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ABSTRACT

Laryngeal carcinoma is the most common cancer affecting the head
and neck region. It is most predominant in men in the fifth and sixth
decades of life. Squamous cell carcinoma constitutes the majority of

laryngeal malignancies.

This study aimed at production of an accurate registry of laryngeal
carcinoma cases received by the pathology department in El Kasr El Aini
Hospital during the period from January 2004 till December 2008, with
re evaluation of all the slides histologically. 297 cases were collected.
The patient's age ranged from 23 to 90 years with male predominance
(95.6%). 126 cases (42.4%) were transglottic, 91 cases (30.6%) were
supraglottic, 73 cases (24.6%) were glottic, and 7 cases (2.4%) were
subglottic. The predominant histopathologic type was sguamous cell

carcinoma (99.7%).

This work may be put as a nucleus and linked with other registries

of laryngeal carcinomain different governoratesin Egypt.
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INTRODUCTION

Laryngeal carcinoma isthe most common cancer affecting the head
and neck region (Jones et al., 2004), The incidence of laryngeal cancer
ranges from 2.5 to 17.2 per 100,000 per year and it represents
approximately 3% of new malignancy diagnosed annually worldwide
(Connor, 2007).

In Egypt, laryngeal cancer occupied the first rank among all the
respiratory cancers (27.84%) and the tenth rank among all the total
cancers (1.77%), in cancer registry performed by NCI 2003-2004
(Mokhtar et al., 2007).

Incidences throughout different regions of the world vary
considerably. Southern and eastern Europe, South America, and western
Asia have the highest incidence (Parkin et al., 2005). Japan, Norway and
Sweden have the lowest incidence (Mastronikolis et al., 2008).

Larynx cancer is predominantly a cancer of men, in whom it
comprises 2.4% of cases and 2.1% of deaths. (Parkin et al., 2005). The
peak incidenceisin those aged 50-60 years (I gbal et al., 2007).

Smoking, particularly of cigarettes and alcohol consumption are the

major risk factors for laryngeal cancer (Coupland et al., 2009).

There are four major types of laryngeal carcinoma: glottic,

supraglottic, subglottic, and transglottic carcinomas (Rosai, 2004).



