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ABSTRACT

Objective: Reliable alternative methods in performing transoral surgery for early-stage glottic cancer are of clinical importance for easy
accessibility and widespread use. The purpose of this study is to compare the oncological outcomes of transoral excision with a laryngeal
monopolar cautery with those using the rigid CO2 laser and to show the effectiveness of both methods with evidence.

Methods: Patients who were diagnosed with early-stage T1 glottic laryngeal cancer between January 2000 and October 2014 and those
who underwent a transoral excision with either a CO2 laser or laryngeal monopolar cautery were included. Five-year overall survival (OS), dis-
ease-free survival (DFS), disease-specific survival (DSS), larynx preservation (LP) rate, duration of the operation, and length of hospital stay
were calculated for the group comparison. Subgroups, which are composed of patients with T1a, T1b, and anterior commissure involvement,
were also compared. In addition, the 10-year survival rates of the patients in the cautery group were examined.

Results: In total, 56 patients (25 who underwent surgery with a cautery and 31 with a CO2 laser) were included in the study. The five-year
OS rates of the cautery and CO2 laser groups were 92.0% and 96.8%, and the LP rates were 95.8% and 96.6%, respectively. The 5-year DSS
rates were 100.0% for both groups. No statistical difference was observed between the groups and subgroups. The 10-year OS and DSS rates
for the cautery group were 80.0% and 96.0%, respectively.

Conclusion: Similar oncological outcomes were obtained in both methods. The results of this study indicate that the use of a laryngeal mo-
nopolar cautery is a reliable alternative method in cases where laser is not available.
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even if their true preference is transoral surgery. Thus, in
case of necessity, different methods should be considered
as alternatives to laser excision for performing transoral sur-
geries. The use of cold instruments is a reasonable option
but has some disadvantages, such as leakage-type bleed-
ing, difficulty in visual assessment because of field staining
by blood, difficulties in the evaluation of tumor margins,
and possible tumor seeding problems. Laryngeal monopolar
cautery has bleeding control capability and is also available
in almost every center. Thus, it can be considered another
alternative method.

Introduction

Early-stage glottic tumors can be treated with either a surgery
or radiotherapy (RT). Compared with open surgery, RT is pre-
ferred by patients and institutions as a treatment of choice.
Meanwhile, the transoral excision of early-stage glottic tu-
mors is more advantageous than open surgeries in many ways.
Therefore, it represents an important surgical alternative of RT.
Thus, easy access and widespread use of transoral surgeries
are clinically important.

Although transoral surgeries for laryngeal tumors can be
performed in several ways, laser excision is the gold stan-

dard. However, the cost of laser is the biggest obstacle toits I this study, we aim to compare the oncological outcomes

extensive use. Whereas RT is available in almost every city
in many countries, laser procedures are not always available.
Such anissue may reduce the treatment options of patients,
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of transoral excision with a laryngeal monopolar cautery with
those of arigid CO, laser and to show the effectiveness of both
methods in treating stage 1 glottic tumors.
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Methods

Patients diagnosed with early-stage T1 glottic laryngeal cancer
at our tertiary referral institution between January 2000 and
October 2014 and those who underwent a transoral excision
with either a CO, laser (Limmer Laser GmbH, Berlin, Germany)
or laryngeal monopolar cautery (Valleylab, Boulder, CO, USA)
were retrospectively evaluated. Patients who were withina T
stage other than T1 (e.g., Tis and T2), who had neck or distant
metastasis, who underwent any previous treatment for laryn-
geal cancer (surgery and/or RT), and whose follow-up time
was less than 60 months (except those who died) were not
included in the study. The exclusion criteria were as follows:
histopathological subtypes other than squamous cell carci-
noma (SCC) and its variants, dysplasia, patients who were lost
of follow-up, and incomplete data. The method of treatment
was discussed at a multidisciplinary tumor board meeting. All
procedures were performed by the same surgical team in the
same institution under general anesthesia. The study protocol
was approved by Kocaeli University Ethics Committee (KU/
GOAEK 2017/12.17; project number: 2017/247).

The patients were retrospectively divided in two groups: tran-
soral laryngeal monopolar cautery excision group (group 1)
and transoral CO, laser excision group (group 2). The reasons
for the use of cautery instead of laser were technical prob-
lems with the laser machine, patients who could not afford
the extra cost of laser, patient preferences, and any possible
laser safety problems. All patients were evaluated by preop-
erative laryngoscopy and imaging modality (computed to-
mography or magnetic resonance imaging), and staging was
performed with clinical and radiological data. Tumors were
staged in accordance with the criteria of the 8th edition of
the American Joint Committee on Cancer (2017). The extent
of cordectomy was reported in the surgical reports in accor-
dance with the classification proposed by the European Lar-
yngological Society (1, 2).

The age, sex, pathological diagnosis, TNM stage, anterior com-
missure (AC) involvement, cordectomy type, duration of the
operation, length of hospital stay, and additional and adjuvant
treatments were reviewed. The five-year overall survival (OS),
disease-free survival (DFS), disease-specific survival (DSS), and
larynx preservation (LP) rate were calculated for the groups
and subgroups. Ten-year survival rates were also calculated for
group 1.

OS is defined as the interval between the date of diagnosis
and the date of death from any cause. DFS is defined as the
interval between the date of diagnosis and the date of the

Main Points:

Nowadays, transoral approach is the main surgical way for
early glottic carcinoma, and transoral laser microsurgery
(TLM) is the gold standard for it.

However, TLM still has its own cost and is not available in ev-
ery city.

This study shows the oncological safety of laryngeal monop-
olar cautery use as an economic and reliable alternative cut-
ting tool for transoral approach to the larynx.
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first documented evidence of relapse at any site or death from
any cause. DSS was calculated from the date of diagnosis to
date of death from laryngeal cancer or the date of the last fol-
low-up. LP rate is defined as the rate of the patients who were
alive and had a functional larynx.

Surgical technique

All surgical procedures were performed via direct suspension
laryngoscopy using a surgical microscope (Zeiss, Oberkochen,
Germany) after general anesthesia. Before the procedure
started, the tumor was re-evaluated stagewise: a laryngeal
evaluation, including AC, subglottis, and ventricle assessments,
using rigid laryngeal telescopes (0°, 45°, and 70°) and a surgical
microscope.

In group 1, a laryngeal monopolar cautery with lower power
between 10 and 15 watts was used (Figure 1). Mucosal inci-
sions (anterior and posterior margins) of the vocal fold medial
surface (free edge) were performed with a lower power (8—12
watts) in cutting mode. The surgical margins were determined
as 3—4 mm. After the incisions, a minimum distance of 2 mm
was maintained between the tumor and excision margin. An
excision with lower power in cutting mode was also performed
in the lateral and subglottic areas. In these areas, the tumor
was followed under the surgical microscope, and the excision
was performed with a surgical margin of 5-7 mm.

Ingroup 2, arigid CO, laser was used at a power between 5 and
10 watts in a continuous-wave mode with a Sharplan micro-
manipulator. Mucosal incisions (anterior and posterior margins)
of the vocal fold medial surface were performed with a surgical
margin of 2-3 mm. In the lateral and subglottic areas, the tu-
mor was followed under the surgical microscope, and excision
was performed with a surgical margin of 5-7 mm.

In both groups, as it progressed from the mucosa to the deep
parts, a microscopic view and palpation with microlaryngeal in-
struments were used to evaluate the three-dimensional spread
of the tumors, and the margins were widened or narrowed ac-
cordingly. Of note, during the incisions, the incisions passed
through normal tissues, and the remaining tissues appeared
completely normal and did not contain suspected tumor tissue
(Figure 2). In cases with lesions close to the thyroid cartilage or
AC involvement, the inner perichondrium was included in the
resection, and excision was expanded up to the thyroid carti-

Figure 1. Laryngeal monopolar cautery: (a) use of the cautery, (b) view
of the field after excision
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Figure 2. View of the mucosal edges, tissue cuts, and tissue responses
during the surgery: (a) laryngeal monopolar cautery, (b) rigid CO, laser

lage. Cases with significant involvement of the inner perichon-
drium of the thyroid cartilage or suspected thyroid cartilage in-
volvement were excluded from the study. The surgical margin
was studied histopathologically from the surgical bed or both
the specimen and surgical bed, depending on the condition of
the case and the excision material used. Patients whose surgi-
cal margins were positive in the postoperative period and who
required additional treatments were excluded from the study.
A pathological evaluation was performed for all patients by the
same pathology department in our institution.

Follow-up

Follow-ups and postoperative feeding regimens were per-
formed in the same manner in both groups. The follow-up
examinations were performed every 1 to 2 months in the first
year. In the following two years, the patients were regularly ex-
amined every 3-6 months and then annually. During the fol-
low-up, the larynx was clinically assessed via rigid or fiberoptic
laryngoscopy. Direct laryngoscopy under general anesthesia
and excisional biopsies were performed only in suspicious re-
lapses or granulation situations.

Statistical analysis

Statistical analyses were performed using the Statistical Pack-
age for Social Sciences version 20.0 software (IBM Corp.; Ar-
monk, NY, USA). Data were evaluated for normal distribution
with the Kolmogorov-Smirnov test. For the survival analysis,
Kaplan-Meier and log-rank (Mantel-Cox) tests were per-
formed for between-group and in-group comparisons. Signifi-
cance was set at p<0.05.

Results

A total of 72 patients were included in this study. Of these pa-
tients, 32 underwent transoral surgery with a monopolar cau-
tery (group 1), and 40 underwent transoral surgery with a CO,
laser (group 2).

Group 1 (laryngeal monopolar cautery group)

A total of 32 patients treated with a monopolar cautery were
placed in group 1. The histopathological examination revealed
the presence of SCC or its variants in the entire group except
for two patients who were excluded from the study. Five pa-
tients who were lost to follow-up or had incomplete data were
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also excluded. Finally, 25 patients (1 woman and 24 men) were
included in group 1.

The mean age was 55.5 years (median, 55 years; range, 39-71
years). Nineteen patients were staged as T1a, and six were
staged as T1b. Nine of the 25 patients had AC involvement, and
16 had none. Type 1 to 5a cordectomies were performed to the
patients in this group. No extensive cordectomy other than type
5a (bb, 5¢, 5d, and 6) was found. The mean duration of the op-
eration was 55.6 minutes, and the mean length of hospital stay
was 2.4 days. There were no positive surgical margins. The mean
follow-up period was 164.8 months (range: 9-277 months).
Only two patients were followed up in less than 60 months (9
and 24 months) because of death from other causes.

The five-year OS, DFS, DSS, and LP in the entire group were
92.0%, 80.0%, 100.0%, and 95.8%, respectively. Two patients
died in this group during the first five-year follow-up period,
both from causes other than cancer (cardiopulmonary arrest).
Three of the 25 patients required additional interventions for
local recurrence: one was treated with RT, another one with
transoral laser microsurgery (TLM), and the last one with a total
laryngectomy (TL). A preoperative (prophylactic) tracheotomy
was performed for only one patient who had lung problems.
None of the patients required a postoperative tracheotomy or
had serious complications.

All patients in this group had more than a 10-year follow-up
time. The 10-year OS, DFS, and DSS rates in the entire group
were 80.0%, 72.0%, and 96.0%, respectively. Five of the 25
patients died during the 10-year follow-up period: 1 from can-
cer, and 4 from other causes.

All data of the group and the number of the events are sum-
marized in Table 1.

The OS, DFS, and DSS rates, respectively, of the patients in
terms of stage and AC involvement were as follows: 89.5%,
84.2%,and 100.0% in T1a; 100.0%, 66.7%, and 100.0% in T1b;
87.5%, 81.3%, and 100.0% in AC (-); and 100.0%, 77.8%, and
100.0% in AC (+). The patients who died from other causes
were T1aand AC (-) cases. The data of the group and the num-
ber of the events are summarized in Table 2.

Group 2 (rigid CO, laser group)

A total of 40 patients treated with CO, laser were placed in
group 2. The histopathological examination revealed the pres-
ence of SCC or its variants in the entire group except for one
patient who was excluded from the study. Three patients who
were lost to follow-up or had incomplete data and five cas-
es who underwent more extensive surgery other than type 5a
cordectomy (5b, 5¢, 5d, and 6) were also excluded. The exclu-
sion of the extensive cordectomies aims to provide a similar
distribution with group 1. Finally, 31 patients (1 woman and 30
men) were included in group 2.

The mean age was 61.3 years (median, 62 years; range, 44-79
years). Twenty-one patients were staged as T1a, and 10 were
staged as T1b. Fourteen of the 31 patients had AC involve-
ment, whereas 17 had none. Type 1 to 6 cordectomies were
performed to the patients in this group, but extensive cord-
ectomies other than type 5a (5b, 5¢, 5d, and 6) were exclud-
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ed from the study, as stated before. The mean duration of the
operation was 54.6 minutes, and the mean length of hospi-

Table 1. Demographic, clinical, and survival findings of the
laryngeal monopolar cautery vs. transoral laser microsurgery
patients. In the groups, a five-year survival analysis for stage and
anterior commissure involvement was performed in both groups

Cautery Laser
(Group 1) (Group 2) p
Age (mean) 55.5 61.3
Follow up time (mean months)  164.8 87.1
Total Number (n) 25 31
(100.0%) (100.0%)
T1a 19 21
(76.0%)  (67.7%)
T1b 6 10
(24.0%) (33.3%)
AC involvement (-) 16 17
(64.0%) (54.8%)
AC involvement (+) 9 14
(36.0%) (45.2%)
5-year OS (Total/Event n) 92.0% 96.8% 0.434
(25/2) (31/1)
5-year DFS (Total/Event n) 80.0% 80.6% 0.232
(25/5)  (31/6)
5-year DSS (Total/Event en) 100.0%  100.0% -
(25/0) (31/0)
5-year LP (Total/Event n) 95.8% 96.6%
(24/1) (30/1)
10-year OS (Total/Event n) 80.0% -
(25/5)
10-year DFS (Total/Event n) 72.0% -
(25/7)
10-year DSS (Total/Event n) 96.0% -
(25/1)

Event: Dead patients in OS, dead+recurrent patients in DFS
n: Number of patients, AC: Anterior commissure, OS: Overall survival, DFS:
Disease-free survival, DSS: Disease-specific survival, LP: Lrynx preservation
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tal stay was 2.7 days. There were no positive surgical margins.
The mean follow-up period was 87.1 months (range 12-143
months; one was below 60 months [12 months], which was
also the time of death).

The five-year OS, DFS, DSS, and LP in the entire group were
96.8%, 80.6%, 100.0%, and 96.6%, respectively. In this group,
one patient died from causes other than cancer during the
five-year follow-up period. Five of the 31 patients required
additional interventions for local recurrence: two were treated
with RT, two with TLM, and the last one with an open partial
laryngectomy. One patient required a TL after TLM. A post-
operative tracheotomy was not required for the patients, and
none of them had serious complications.

All data of the group and the number of the events are sum-
marized in Table 1.

The OS, DFS, and DSS rates, respectively, of the patients in
terms of stage and AC involvement were as follows: 95.2%,
76.2%, and 100.0% in T1a; 100.0%, 90.0%, and 100.0% in T1b;
94.1%, 82.4%, and 100.0% in AC (-); and 100.0%, 78.6%, and
100.0% in AC (+). The patient who died from causes other than
cancer was a T1a and AC (-) case. The data of the group and
the number of the events are summarized in Table 2.

Statistical analysis

No statistical differences were found in the 5-year OS and
DFS results between groups 1 and 2 (p = 0.434 and 0.232,
respectively). The DSS results were 100.0% for both groups.
There were again no differences between groups in terms of
duration of the operation (p = 0.808) and length of hospital
stay (p=0.913). In group 1, no statistical differences were found
between T1a vs. T1b and AC (=) vs. (+) when the OS and DFS
results were compared (p=0.42 and 0.226 for the stage; 0.281
and 0.959 for AC involvement, respectively). In group 2, no
statistical differences were also observed between T1a vs. T1b
and AC (=) vs. (+) when the OS and DFS results were com-
pared (p=0.49 and 0.715 for the stage; 0.364 and 0.841 for AC
involvement, respectively). The DSS results were also 100.0%
in all subgroups. The data show a normal distribution for both
groups. All comparisons and p values are also given in Tables 1
and 2.

Table 2. In group 5-year survival analysis for stage and anterior commissure involvement of the laryngeal monopolar cautery

and transoral laser microsurgery patients

(01 DFS
(n) (Total/event n) p (Total/event n) p DSS p
T1a (19) 89.5% (19/2) 84.2% (19/3) 0.296 100.00%
T1b (6) 100.0% (6/0) 66.7% (6/2) ‘ 100.00%
Cautery (Group 1) -
AC involvement (-) (16)  87.5% (16/2) 0.281 81.3% (16/3) 0.959 100.00%
AC involvement (+) (9)  100.0% (9/0) ‘ 77.8% (9/2) ' 100.00%
T1a (21) 95.2% (21/1) 76.2% (21/5) 0715 100.00%
T1b (10) 100.0% (10/0)) 90.0% (10/1) ' 100.00%
Laser (Group 2)
AC involvement (-) (17)  94.1% (17/1) 364 82.4% (17/3) 0.841 100.00%
AC involvement (+) (14) 100.0% (14/0) 78.6% (14/3) ' 100.00%

Event: Dead patients in OS, dead+recurrent patients in DFS

n: Number of patients, AC: Anterior commissure, OS: Overall survival, DFS: Disease-free survival, DSS: Disease-specific survival
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Discussion

The gold standard method for the transoral excision of laryngeal
tumors is the use of laser. This method has many surgical conve-
niences and advantages. Although it has been more extensively
used, it is still harder to reach and not available in every country,
and the cost of the procedure is high in many institutions. These
socioeconomic issues may narrow the treatment choices for
patients, even if their true preference is transoral surgery. De-
pending on the location of the clinic and socioeconomic levels,
patients’ positive approach to away-from-home treatments is
not easy and also difficult to be financed. TLM is common, espe-
cially in advanced centers, but it is still not available in every city
of developed countries, in developing countries except in the
big cities, and in under-developed countries except for a limited
number of centers. As mentioned above, as the economic level
of a country decreases, the number of patients decreases who
can afford the intercity travel, or who can pay for it, or who are
willing to travel long distances over the extended follow-up pe-
riods associated with these treatments. Moreover, treatments
such as RT, which usually requires good treatment compliance,
may be lacking. Therefore, although the use of laser has obvious
advantages, reliable alternative methods for transoral excisions
that can be accessed almost everywhere should also be taken
into consideration, especially in places where socioeconomic
conditions hinder the use of lasers. Some surgeons use cautery
besides laser as a transoral approach, but there is no evidence
to support this. One of the aims of this study was to show its
oncological effectiveness and safety.

A surgical excision with traditional cold instruments for tumors
is a well-defined method, but it has some disadvantages (3).
Cutting could be more difficult; hemorrhages obscure tissue
coloring, which leads to difficulties in tracking the tissues under
microscopic examination; and tumor seeding or viral contami-
nation may occur. Transoral robotic surgery (TORS), which also
uses cautery, and radiofrequency microdissection electrodes
endoscopic cordectomy (ECRM) are alternative transoral ap-
proaches to the larynx, but both require additional equipment,
cost more, and have limited accessibility (4, 5).

Laryngeal monopolar cautery excisions

Advantages: Laryngeal monopolar cautery is present in al-
most every center where surgical procedures are applied for
head and neck surgeries. It should be kept ready for reasons
such as bleeding control even if other procedures such as TLM
or TORS are chosen.

According to the results of this study, laryngeal transoral sur-
gery using laryngeal monopolar cautery excision seems to be a
suitable alternative method in terms of oncological outcomes.
towing to its widespread availability, the use of laryngeal mo-
nopolar cautery can allow more patients to undergo transoral
surgery, given socioeconomic conditions. Evidence-based and
opinion-based practices of the authors of this study support
that CO, laser has many advantages. However, providing an al-
ternative option to patients from low socioeconomic regions
and informing them about the availability and safety of cautery
cordectomy are important.

Monopolar cautery can also be combined with cold instru-
ments. For instance, mucosal incisions or areas where the sur-
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geon wants to cut with minimal artifact can be cut with cold
instruments, and cautery can be used for a bleeding-free sur-
gery in the remaining areas. Moreover, the tip of the monopolar
cautery can be angulated in different directions, or a cautery
with different tips may be used so that incisions can be made
at different angles relative to the tumor.

Disadvantages: The use of laryngeal cautery has similar dis-
advantages as in the other alternative methods other than a
rigid CO, laser. Such disadvantages include the presence of
additional instruments in the surgical field and the limitation
of visual exposure. However, when considering our experience
with flexible fiberoptic laser systems, we think that surgical
procedures and difficulties are similar to flexible tissue lasers
except for a little more tissue loss.

The cautery manipulation technique should be precise, and
special caution should be used when the cautery is active. Un-
expected lacerations and minimal damage may occur, and the
cautery should not penetrate to the other surgical areas. An
arm support should also be used. The use of it requires experi-
ence, but the experience needed for the delicate manipulation
of a rigid CO, laser, flexible fiberoptic laser systems, and cau-
tery looks similar.

Voice considerations

Although voice outcomes and vocal cord tissue damage were
not compared in the current study, similar results can be ob-
tained when the above-mentioned factors in the ECRM sec-
tion are considered (6). This expectation is based on our expe-
rience as this study did not examine the voice quality results
of surgical and non-surgical treatment options. Although the
voice quality would be greater with a delicate surgery, alterna-
tive treatment options may be considered for patients who are
professional voice users.

Pathologic considerations

The surgical margin in early-stage glottic carcinoma is still a
matter of debate (7). In our institution, we aim to achieve a
2-mm margin on the medial surface of the vocal cord. We also
consider a surgical margin above 1 mm adequate. On the lateral
surface, our aim is at least 4-5 mm, or, although closer to the
border, we also aim to have a barrier, such as a perichondrium.
In the AC region, we prefer to include Broyle's ligament in our
resection up to the thyroid cartilage to obtain the maximum
surgical margin, examine the thyroid cartilage, and evaluate
any possible invasion. Theoretically, the surgical margin is actu-
ally estimated to be higher in lasers and even higher in cautery.
Because of the electric current and hand movements, a tissue
loss up to 1 mm can occur at the edges of the specimen.

Oncological results and comparisons

The findings of this study indicate the oncological reliabil-
ity of the monopolar cautery. When compared with the rigid
CO, laser, no statistically significant difference was observed
in any survival parameters. All patients in group 1 had more
than 10 years follow-up time. The 10-year OS and DSS rates
of the patients with cautery excision were 80.0% and 96.0%,
respectively. These values provide evidence on the long-term
oncological reliability of the method. Although no statistical
significance was found, the survival rates of the patients with
T1b cancer were slightly higher than those of patients with T1a
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cancer. This result might be due to the distribution of patients
who died from causes other than cancer. Another explanation
for this might be the better evaluation of the AC area and re-
section to the thyroid cartilage because tumors reaching the
AC and extending to the other vocal cords are worse. Tumors
confined to a single vocal cord may also be relatively under-
estimated. The results were similar when we evaluated only
according to the AC involvement. As mentioned above, no
statistically significant difference in terms of stage and AC in-
volvement was found. Although the purpose of this study was
not to compare bilateral tumors and tumors involving the AC,
there is no significant survival disadvantage for transoral ap-
proaches when a careful resection is performed.

Limitation and Strengths

Although the current study adds significant findings to the
available literature on the oncological outcomes after larynge-
al monopolar cautery excision, it has several limitations. First,
its retrospective design was the main limitation. Second, all
available alternative methods for transoral surgery have not
been compared. We have much experience with rigid and flex-
ible laser systems and cautery, moderate experience with cold
excisions, and no experience with ERCM. Third, issues such
as the required surgical margin, management of the close or
positive margin, and cordectomy types according to the lesion
have not been evaluated because we first aimed to demon-
strate effectiveness regarding the oncological results of laryn-
geal monopolar cautery by comparing them with those of the
standardized CO, laser. Finally, the study being a single-center
one may have limited the generalization of our results. None-
theless, having patients managed by the same surgical team
at the same center with the same evaluation protocol and fol-
low-up procedures may be considered one of the strengths of
this study. Furthermore, the long-term results of 10 years can
be assumed to be a requirement for early-stage glottic tumors
that can achieve a high degree of cure and are presented in this
study for laryngeal monopolar cautery.

The voice outcomes between these groups can be studied in
the future. A comparison with more patients will strengthen
the results of the study. However, as the p values were not
close to the significance value, the number of patients can be
sufficient for evaluation.

Laser excision is considered the gold standard in transoral la-
ryngeal surgery. However, it is costly, and low accessibility is
still the biggest obstacle to its widespread use. For this reason,
alternative transoral excision methods that can be accessed al-
most everywhere should be taken into consideration, especial-
ly in places where socioeconomic conditions are not suitable
for laser use. Because of its widespread availability, the use of
laryngeal monopolar cautery can allow more patients to under-
go transoral surgery, considering socioeconomic conditions. In
this study, the oncological effectiveness of this method was
presented with 5-year and 10-year survival data. Considering
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the results of this study, an excision with laryngeal monopo-
lar cautery is an oncologically safe alternative procedure com-
pared with the CO, laser.
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