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Single Stage Transoral Cordectomy and
Medialization Thyroplasty in Early Glottic
Squamous Cell Carcinoma: A Case Report

ABSTRACT
Objective: To present the case of a 78-year-old man with Glottic SCCa stage | who underwent
single stage transoral cordectomy type IV with medialization thyroplasty under general
anesthesia.

Methods:
Design:  Case Report
Setting:  Tertiary Government Training Hospital

Patient: One

Results: Postoperatively, patient was able to phonate and gave a VHI score of 12 and GRBAS
score of 4. He was able to resume oral feeding without any signs of aspiration. Postoperative
flexible laryngoscopy showed fully mobile vocal cords with good approximation in the midline.

Conclusion: This report suggests that vocal cord medialization via thyroplasty may be performed
after cordectomy in a single stage, providing acceptable postoperative voice as well as good
swallowing outcome.
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Laryngeal Squamous cell carcinoma (SCCa) is one of the most common malignancies of
the head and neck. In the Philippines, it ranked 17 with an incidence rate of 1% in both sexes,
the 10t most common among men (3%), and the 21% among women (0.5%).' With the advent of
endoscopy, diagnosis of early (T1-T2) laryngeal SCCa enabled surgeons to manage these patients
early in the course of the disease.? With deeper knowledge of laryngeal compartmentalization as
well as early diagnosis, the management of early glottic SCCa has shifted from total laryngectomy
to larynx-preserving surgery.?
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Transoral Cordectomy is the mainstay of treatment for early glottic
SCCa. It provides excellent local control and laryngeal preservation.?
Although it is considered superior compared to other modalities, it
has its disadvantages. Postoperative complications such as dysphonia
and aspiration are correlated with the amount of tissue resected.*
Type Il and IV cordectomy, which involve trans muscular approach
and total cordectomy respectively, are associated with persistent
dysphonia postoperatively.> One way to address these postoperative
complications is by medialization via type | thyroplasty.® The current
practice in applying this technique after cordectomy is to wait for at
least 6 -12 months to allow for adequate wound healing as well as
postoperative surveillance for tumor recurrence.* However, during
the interval prior to planned phonosurgery, patients may suffer from
postoperative dysphonia and aspiration resulting in decreased quality
of life and a higher incidence of complications.

In this report, we present our case of a 78-year-old man diagnosed
with stage | Glottic SCCa (TTNOMO) who underwent transoral
cordectomy type IV combined with medialization thyroplasty in a
single stage approach. To the best of our knowledge, such procedures
done in a single stage setting have not been previously reported.

CASE REPORT

A 78-year-old man consulted at our out-patient clinic with a
6-month history of hoarseness and Voice Handicap Index (VHI) of 46
with GRBAS score of 11 (G3R2B2A2S2) without any signs of dyspnea
nor dysphagia. He was a known smoker and alcoholic beverage drinker
with no familial history of carcinoma.

Indirect laryngoscopy revealed a white plaque on his left vocal cord.
Neck examination was unremarkable. Laryngeal computed tomography
(CT) showed a soft tissue prominence of the left glottic cord relative to
the right with no enlarged lymph node seen. (Figure 1) He underwent
direct laryngoscopy with biopsy that showed a diffuse whitish plaque
extending from the anterior to posterior part of the left true vocal cord
and a white plaque at the anterior 1/3 of the right true vocal cord.
(Figure 2) Histopathological report revealed keratinizing squamous cell
carcinoma of the left vocal cord and squamous metaplasia on the right.
We diagnosed glottic SCCa stage | (T1a NO MO). A single stage transoral
type IV cordectomy of the left with simultaneous medialization
thyroplasty under general anesthesia was planned.

Our patient underwent cordectomy type IVunder direct suspension
laryngoscopy. While maintaining direct suspension, we proceeded with
vocal cord medialization type | thyroplasty type using Gore-Tex implant
(Figure 3,4) maintaining an intact inner perichondrium. Postoperatively,
our patient was able to phonate and resume oral feeding. No dyspnea
nor aspiration were noted. Postoperative flexible laryngoscopy showed

CASE REPORTS

Vor.36 No. 2 Jury - Decemser 2021

fully mobile vocal cords with good approximation in the midline on
phonation. The patient was discharged on his 3 hospital day.

He was followed up every month based on the National
Comprehensive Cancer Network (NCCN) guidelines. Flexible endoscopy
and FEES done after 1 month (Figure 5) and 3 months (Figure 6) post-
surgery yielded no aspiration and no tumor recurrence. On both

Figure 1. Laryngeal CT scan with contrast, axial view, showing a
soft tissue prominence of the left glottic cord relative to the right.

Figure 2. Intraoperative direct laryngoscopy findings showing
a diffuse whitish plaque at the anterior 2/3 of the left true vocal
cord extending anteriorly, sparing the anterior commissure, and
posteriorly, sparing the vocal process of the arytenoid. The white
blob on the anterior 1/3 of the right true vocal cord was mucoid
material that was easily removed with a cottonoid swab without
any underlying mucosal findings. L, left; R, right; A, anterior; P,
posterior.
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Figure 3. A. Marking of tracheal window on the left thyroid cartilage; and B. Tracheal window
created, with intact perichondrium seen in the window. A, anterior; P, posterior; S, superior; |,
inferior.

Figure 4. A. Goretex implant inserted through the tracheal window allowing medialization of the
remaining left glottis; and B. Translaryngeal inspection via direct suspension laryngoscopy showing
medialization of left glottis.

Figure 5. One-month postoperative flexible laryngoscopy showing mobile true vocal cords with
A. good glottic closure; and B. full abduction; note pooling of saliva.

Figure 6. Three-month postoperative flexible laryngoscopy showing fully mobile vocal cords with
A. good glottic closure; and B. full abduction; no pooling of saliva noted.
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occasions, a VHI score of 12 and GRBAS score of 4 (GTR1B0A1S1) was
obtained showing significant improvement in dysphonia.

DISCUSSION

Based on the NCCN 2020 guidelines, the recommended treatment
options for patients with early glottic SCCa (T1) include endoscopic/
open resection, partial laryngectomy, or radiotherapy.” Whereas
different studies argue the superiority of one treatment modality
over another, the choice depends on the patient’s wishes, anticipated
functional outcome, reliability of follow-up, and general medical
condition. These options were presented to the patient, and he opted
for transoral cold steel cordectomy.

Transoral microsurgery is associated with several postoperative
complications due to the extent of the surgical approach. Resulting
glottic incompetence causes dysphonia and aspiration.®* These
complications are especially associated with type IV cordectomy,
which includes complete cordectomy that extends from the vocal
process to the anterior commissure, and type V cordectomy, which is
an extended cordectomy encompassing a contralateral cord (Type Va)
or the arytenoid (Type Vb).* The incidence of postoperative aspiration
occurs at a rate of 2.1% to 11.5% in various studies.'®™ These resulting
complications are usually managed conservatively with voice therapy
and speech rehabilitation. However, this only marginally attenuates
complications due to the wide glottic gap resulting from the procedure.
In these cases, medialization thyroplasty is commonly performed to
ameliorate glottal closure.?

Historically, type | thyroplasty or medialization thyroplasty which
was popularized by Isshiki is used in patients with disease causing
imperfect closure of the glottis during phonation such as vocal cord
paralysis or atrophy.® Recent applications of this procedure include the
management of patients who develop postoperative dysphonia after
cordectomy for laryngeal carcinoma.™ The timing of thyroplasty after
cordectomy is usually 6-12 months to allow for scar maturation and for
surveillance of tumor recurrence.”'*'® Moreover, maintaining an intact
perichondrium is crucial to preserve laryngeal compartmentalization
and intralaryngeal barriers.'"” Performing medialization thyroplasty
after cordectomy is widely documented in literature.'®'* However, to the
best of our knowledge, these two procedures have not been performed
in tandem for early glottic SCCa, based on a search of HERDIN Plus, the
ASEAN Citation Index (ACI), the Global Index Medicus - Western Pacific
Region Index Medicus (WPRIM) and Index Medicus of the South East
Asia Region (IMSEAR), the Directory of Open Access Journals (DOAJ),
PubMed MEDLINE, Google Scholar, and Cochrane Library using the
keywords (“single-stage” AND ‘“cordectomy” AND [“medialization
thyroplasty” OR “thyroplasty type I"]).
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In our case, we performed a single stage transoral cordectomy
together with medialization thyroplasty and achieved good
postoperative outcome. We believe that this combined technique is
an acceptable option for the management of early stage glottic SCCa
especially in patients who cannot tolerate or are unable to undergo a
second stage procedure. More importantly, this combined technique
may enable the surgeon to improve dysphonia immediately and
simultaneously prevent if not eliminate aspiration symptoms post-
surgery. We hope that more cases will support our experience.
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