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Abstract

Int roduct ion and obj ect ives:  The st udy goal  was t o analyse t he oncologic and funct ional 
out comes of  t ransoral laser microsurgery in t he t reatment  of  carcinoma of  t he supraglot t ic 
larynx.
Material  and methods: A total of 53 pat ients were included in this ret rospect ive review between 
2000 and 2006.  The fol low-up period was more t han 2 years and t he mean fol low-up for al l 
pat ients was 49 months.
Result s: Tumour extension was as follows: T1 in 12 (22.6%), T2 in 37 (69.8%), and T3 in 4 (7.5%). 
Forty-seven pat ients (88.7%) had neck dissect ions. Nineteen pat ients (35.8%) received adj uvant  
radiotherapy. Kaplan-Meier estimates for disease-speciic survival were 80%, 74.11%, and 65%, 
at  2, 3 and 5 years, respect ively. The overall funct ional laryngeal preservat ion rate was 90.56% 
(48 of  53),  and local  cont rol  81.13%.  During fol low up,  13.2% of  pat ient s developed local 
recurrence,  11.3% regional recurrence,  and 5.7% loco-regional recurrence.  Pat ient s start ed 
swallowing early after surgery, with a mean t ime of 5.83 days, and the mean hospital stay was 
14.69 days. Complicat ions included 20.75% who suffered pneumonia and 11.32% with bleeding. 
Only one pat ient  (1.88%) received total laryngectomy due to the impossibilit y of swallowing.
Conclusions:  With careful select ion of  pat ients,  laser supraglot t ic laryngectomy is a safe and 
effect ive t reatment  for cancer of the supraglot t ic larynx.
© 2009 Elsevier España, S.L. All rights reserved.
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Introduction

Laryngeal cancer is a neoplasm that  in Spain is the sixth 
ranking cause of cancer mortalit y in men and twenty-third 
in women. In 2000, throughout  the nat ion there were 1768 
deaths from laryngeal cancer in men and 46 in women, 
represent ing an adj usted rate per 100,000 inhabitants of 
8.32 and 0.17, respect ively.1,2

Tradit ionally, it  has been argued that  the incidence of 
the supraglot t ic locat ion was highest  in the Lat in count ries, 
especially in Spain. In a review of 631 pat ients with diagnosed 
larynx tumours t reated in the Hospital Miguel Servet  in 
Zaragoza from 1974 to 1990, 64.05% were supraglot t ic 
tumours.3 However, the predominance of supraglot t ic over 
glot t ic tumours in Spain and other Mediterranean count ries 
has changed in recent  years in our environment .4 Around 
the eight ies, there was a change from which, unt il the 
present , glot t ic malignancies have been more frequent  
than supraglot t ic.5

The irst description of horizontal supraglottic 
laryngectomy (HSL) was provided by Alonso in 1947.6 This 
part ial technique became very popular because it  presented 
oncologic results similar to total laryngectomy, preserving 
the pat ient ’s voice and incurring in lower morbidity. The 
applicat ion of CO2 laser in oropharyngeal, laryngeal and 
t racheobronchial lesions began in 1971 with St rong and 
Jako.7 The t ransoral approach for these types of tumours 
became a subj ect  of cont roversy, since large tumours could 
not  be removed in one piece, forcing their fragmentat ion 
prior to excision.

However, microscopic vision and the effect  of laser on 
dif ferent  t issues enabled surgeons to dist inguish healthy 
t issue from tumour t issue and, if  surgical margins free of 
disease can be obtained, oncologic results from t ransoral 

Laringectomía horizontal supraglótica láser CO2: nuestra experiencia en seis años

Resumen

Int roducción y obj et ivos: El obj et ivo del estudio es analizar los resultados oncológicos y funcio-
nales de la microcirugía láser en el t ratamiento del carcinoma supraglót ico de laringe.
Mat erial  y mét odos: Cincuenta y t res pacientes fueron incluidos en este estudio ret rospect ivo 
ent re el año 2000 y 2006. El periodo de seguimiento fue superior a 2 años y la media fue de  
49 meses.
Resul t ados:  La extensión t umoral fue T1 en 12 pacientes (22,6%),  T2 en 37 (69,8%) y T3 en  
4 pacientes (7,5%). En 47 pacientes (88,7%) se realizaron vaciamientos cervicales ganglionares. 
Diecinueve pacientes (35,8%) recibieron radioterapia (RT) postoperatoria. Las est imaciones de 
la supervivencia causa-especíica con el método de Kaplan-Meier fueron de 80%, 74,11% y 65% a 
los 2,  3 y 5 años,  respect ivamente.  La preservación de la función laríngea fue posible en el 
90,56% (48 de 53) y el cont rol local fue del 81,13%. Durante el periodo de seguimiento 13,2%  
de los pacientes desarrollaron recidiva local, 11,3% recidiva regional y 5,7% recidiva locorregio-
nal. Los pacientes comenzaron a deglut ir de forma temprana t ras la cirugía con un t iempo me-
dio de 5,83 días y la estancia media hospitalaria fue de 14,69 días. El 20,75% sufrieron neumonía 
y el 11,32% hemorragia. Únicamente un paciente (1,88%) precisó una laringectomía total por 
imposibilidad para la deglución.
Conclusiones: Con una selección cuidadosa de pacientes, la laringectomía supraglót ica con láser 
es un t ratamiento seguro y efect ivo para el cáncer supraglót ico de laringe.
© 2009 Elsevier España, S.L. Todos los derechos reservados.
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laser surgery appear to be comparable to those obtained 
with convent ional supraglot t ic laryngectomy.8 Among the 
advantages described for laser surgery versus supraglot t ic 
laryngectomy via t ranscervical approach are fewer days 
admit ted, fewer temporary t racheotomies, fewer aspirat ion 
pneumonias, less frequent  pharyngostomies and faster oral 
swallowing.9

In 2000 we began using CO2 laser in larynx surgery at  our 
service. We carried out  a review of pat ients undergoing HSL 
with CO2 laser between 2000 and 2006, with the obj ect ive 
of analysing both our oncologic and funct ional results 
and discussing the advantages and disadvantages of the 
technique.

Material and methods

This was a ret rospect ive study of pat ients undergoing CO2 
laser HSL at  the Service of Otorhinolaryngology at  the 
Hospital Miguel Servet  in Zaragoza between February 2000 
and December 2006. To this end, we reviewed all pat ients 
present  in the regist ry of CO2 laser surgery at  our service 
who were operated on during these 6 years.

Our hospital’s Commit tee for Head and Neck Tumours, 
consist ing of all the specialists involved in the management  
of pat ients with tumours in this locat ion, elaborated 
act ion protocols for pat ients with supraglot t ic carcinomas. 
According to the protocol, laser HSL would be indicated in 
all supraglottic tumours classiied as T1. In T2 tumours, HSL 
would be conducted in all cases except  when there was 
tumour extension to the glot t is; this was also t rue in T3 
tumours, except in cases of vocal cord ixation.

The empt ying performed in t umours classif ied in St age 
N0 are funct ional  and can be bi lat eral  or uni lat eral  i f  



14 L. Pérez Delgado et  al

t he lesion is most ly local ised on one side.  In N1 or N2 
cases,  t he empt ying is always bi lat eral ;  in N3 cases, 
t he t reat ment  is general ly radical  cervical  empt ying. 
Wit h regard t o post operat ive radiot herapy (RT),  i t  is 
indicat ed in cases wit h more t han 2 met ast at ic lymph 
nodes,  lymph node capsule overf lows or N3 t umours,  in 
which t reat ment  wit h concomit ant  chemot herapy would 
also be considered.  Cri t eria for inoperabi l i t y are poor 
general  condit ion (especial ly t aking int o account  lung 
funct ion and age),  non-t reat able dist ant  met ast ases and 
coincidence of  second t umours wit hout  t he possibi l i t y of 
curat ive t reat ment .  If  part ial  surgery were rej ect ed,  t he 
correct  t reat ment  would be t ot al  laryngect omy,  al t hough 
an al t ernat ive could be t reat ment  wit h chemot herapy 
and RT according t o t he “ organ preservat ion prot ocol” .  
Most  pat ient s wit h ext ensive t umours fal l  under t his 
prot ocol ,  leaving t ot al  laryngect omy as a reserve 
for cases t hat  do not  respond wel l  t o t his t reat ment  
or for t umour relapses.  Despit e t he prot ocols,  each 
case is discussed individual ly in an at t empt  t o provide 
personal ised t reat ment  t ai lored t o t he charact erist ics 
of  each pat ient  and t heir lesions.

In terms of technique, the extent  of supraglot t ic resect ion 
depends on tumour size and should be one that  allows the 
surgeon to be sure that  a complete tumour excision with 
negat ive margins has been performed. The limits are the 
problems for the rehabilitat ion of swallowing that  may occur 
in postoperat ive pat ients. In early tumours (suprahyoid 
epiglot t is or vent ricular band), a single block resect ion of 
the tumour is at tempted. For more extensive carcinomas, 
affect ing virtually the ent ire epiglot t is, they are divided 
into 2 or more fragments, crossing the midline to ensure 
improved safety and visibilit y during resect ion. What  we 
consider as laser HSL is the complete or part ial resect ion 
of epiglot t is, bands or aryepiglot t ic fold. If  necessary, the 
resect ion can be extended to include the ext irpat ion, pre-
epiglot t ic fat , part  of the pyriform sinus, vallecula or an 
arytenoid (extended HSL).

Fif ty-three pat ients were included in the study. The 
minimum follow-up t ime was 24 months and the average 
was 49 months (range 24-96). Disease staging was obtained 
through the tumour-node-metastasis (TNM) classiication of 
the 2002 American Joint  Commit tee on Cancer. The surgical 
laser equipment  used was Sharplan 20 C.

All pat ients received a protocol of preoperat ive ant ibiot ic 
prophylaxis with gentamicin 80 mg (this has recent ly 
been replaced by tobramycin) and clindamycin 600 mg 
int ravenously, 30 min before surgery. This pat tern was 
cont inued every 8 h unt il 4 doses were completed. 

The parameters studied were age, gender, tumour 
locat ion, extension, TNM stage, type of surgery performed, 
performance of lymph node emptying, int raoperat ive 
and postoperat ive complicat ions, pathological anatomy, 
administ rat ion of postoperat ive RT, existence of recurrences 
and/ or metastases, t reatment  of recurrence(s), current  
pat ient  condit ion and survival. Also, to obtain the funct ional 
results, we considered the following parameters: days of 
hospitalizat ion of the pat ient , need for nasogast ric tube 
(NGT), performance of t racheotomy and t ime of start  of 
swallowing after the surgery.

We used SPSS for Windows (version 11.0) for the stat ist ical 
analysis of data, with which a descript ive study of all 

parameters collected was carried out , as well as an analysis 
of overall and cause- and stage-speciic survival using the 
Kaplan-Meier method.

Results

Reviewing the Otolaryngology Service database of our 
hospital,  we registered 243 pat ients operated on by CO2 
laser surgery between 2000 and 2006. Of these pat ients, 153 
were cordectomies, 53 HSL, 3 part ial pharyngectomies, and 
33 benign lesions: most  were glot t ic or supraglot t ic stenosis 
scars secondary to prior laser surgery, but  there were also 
Zenker divert icula, one case of laryngeal amyloidosis and 
one hemangioma of the base of the tongue.

We included in the study the 53 pat ients operated on 
for HSL over these years. Of the 53 pat ients, 50 were men 
(94.3%), and 3 were women (5.7%). The average age at  the 
t ime of surgery was 61.04 years with an age range from 43 
to 79 years and a standard deviat ion of 9.7.

The anatomical pathology result  was of squamous cell 
carcinoma in all parts. In terms of locat ion, most  tumours 
were set t led in the epiglot t is (73.6%), followed by the band 
(22.6%), the aryepiglot t ic fold (1.9%), and the arytenoid 
(1.9%).

As to the TNM classiication, 12 patients were T1 (22.6%), 
37 pat ients were T2 (69.8%), and 4 pat ients were T3 (7.5 
%); 64.2% pat ients were N0, 9.4% were N1, 18.9% were 
classiied as N2, and 7.5% as N3. None of the patients 
presented distant  metastases. As to stages, 13.2% were in 
tumour Stage I,  45.28% in Stage II,  15.09% in Stage III,  and 
26.41% in Stage IV (Table 1).

The maj ority of pat ients underwent  a simple HSL. In 
32.1%, it  was necessary to expand the exeresis to other 
areas of the larynx, the most  frequent  being the arytenoid 
(7 cases), followed by the pre-epiglot t ic space (3 cases), 
part  of the vocal cord (3 cases), vallecula (3 cases) and 
last ly, the pyriform sinus in only one case.

We carried out  funct ional or radical cervical emptying in 
nearly all cases, except  in those who had been t reated for 
other neck inj uries. In cases where there were metastat ic 
lymph nodes in the extension study, they were usually 
bilateral;  although in N0 pat ients with lateralized tumour 
lesions (aryepiglot t ic fold or unilateral band involvement ), 
we normally carried out  a unilateral emptying on the 
side of the lesion.10,11 When it  was necessary to conduct  a 
bilateral lymph node emptying, we performed the HSL plus 

Table 1 Tumour staging

Stages  No. of Pat ients %

I T1N0M0 7 13.2
II T2N0M0 24 45.28
III T3N0M0 3
 T1N1M0 0 15.09
 T2N1M0 5
 T3N1M0 0
IV ANY N2/ N3 14 26.41
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the cervical emptying on the side of the lesion in a irst 
surgery, and then in a second surgery (usually within a t ime 
period of less than one month), the emptying of other side. 
The purpose of this procedure was to decrease the risk of 
oedema of the airway and therefore to reduce the number 
of t racheotomies pract iced. Cervical lymph node emptying 
was performed in 88.7%, with 56.6% being bilateral.  Most  of 
the emptying was funct ional (87.23%) and only 6 pat ients 
underwent  radical emptying of one side (12.76%). Addit ional 
postoperat ive RT was given to 35.8% (l9 pat ients).

None of the pat ients presented int raoperat ive 
complicat ions, but  11 pat ients suffered postoperat ive 
pneumonia (20.75%), although not  all were by aspirat ion. 
The second most  common complicat ion (11.32%) was 
postoperat ive bleeding, which was at t ributed in the 
maj ority of cases to the cervical emptying. Two pat ients 
died postoperat ively (3.77%), one of them due to massive 
haemorrhage and the other from pneumonia complicated 
by renal insuficiency and multiple organ failure. Only one 
pat ient  (1.88%) required total laryngectomy due to the 
impossibilit y of swallowing. Only 13.2% were carriers of 
NGT postoperat ively.

Regarding the length of admit tance, the average number 
of days that  the pat ients remained hospitalised after the 
irst surgery was 9.89 days, with a range of 2 to 36 days 
and a standard deviat ion of 7.8. Some pat ients underwent  
cervical emptying in a second stage, so considering the total 
number of days of hospital stay, including HSL and emptying, 
the average was 14.69 days, with a range between 2 and 37 
days and standard deviat ion of 7.84. The average number of 
days it  took for pat ients to swallow was 5.83.

Scar stenosis was presented by 18.86% of pat ients later; 
it  was necessary to resect  this with laser over subsequent  
years.

Local and regional control

Tumour recurrences were local in most  cases (13.2%). In 
11.3% of cases, they were ganglionary and in 5.7% the 
recurrence was local and ganglionary. The average t ime in 
months for the occurrence of relapse after surgery was 11 
months for local recurrence and 7 months in ganglionary 
recurrences.

Regarding the treatment of these recurrences, 56.35% 
of patients with recurrence underwent surgical treatment: 
3 patients underwent laser resection, which rescued all 3 
patients, all of whom are currently alive and free of disease 
(rescue rate of 100%). Four were laryngectomized and only one 
of them remains free of disease (rescue rate of 25%). Others 
underwent surgery for lymph node metastases and the rest  
(43.8%) underwent cancer treatment with concomitant RT and 
chemotherapy or palliat ive chemotherapy (rescue rate of 0%).

Hence, a local control of disease of 81.13% was obtained. If  
we include pat ients with local recurrence who were rescued 
by laser resect ion in a single intervent ion, the local control 
amounts to 86.79%. The regional control was 83.01%.

Survival

The overall survival was 72.61%, 65.02%, and 37.07% at  2, 3, 
and 5 years, respect ively. Separat ing the tumour stages into 

init ial and advanced, overall survival is 82.62%, 79.54%, and 
58.71% at  2, 3, and 5 years in Stages I and II;  it  is 63.64%, 
56.63%, and 35.17%, respect ively, in advanced stages (III 
and IV) as shown in Figures 1 and 2.

We must  take into account  that  10 of the 22 deaths in 
the study were due to causes not  related to tumours of the 
larynx, the maj ority due to a second primary lung tumour.

The cause-speciic survival was of 80.01%, 74.11%, and 
65% at  2, 3, and 5 years, respect ively (Figure 3).

With respect  to secondary tumours, 9.8% had distant  
metastasis, with the most  common locat ion being the lung 
(83.33%), followed by the liver (33.33%). The incidence 
of second tumours was 15.09% and in all cases they were 
primary lung carcinomas, except  one, which was a tumour 
at  the base of the tongue.

Conservation of the larynx

It  was necessary to perform a total laryngectomy in 9.43% 
(5/ 53) of the cases. In 4 pat ients, this was due to tumour 
recurrence and in one pat ient  due to incapacity to swallow. 
Thus the conservat ion of the larynx was possible in 90.56%.

In 22.64% (12 pat ients), it  was necessary to perform 
t racheotomy at  some point  of the monitoring period. In 5 
of the 12 pat ients, the t racheotomy was carried out  due 
to tumour recurrence at  least  one year after surgery. In 4 
pat ients, it  was performed due to postoperat ive bleeding 
and 2 of them were decannulated after a few days; the 
other 2 died. Two pat ients underwent  t racheotomy due 
to supraglot t ic stenosis that  appeared years after the 
surgery and st il l remain so because they do not  tolerate 
decannulat ion. Last ly, another pat ient  underwent  a 
t racheotomy at  the same t ime as the HSL and did not  tolerate 
decannulat ion. Ult imately, of the pat ients alive and free of 
disease, only 3 st il l remain t racheotomized (11.11%).

Figure 1 Overall survival curve in init ial stages (I and II).
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Discussion

From the surgical standpoint , supraglot t ic tumours can 
be resected via the t ranscervical or t ransoral route. For 
the t ransoral approach, the carbon dioxide laser offers 
determinant  technical characterist ics such as its high 
precision, which reduces thermal inj ury, t issue necrosis 
and postoperat ive oedema, as well as the various react ions 

that  it  produces on t issues: vaporizat ion (68°), coagulat ion 
(>100º) or carbonizat ion (>500º). Furthermore, it  enables 
a dist inct ion between healthy t issue and diseased t issue, 
since there is no charring or lesion in the area peripheral 
to the target .12 HSL via t ransoral route and via external 
route do not  only dif fer in the surgical approach and the 
technical means used, the exposure is also dif ferent , as 
is the amount  of resected tumour t issue. Therefore, the 
oncologic and funct ional outcomes of external surgery 
should not  be ext rapolated to the t ransoral route. However, 
most  authors agree that  this technique is associated with 
excellent  postoperat ive funct ion, with survival comparable 
to that  of the external route surgery and a very superior 
quality of life.13-15

The most  appropriate t reatment  must  be individualised, 
taking into account  the characterist ics of the pat ient  
(general condit ion, lung funct ion, acceptance of possible 
sequelae), of the tumour (volume, iniltration, regional 
metastases) and the experience of the surgical team.

If we review the literature, the irst publications 
on endoscopic surgery with carbon dioxide laser for 
supraglot t ic tumours were published by Steiner16 in 1993 
and subsequent ly by Zeitels et  al.17 In 1997, Eckel et  al.18 
published a study of 40 pat ients in early stages (I and II),  
obtaining a 5-year overall survival of 59% and 72% (adj usted). 
Ambrosch et  al.19 presented the results in 48 pat ients with 
T1 and T2 supraglot t ic tumours, obtaining overall survival 
at 5 years of 76%. At irst, HSL by transoral route was 
indicated in small lesions (T1-T2) and the oncologic results 
obtained were comparable to those reported in external 
surgery, with lower morbidity and bet ter funct ional quality 
for pat ients. Iro et  al.8 subsequent ly presented their results 
of 141 supraglot t ic tumours in Stages I to IV, obtaining 
overall 5-year survival of 75.4% in Stages I and II,  and 56% in 
Stages III and IV. The adjusted survival was 65.7%, a igure 
similar to the results of our study. In their study with 47 
pat ients, Rudert  et  al.20 concluded that  the laser could be 
recommended as a curat ive method in early local tumours 
and also in selected cases of T3 and T4. It  is current ly 
accepted that , in supraglot t ic tumours in which it  is possible 
to obtain adequate exposure through a direct  laryngoscopy 
and surgical margins free of disease can thus be obtained, 
the oncologic results of laser HSL are comparable to those 
obtained by convent ional t ranscervical HSL. Nevertheless, 
we must point out that the survival igures drop signiicantly 
in the advanced stages in our study and, therefore, we must  
be careful when select ing these candidates.

Recent  works such as that  of Oliva et  al.21 (who studied 50 
pat ients with tumours in Stages I to IV), obtain an overall and 
adjusted survival rate at  5 years of 55% and 70%, respect ively. 
Grant  et  al.22 obtained speciic survival results at 2 years of 
80% in 38 patients in Stages I-IV. In short, these igures are 
similar to those obtained in our pat ient  group, in which we 
must  also take into account  the required learning period of 
the technique, which began in the year the study started.

Regarding the number of tumour relapses, the dif ferent  
authors cite igures of local or locoregional control above 
90% for T1 or T2 tumours. However, in T3 tumours, the 
percentage drops to 70-90%.11 In fact , some authors do not  
recommend the laser technique if  the tumour is in stage T3 
or if  it  invades the pre-epiglot t ic space, due to the high rate 
of relapses.23 Other studies cite rates of local or locoregional 

Figure 2 Overall survival curve in advanced stages (III and IV).

Figure 3 Kaplan-Meier curve of cause-speciic survival.
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recurrence of 22.7%20 or 22%21 in T1 to T3 tumours, which 
are comparable to ours of 18.9%. In this aspect , HSL by 
t ranscervical route seems to have a bet ter rate of local 
recurrence. In a ret rospect ive study at  our hospital,  out  
of 83 pat ients undergoing t ranscervical HSL between 1970 
and 2000,24 14.86% showed recurrence, with this being local 
in only 8.11%. However, the laser technique has the great  
advantage that  it  can be performed as often as necessary as 
long as the lesion can be resected safely.

According to the literature, HSL by external route has an 
average hospital stay of 22.9 days,9,21 a igure well above 
the average of 14.69 days of admit tance in our group of 
pat ients, including those undergoing cervical emptying. This 
length of admission is also lower than that  of other series 
described that  used the same technique9 and represents a 
clear advantage over HSL by external route.

In our study, only 3 pat ients are st il l t racheotomized, 
represent ing 11.11% of pat ients alive and free of disease. 
In HSL by external route, t racheotomy is systemat ically 
necessary and the described percentage of permanent  
t racheotomies is between 7 and 25%. 9,25

Regarding complications, the most common is dificulty for 
swallowing with aspirat ion problems, which has represented 
20.75% of the pneumonia cases in our series. The extent  of 
resect ion is a key factor, as well as overall pat ient  condit ion. 
It  has also been reported that , regardless of stage, 40-70% 
of patients undergoing HSL must bear, at least in the irst 
postoperat ive days, a certain degree of aspirat ion.26 This 
20.75% is slight ly higher than other series described using 
the CO2 laser technique (18%).9 This may be because we 
do not  use postoperat ive NGT in our pat ients, unless they 
have serious dificulty in swallowing, while patients in other 
studies are carriers of postoperat ive NGT for an average of 
9 days.9 However, in the external HSL, the percentage of 
pneumonias by aspirat ion is also around 18%.24

Complicat ions secondary to the t reatment  for primary 
tumour were few but  some were serious, such as massive 
bleeding that  occurred in one pat ient  and caused his death. 
Similar cases have been described in other publicat ions, 
with a mortalit y rate of 4%.21,27

The lower incidence of pharyngocutaneous istulas 
in the laser technique is considered an advantage over 
convent ional surgery. In fact , none of our pat ients 
presented this complicat ion, nor local infect ions such as 
postoperat ive cervical abscesses, which were the most  
frequent  complicat ion (15.29%) in our t ranscervical HSL 
study.24 The appearance of pharyngostoma in the cases of 
external technique varied between 2 and 12%9 according 
to the literature. However, neither in our review of 
t ranscervical HSL nor in any other recent  ones did this 
complicat ion appear.22,25

The emergence of second primaries increases as pat ients 
survive longer, reaching 15.09% in our series and thus 
becoming the leading cause of death after that  caused by 
laryngeal tumour. In our group of pat ients, carcinoma of the 
lung appeared in 7 out  of 8 cases of second primary tumour.

Conclusions

Supraglot t ic carcinoma, with a very high incidence in 
our province, can be t reated with CO2 laser surgery with 

suficient oncologic guarantees. The advantages over the 
t ranscervical surgical approach are shorter hospitalisat ion, 
fewer temporary t racheotomies and faster oral swallowing. 
Moreover, the possibilit y of pharyngostoma is nonexistent .

The most  frequent  complicat ions, somet imes serious, 
are pneumonia and local haemorrhage. Total laryngectomy 
due to swallowing problems is very rare. Good candidate 
select ion is essent ial to achieve sat isfactory oncologic and 
funct ional results and the candidates should be evaluated 
based on the experience of each team.
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