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CONTACT REFERENCES

8 patients with recurrent larynx cancer (after radiation with or without chemotherapy) and no metastasis were seen in our clinic. 

These patients were evaluated in a multidisciplinary clinic and were presented at our head and neck tumor board meeting. Our 

patients did not qualify for salvage partial laryngectomy due to size or location or tumor, preoperative swallowing dysfunction, 

or lung disease. We informed our patients that salvage total laryngectomy (TL) is the standard of care for treating recurrent 

larynx cancer after radiation +/-chemotherapy and was recommended for them. We discussed that even after TL, there 

continues to be a significant recurrence risk for their cancer. However, we discussed that TL also offers a potentially curative 

intent, while systemic therapy (chemotherapy or immunotherapy) is only considered palliative. Patients were told that if they 

declined surgery, that our goals would shift to disease control and symptom management rather than cure. All patients met with 

our Speech Therapist to discuss expected postoperative outcomes.

After consideration, all of our included patients declined salvage TL. Reasons for refusal included concerns about functional 

outcomes, postoperative quality of life, their ability to tolerate a surgery due to medical comorbidities, or the possibility of 

recurrence after this potentially curative surgery.

Staging was confirmed with PET scan. The patients were started on single agent immunotherapy (pembrolizumab). If 

progression was seen after 3-4 rounds of immunotherapy, chemotherapy (carboplatin and 5 fluorouracil) was added to 

immunotherapy. We recorded patients’ demographics, initial cancer stage, initial cancer treatment, CPS values, need for 

tracheostomy, addition of chemotherapy to immunotherapy, median progression-free survival (PFS) for responders, common 

terminology criteria for adverse events (CTCAE), and response to therapy. 

METHODS AND MATERIALS

INTRODUCTION

Immunotherapy monotherapy for patients with recurrent nonmetastatic larynx cancer who 

refuse salvage total laryngectomy
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Objectives/Hypothesis: Total laryngectomy has traditionally been recommended for patients with recurrent larynx cancer 

after radiation or chemoradiation. Some patients refuse salvage surgery. Historically, these patients have been placed on 

hospice or palliative chemotherapy. Immunotherapy has recently added another treatment modality to our armamentarium.

RESULTS

The average age of our patient was 72 years old (Table). Of our 8 patients, 62.5% (n=5) were African American, while 37.5% 

(n=3) were Caucasian. Most had early (stage 1 or 2 disease) at the time of initial diagnosis.  75% (n=6) had radiation alone as 

their initial treatment, while 25% (n=2) had chemoradiation. All of these patients had high CPS scores (>1). 37.5% (n=3) of our 

patients progressed on 3-4 rounds of immunotherapy and are deceased. Chemotherapy was added to the regimen of 50% of the 

patients after poor response (progression of disease) on immunotherapy alone. Glottis and supraglottis were the most common 

location of initial disease and recurrent disease.

75% (n=6) of the patients on immunotherapy with chemotherapy have been living 12-15 months after initiating salvage 

treatment. Median PFS for responders after combined chemotherapy and radiation was 10.3 months. 

One patient (12.5%) has had a long-lasting positive response to immunotherapy alone with nearly no measurable tumor on 

imaging. She has been on immunotherapy for 20 months with no progression of disease.

75% (n=6) of our patients needed tracheostomy while on salvage treatment. 

There were no Grade 3, 4, or 5 common terminology criteria for adverse events (CTCAE). 37.5% (n=3) of patients had grade 1 

CTCAE, and one patient (12.5 %) had a grade 2 CTCAE. Half of the CTCAE were in patients that received only chemotherapy, 

and half of the patients that experienced CTCAE received chemotherapy and immunotherapy.

DISCUSSION

8 patients with recurrent larynx cancer (after radiation with or without chemotherapy) and no metastasis were seen in our 

clinic. These patients were evaluated in a multidisciplinary clinic and were presented at our head and neck tumor board 

meeting. Our patients did not qualify for salvage partial laryngectomy due to size or location or tumor, preoperative 

swallowing dysfunction, or lung disease. We informed our patients that salvage total laryngectomy (TL) is the standard of 

care for treating recurrent larynx cancer after radiation +/-chemotherapy and was recommended for them. We discussed that 

even after TL, there continues to be a significant recurrence risk for their cancer. However, we discussed that TL also offers a 

potentially curative intent, while systemic therapy (chemotherapy or immunotherapy) is only considered palliative. Patients 

were told that if they declined surgery, that our goals would shift to disease control and symptom management rather than 

cure. All patients met with our Speech Therapist to discuss expected postoperative outcomes.

After consideration, all of our included patients declined salvage TL. Reasons for refusal included concerns about functional 

outcomes, postoperative quality of life, their ability to tolerate a surgery due to medical comorbidities, or the possibility of 

recurrence after this potentially curative surgery.

Staging was confirmed with PET scan. The patients were started on single agent immunotherapy (pembrolizumab). If 

progression was seen after 3-4 rounds of immunotherapy, chemotherapy (carboplatin and 5 fluorouracil) was added to 

immunotherapy. We recorded patients’ demographics, initial cancer stage, initial cancer treatment, CPS values, need for 

tracheostomy, addition of chemotherapy to immunotherapy, median progression-free survival (PFS) for responders, common 

terminology criteria for adverse events (CTCAE), and response to therapy. 

Our patients with nonmetastatic recurrent larynx cancer were found to have high CPS scores, which suggests favorable 

response to immunotherapy. Most patients with recurrent larynx cancer on immunotherapy required a tracheostomy. These 

patients had poor response on immunotherapy alone, but had prolonged survival with added chemotherapy. Salvage 

laryngectomy is the only curative option for these patients, but for those patients that refuse surgery, chemotherapy with 

immunotherapy has better results than immunotherapy alone. Our results reveal a possible clinical phenomenon, which needs 

to be confirmed by large sample studies.

CONCLUSIONS

Patient

race/

sex age

previous 

XRT trach initial stage 

chemo 

with 

immuno

? CPS status

time after 

immuno started 

that chemo was 

added chemo agent

Progression-free 

survival for 

responders (after 

starting chemo) CTCAE

Subsite of initial 

larynx cancer

Subsite of recurrent 

larynx cancer

A

AA

M 81 yes yes T3N1M0 no 32

deceased after 

9 months NA NA NA Grade 1

glottis and 

supraglottis

glottis (anterior 

commissure and 

thyroid cartilage)

B WM 86 yes yes T1bN0M0 no 17

deceased after 

11 months NA NA NA Grade 2 glottis  

glottis and 

supraglottis

C WM 66 yes yes T2N0M0 no 21

deceased after 

12 months NA NA NA NA supraglottis supraglottis

D

AA

M 54 yes yes T2N0M0 yes 9

living after 13 

months 12 weeks

carboplatin,      

5 fluorouracil 10 months Grade 1 subglottis sugblottis and glottis

E

AA

M 72 yes yes T1N0M0 yes 14

deceased after 

15 months 10 weeks

carboplatin,      

5 fluorouracil NA NA supraglottis supraglottis

F

AA

F 71

yes + 

chemo yes T2N1M0 yes 24

living after 15 

months 11 weeks

carboplatin,      

5 fluorouracil 12 months Grade 1 supraglottis supraglottis

G WM 84 yes no T2N0M0 yes 16

living after 12 

months 13 weeks

carboplatin,      

5 fluorouracil 9 months NA

glottis and 

supraglottis

glottis (anterior 

commissure and 

thyroid cartilage)

H

AA

F 65

yes + 

chemo no T3N0M0 no 6

living after 20 

months NA NA 17 months NA

glottis and 

supraglottis

supraglottis and 

glottis
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