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CONCLUSION

The analysis of success and failure in the treatment of
squamous cell cancer of the larynx is a difficult task because
of the shortcomings of the actual staging system and the
general lack of randomised prospective controlled studies.
The indication to use the systemic approach of chemotherapy
to solve the overwhelmingly local problem of non-advanced
glottic cancer should be backed by statistical evidence of
increased local control and survival. At the moment, there is
no evidence that chemotherapy is a valid alternative to sur-
gery and/or radiotherapy in non-advanced and little evidence
in advanced glottic cancer. The patient even risks losing a
potentially curative surgical option by tumour progression
under chemotherapy. Chemotherapy should be used in well-
defined, controlled clinical trials only—the most promising
way to confirm potential advantages of chemotherapy in the
local and systemic therapy concept of glottic cancer.

1. Curwen MP, Kennaway EL, Kennaway NM. The incidence of
cancer of lung and larynx in urban and rural districts. Br ¥
Cancer 1954, 8, 181.

2. Shapshay SM, Hybels RL. Treatment of cancer of the larynx.
Otolaryngol Clin N Am 1985, 18, 461-468.

3. Sasaki C, Carlson RD. Malignant neoplasms of the larynx. In
Cummings CW, Fredrickson JM, Harker LA, Krause CJ,
Schuller DE, eds. Orolaryngology—Head and Neck Surgery. St
Louis, Toronto, CV Mosby, 1986, 1987-2017.

4. Vokes EE. Combined modality therapy of solid tumors. Lancet
1997, 349(Suppl. II), 4-6.

5. Laccourreye O, Weinstein G, Brasnu D, ez al. A clinical trial of
continuous cisplatin—fluorouracil induction chemotherapy and
supracricoid partial laryngectomy for glottic carcinoma classified
as T2. Cancer 1994, 74, 2781-2790.

6. Laccourreye O, Salzer SJ, Brasnu D, Shen W, Laccourreye H,
Weinstein GS. Glottic carcinoma with a fixed true vocal cord:
outcomes after neoadjuvant chemotherapies and supracricoid

Current Controversies in Cancer

partial laryngectomy with cricohyoidoepiglottopexy. Orolaryngol
Head Neck Surg 1996, 114, 400—406.

7. Laccourreye O, Bassot V, Naudo Ph, Jouffre V, Brasnu D,
Laccourreye H. Chimiotherapie cisplatine—flurouracile dans les
cancers epidermoides a point de depart glottique classes T2.
Ann Oto-Laryngol Chir Cervicofac (France) 1994, 111, 281-291.

8. Laccourreye O, Bassot V, Brasnu D, Jouffre V, Menard M,
Laccourreye H. Chimiotherapie exclusive dans les cancers de la
corde vocale T1-T3NO en reponse clinique complete apres
traitement neo-adjuvant cisplatine—fluorouracile. La Presse Med-
icale 1995, 24, 337-1340.

9. Laccourreye O, Brasnu D, Bassot V, Menard M, Khayat D,
Laccourreye H. Cisplatin—fluorouracil exclusive chemotherapy
for T1-T3NO glottic squamous cell carcinoma complete clinical
responders: five-year results. ¥ Clin Oncol 1996, 14, 2331-2336.

10. Laccourreye H. Cancers limites de I’étage glottique du larynx et
chimiotherapie exclusive-15 ans d experience. Bull Acad Natl
Med 1997, 181, 641-649.

11. Laccourreye H. La chirurgie partielle des epitheliomas de ’étage
glottique. Evolution de nos indications. Bull Acad Nail Med
1993, 177, 1333-1340.

12. Sheen T-S, Ko J-Y, Chang Y-L. Partial vertical laryngectomy in
the treatment of early glottic cancer. Ann Otol Rhinol Laryngol
1998, 107, 593-597.

13. Hotz MA, Bosq J, Zbaeren P, et al. Spontaneous apoptosis and
the expression of p53 and Bcl-2 family proteins in locally
advanced head and neck cancer. Arch Otolaryngol Head Neck
Surg 1999, 125, 417-422.

14. Department of Veterans Affairs Laryngeal Cancer Study Group.
Induction chemotherapy plus radiation compared with surgery
plus radiation in patients with advanced laryngeal cancer. N Engl
F Med 1991, 324, 1685-1690.

15. Lefebre JL, Chevalier D, Luboinski B, Kirkpatrick A, Laurence
C, Sahmoud T. Larynx preservation in pyriform sinus cancer:
preliminary results of a European Organization for Research and
Treatment of Cancer phase III trial. ¥ Nail Cancer Inst 1996, 88,
890-898.

16. Domenge D, Bourhis J, Pignon JP. Meta-analyse sur le role de la
chimiothérapie dans les carcinomes epidérmoides des voies
aéro-digestives supérieures localement avancés. Presented at the
Annual Meeting of the French ORL Society in Paris, 15 Octo-
ber 1998.

PII: S0959-8049(99)00129-X

Arbiter:

M. Kasler and E. Remenar

Head and Neck, Maxillofacial and Reconstructive Surgery Department, National Institute of Oncology,
Rath Gyorgy Str 7-9, H-1122, Budapest, Hungary

TREATMENT OF head and neck cancer has traditionally been
surgery and/or radiotherapy depending on the site and extent
of the tumour. Chemotherapy has been reserved for pallia-
tion. In recent years, however, in order to improve loco-
regional control, organ preservation and survival, induction
chemotherapy has also been introduced in the multimodality
treatment of head and neck including laryngeal cancers [1-6].

W. Mendenhall and M.A Holtz have expressed their
opposing views regarding the impact of chemotherapy as first
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and single treatment for glottic cancer. Mendenhall is aware
that only a small number of early-stage glottic cancers will be
cured with chemotherapy alone, but expects to select by
the tumour response potentially radiosensitive, otherwise
unfavourable high-volume tumours for successful radio-
therapy. Hotz however, argues that glottic cancer can effec-
tively be treated by local therapies, therefore the use of
chemotherapy means an insufficient treatment at a consider-
able cost and systemic side-effects.

Treatment of glottic cancer depends primarily on localisa-
tion and stage of the tumour, influenced by preferred treat-
ment traditions originating from geography- and speciality-
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derived differences. Over 60% of glottic cancers are dis-
covered at an early (T1, T2) stage, and treated with curative
intent using single modality therapies with an organ pres-
ervation success rate of 75-97%. Controversy still exists
between surgeons [7-13] and radiotherapists [14-17] on the
priority of methods. Following either treatment, however,
local recurrence remains an important problem especially in
T2 diseases [2, 6,9, 12]. Advanced, resectable glottic cancers
can be treated with radical surgery followed by radiotherapy
or, in order to preserve the larynx, with radiotherapy first and
surgery for salvage [3,6,9,11,17].

One must also keep in mind when choosing therapy that
patients treated successfully for their glottic cancer face an
increased incidence (3-5% per year) of developing second
primary malignancies in the upper aerodigestive tract. Con-
sequently, repeated treatments in the same region might be
necessary in the future life of the patient [18]. The effective-
ness of these is one of the most important factors determining
survival [15,19-21]. No data exist regarding the influence of
induction chemotherapy on the development and response to
therapy of the second primary cancers.

For all of the above-mentioned reasons the search for new,
more effective treatment modalities continues. Theoretically,
induction chemotherapy has several advantages including:
minimal risk of developing drug resistance, reduction of the
primary tumour in size, better local control and safer organ
preservation, identification of patients with responding
lesions as those who might benefit from radiotherapy and
treatment of occult metastatic disease [4, 6,22].

Constant attempts to develop reliable prognostic histolo-
gical or serum markers regarding the expected biological
behaviour, including radio- and chemosensitivity of the
tumours have not yet provided satisfying results [23-28].

In the absence of prospective randomised trials in early-
stage cases, limited data of the results in advanced cases, and
without reliable prognostic markers it is difficult to support
either view on the potential benefits of induction chemo-
therapy in glottic cancer. Results of traditional surgery and
radiotherapy, especially in early cases, are relatively good.
Therefore, until more proof is found in favour of induction
chemotherapy, it should be used according to well-defined
protocols only, and in centres of highly developed practice in
traditional therapies. The evaluation of results of prospective,
randomised clinical trials and the improving biological sta-
ging methods of the tumours by new predictive factors will
hopefully make it possible to select the right patients for the
right treatment modalities in the future.
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