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Abstract A classiWcation of laryngeal endoscopic cordectomies, which included eight diVerent types, was Wrst
proposed by the European Laryngological Society in 2000.
The purpose of this proposal of classiWcation was an
attempt to reach better consensus amongst clinicians and
agree on uniformity in reporting the extent and depth of
resection of cordectomy procedures, to allow relevant comparisons within the literature when presenting/publishing
the results of surgery, and to recommend the use of guidelines to allow for reproducibility amongst practicing laryngologists. A total of 24 article citations of this
classiWcation have been found through the science citation
index, as well as 3 book chapters on larynx cancer surgery, conWrming its acceptance. However, on reXection,
and with the passage of time, lesions originating at the
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anterior commissure have not been clearly described and,
for that reason, a new endoscopic cordectomy (type VI) for
cancers of the anterior commissure, which have extended or
not to one or both of the vocal folds, without inWltration of
the thyroid cartilage is now being proposed by the European Laryngological Society Committee on Nomenclature
to revise and complete the initially reported classiWcation.
Keywords Endoscopic cordectomies classiWcation ·
European Laryngological Society · Glottic cancer

Introduction
The European Laryngological Society (ELS) Working Committee on Nomenclature proposed in 2000 [35] a classiWcation
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of diVerent laryngeal endoscopic cordectomies, so as to
reach better agreement and uniformity concerning the
extent and depth of resection of cordectomy procedures
(guidelines) and to oVer reproducibility to the majority of
laryngologists to allow relevant comparisons with the
literature when presenting/publishing the results of cordectomies. The classiWcation described eight types of cordectomies: a subepithelial cordectomy (type I), which is the
resection of the vocal fold epithelium passing through the
superWcial layer of the lamina propria; a subligamental
cordectomy (type II), which is the resection of the epithelium, Reinke’s space and the vocal ligament; transmuscular
cordectomy (type III), which proceeds through the vocalis
muscle; total cordectomy (type IV), which extends from
the vocal process to the anterior commissure. The depth of
the surgical margins reaches the internal perichondrium of
the thyroid ala, and sometimes the perichondrium is included
in the resection. Type Va cordectomy is an extended cordectomy encompassing the contralateral vocal fold and the
anterior commissure. Type Vb is an extended cordectomy,
which includes the arytenoids; type Vc encompasses the
subglottis; and type Vd includes the ventricle.
This classiWcation has been well received and is currently used by many authors: 24 articles making references
to the ELS classiWcation of cordectomy were found through
the science citation index [1, 4, 6, 13, 14, 24, 25, 27–34,
36–39, 41, 42, 49–51], as well as 3 chapters of major books
on larynx cancer surgery [3, 15, 16].
However, this classiWcation did not propose any speciWc
management for lesions originating in the anterior commissure, which have been included so far among the indications for type Va cordectomy (extended cordectomy
encompassing the contralateral vocal fold and the anterior
commissure). This situation was a source of discussion and
possible confusion when comparing results from diVerent
studies.
As a means to resolve this problem, a new cordectomy,
encompassing the anterior commissure and the anterior part
of both vocal folds, or type VI cordectomy is proposed by
the ELS Working Committee on Nomenclature.
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Fig. 1 View of the anterior commissure—frontal plane, human specimen larynx; Pet petiole, V ventricular fold, A anterior commissure,
Voc vocal fold

Fig. 2 CT scan—axial plane—glottic level

Description of the type VI cordectomy
Type VI cordectomy is indicated for cancer originating in
the anterior commissure (Figs. 1, 2), extended or not to one
or both vocal folds, without inWltration of the thyroid cartilage (Fig. 1a, b). This is an anterior commissurectomy with
bilateral anterior cordectomy (Fig. 3a, b). If the tumor is in
close contact with the cartilage, resection can encompass
the anterior angle of the thyroid cartilage. To remove the
Broyle’s ligament, the incision has to be started above the
insertion plane of the vocal folds, at the base of the epiglottic
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insertion, and is extended through the Broyle’s ligament.
To achieve this resection, it may be necessary to resect the
petiole of the epiglottis to ensure suYcient vizualization
(Figs. 4, 5a, b). Resection of the anterior commissure may
include the subglottic mucosa and the cricothyroid membrane [10], because cancers of the anterior commissure tend
to spread towards the lymphatic vessels of the subglottic
area [18]. In order to expose properly the anterior part of
the vocal folds, partial resection of the ventricular folds
may be necessary.
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Fig. 4 Endoscopic view: carcinoma of the anterior commissure—
limits of resection

Fig. 3 a Type VI cordectomy: anterior bilateral cordectomy and
commissurectomy. b Resection commissure

Discussion
The anterior commissure has been recognized as the sub
site in the larynx that is more frequently at risk to give rise
to local treatment failures than others. This holds true for
initial radiotherapy as well as for some conventional partial laryngectomies and transoral laser surgery. Therefore,
it is not surprising that local recurrences were more frequently noted at the anterior commissure than at any other
sub site of the larynx. In a series of 252 patients treated
with transoral laser surgery alone, the anterior commissure
was most frequently aVected when local recurrences
occurred in the larynx. It was involved in 13 (37.1 %) of
the 35 cases of local recurrence [9]. For this reason, endoscopic laser resection, usually, has repeatedly been discouraged for anterior commissure carcinoma, because of
inadequate exposure and close proximity to underlying
cartilage.
Anatomically, the anterior commissure is characterized
by the lack of perichondrium on the inner surface of the

thyroid cartilage. Traditionally, it has been thought that this
anatomical feature facilitates the spread of carcinoma arising from the anterior commissure into the thyroid cartilage
and beyond the laryngeal framework. However, the tight
Wbrous tissue of the anterior commissure tendon, known as
Broyle’s ligament, should be as solid a barrier to the spread
of cancer as a layer of perichondrium. The main peculiarity
of the anterior commissure probably is that the supraglottic,
glottic and subglottic compartments of the larynx are only
2–4 mm apart from one another (Figs. 1, 2, 3a, b). Therefore, even very small tumors of the anterior commissure
gain access to the lymphatic system of the supraglottic and
the subglottis, allowing a further spread of cancer cells
within these lymphatic vessels [46]. In endolaryngeal surgery, proper and complete exposition of the anterior commissure can be particularly diYcult due to the narrowangled and V-shaped conWguration of the thyroid alae (particularly in male patients, Fig. 2). In addition, the petiole of
the epiglottis frequently obstructs a compete visualization
of the most anterior portion of the anterior commissure.
These peculiarities of tumors originating from the anterior
commissure has prompted the authors to revise the ELS
classiWcation of diVerent laryngeal endoscopic cordectomies Wrst published in 2000.
The aim of this classiWcation is not to deWne or set indications. In fact, as previously reported by the co-authors of
this article, the indications may vary [11]. However, we
believe that a common classiWcation of cordectomies is
necessary in order to understand and compare postoperative

123

502

Eur Arch Otorhinolaryngol (2007) 264:499–504

Fig. 5 a Limited cancer of the
anterior commissure. b Postoperative control

results following diVerent types of cordectomies that are
based on each surgeon’s own indications. Furthermore, this
system serves another purpose: to improve the teaching and
training of inexperienced laryngologists. We believe that
non-standardized surgery, which requires years of training
to understand its limits, oVers little reproducibility to the
majority of laryngologists. All reproducible techniques
have guidelines.
Indications for performing those cordectomies may vary
from surgeon to surgeon. Gallo et al. [13] concluded that
less local recurrences and less evolution to microinvasive
carcinoma are obtained after type III cordectomy, in comparison with type I cordectomy, in case of laryngeal intraepithelial neoplasia, LIN 2 and LIN 3 [5, 12]. In another
study, Gallo et al. [14] performed 15 type III cordectomies
(12Tis, 3T1a), 102 type IV cordectomies (T1a) and 39 type
Va cordectomies (15 T1a and 24 T1b). Peretti et al. [29, 31,
32] treated selected cases according to the ELS classiWcation: type III cordectomy was indicated for lesions after
previous biopsy, type IV cordectomy for tumors involving
the anterior part of the vocal cord and type V cordectomy
for lesions involving the anterior commissure and the contralateral vocal cord. Krengli et al. [19] performed 10 type
III cordectomies and 20 type IV cordectomies for T1a
lesions. In a recent study, Peretti et al. [33] performed 11
type IV cordectomies and 44 type V cordectomies for 55
cT2 glottic lesions. According to these studies, type Va cordectomy was used for very diVerent lesions ranging from
T1a to T2.
Type V cordectomies addressed so far lesions arising in
the anterior commissure as well as lesions from one vocal
cord extended to the anterior commissure, possibly encompassing a part of the contralateral vocal cord.
Procedures too diVerent in extension were performed to
address these lesions too diVerent in their presentation, possibly inducing bias when comparing the oncological and
voice results [17]. Type VI cordectomy should clarify this
situation.
It must be remembered that what is performed is a resection, providing a good specimen for histological assessment, and not a tissue vaporization [23].
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Peretti et al. [31] conWrmed, as previously observed [7–
10, 26, 28, 29, 40, 47, 53], that anterior commissural
involvement at the glottic level does not negatively inXuence oncologic outcomes after endoscopic resection and
does not require a two-staged surgery as it was proposed
[6].
However, phonatory outcome following transoral laser
surgery for cancer, at the anterior commissure, may be
unsatisfactory and require additional phonosurgery in individual patients [44, 45].
Assessment of the anterior commissure is based on
angled rigid telescopes [2] and CT examination to exclude
a possible tumoral inWltration through the thyroid cartilage.
In this regard, Zeitels [52] recommends a microlaryngoscopic infra-petiolar exploration of the supraglottis for
exposure of the anterior commissure. Steiner [48] removed
a part of the thyroid cartilage by endoscopic approach in
case of any cartilage inWltration. But for the majority,
tumoral inWltration of the thyroid cartilage is a contraindication to endoscopic approach [20]. In this case, an open
neck partial laryngectomy (fronto-anterior laryngectomy
with epiglottoplasty [22] or crico-hyo-epiglotopexy [21]
can be indicated.
A “window” laryngoplasty with resection of the anterior
angle of the thyroid cartilage, according to Shapshay, is a
possible option [43].

Conclusion
Type VI cordectomy, specially designed for anterior commissure carcinoma, is a useful addition to the ELS classiWcation of endoscopic cordectomies. It should allow better
comparison of oncological and functional results after
endoscopic surgery in this indication.
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