartilagineous spread 

• DWI-MR improves differentiation of tumor from non-
tumor  

• MRI examination time (pt cooperation) is still a problem 

 



New diagnostic modalities: 

 Narrow-band imaging  

(NBI) 
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NBI AND HDTV TECHNOLOGIES 
INTRAOPERATIVE EVALUATION BY RIGID ENDOSCOPY 



NBI AND HDTV TECHNOLOGIES 
ATYPICAL VASCULAR GROWTH 



 

 NBI is an endoscopic technique which allows to 

avoid extensive tissue manipulation or staining 

 

 It doesn’t prolong the time needed for patient 

evaluation 

 

It improves: 

-  early detection of persistences or recurrences 

-  identificatin of synchronous and metachronous 

tumors 

-  definition of tumor margins 

 

 

CONCLUSIONS 



Robotic Surgery at the IEO 

In November 2006 the 
European Institute of 
Oncology (IEO) began 

using the daVinci Surgical 
System® 



July 2007 
First supraglottic laryngectomy 

In IEO 



We compared the first 10 supraglottic 

laryngectomies conducted with laser CO2 ( 

2002-2005), with the first 10 performed 

robotically ( 2007- 2010), in terms of oncological 

and functional results. We also analysed the 

costs and complications of each approach.  



  Laryngectomy Surgery 

Characteristics Robotic 

07/2007 – 08/2010 

 (N=10) 

Laser CO2   

10/2002 – 06/2005 

(N=10) 

      

Post surgery length of stay 

   Mean±sd 

   Median (range) 

  

11±5 

10 (4-18) 

  

13±6 

11 (6-22) 

Major Post-operative Complication 

   No 

   Yes 

  

9(90%) 

1 (10%)* 

  

           7 (70%) 

3 (30%)** 

Tracheotomy 

   No 

   Yes 

  

2 (20%) 

8 (80%)  

  

4 (40%) 

6 (60%)  

Feeding tube 

   No 

   Yes 

  

4 (40%) 

6 (60%)  

  

6 (60%) 

4 (40%)  

PEG 

   No 

   Yes 

  

9 (90%) 

1 (10%)  

  

10 (100%) 

0 

  

* 1 pt severe dysphagia(discharged with FD) 

** 1 bleeding, 1 pleural effusion , 1 dyspnea 

Table 3.  



Robot --> 1 rec N after 16 m (underwent CT + RT 

Laser Co2 --> 2 rec T (median 50 m (35-65 m) --> 1 LT and 1 LT+RT; 

 1 II tumor (oropharynx after 60 m --> palliative cure 

Table 5. Results 

  Laryngectomy Surgery 

Characteristics Robotic 

07/2007 – 08/2010 

 (N=10) 

Laser CO2   

10/2002 – 06/2005 

(N=10) 

      

Follow up  

    NED 

    DOD 

    LOST FU 

Median 19 months (5-37 

months) 

9 (90%) 

0 (-) 

1 (10%) 

Median 76 months (44-102 

months) 

8 (80%) 

2 (20%) 

 0 (-) 

Tracheotomy 

   No 

   Yes 

  

9 (90%) 

1 (10%) 

  

8 (80%) 

2 (10%) 

PEG 

   No 

   Yes 

Mean Op. time 

 

Mean Cost (€) 

  

  

10 (100%) 

0 

2,05 (1.10- 4.20) 

 

6440 

  

10 (10%) 

0 

3.10(1.35-5.10) 

 

4740 

  



Surgical treatment of supraglottic 
cancer in IEO    
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The key point emerging from this study is that the 

preliminary oncological and functional outcome of 

each method is almost the same, but robotic-

assisted surgery seems to have a learning curve 

and surgical time that are faster than endoscopic 

laser surgery. By contrast, the cost of robotic 

surgery is currently higher than that of endoscopic 

laser surgery. 

 

 

TORS is currently the primary option for 

supraglottic cancer in IEO 

Conclusion   


