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Surgical Management of Recurrent Laryngeal Glomus
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ABSTRACT
A 51-year-old male presented to the ENT outpatient department
with complaints of pain, irritation and foreign body sensation in
the throat for 3 months. There was history of being diagnosed
to have laryngeal paraganglioma for which the patient had
undergone microlaryngeal surgical excision twice during the
preceding 9 years. Clinical examination revealed a reddish
proliferative mass of about 2 cm involving the laryngeal surface
of the epiglottis and extending to the right aryepiglottic fold. Vocal
cords were normal in structure and function.
With the previous history of endolaryngeal excision of the
tumor and its recurrence, the patient underwent laryngofissure
approach with median thyrotomy and left lateral pharyngotomy.
The tumor was excised in toto and histopathologically confirmed
as paraganglioma. Postoperative period was uneventful. Patient
is on continued follow-up with no recurrence till date.
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INTRODUCTION
Paragangliomas are benign tumors of neural crest origin
located in different parts of the body. The superior and
inferior laryngeal paraganglia were first described by
Watzka 1 and Kleinsasser 2 respectively. Subsequently
several cases of laryngeal paraganglioma have been
reported. These tumors often elicit nonspecific symptoms
and hence the diagnosis is often delayed. Recurrences are
not infrequent after surgery as complete excision is often
precluded by bleeding and difficulty of surgical approach.
We report a relatively uncommon case of recurrent
supraglottic laryngeal paraganglioma in an adult male
which was managed surgically.

extending to the right aryepiglottic fold. The vocal cords
were normal in structure and function. Neck examination
was unremarkable. Patient had no other comorbid illness.
The laryngeal findings were confirmed on video
laryngoscopy (Fig. 1).
With the previous history of endolaryngeal excision of
the tumor and its recurrence, the patient underwent
endoscopic-assisted left lateral pharyngotomy in
combination with a laryngofissure approach for accessing
the tumor. Under general anesthesia, through a horizontal
skin crease incision, the thyroid ala was skeletonized and
median thyrotomy was done. After retracting the left thyroid
ala, a lateral pharyngotomy was done to provide access to
the lesion on the right side (Fig. 2). The complete
visualization and removal of the tumor was aided by the
use of a 0 ° nasal endoscope introduced through the
pharyngotomy. The tumor was excised in toto (Fig. 3). The
lateral pharyngotomy was closed in layers and the patient
was on nasogastric feeds postoperatively to promote healing
of the pharyngotomy and a tracheostomy was avoided.
Histopathological examination showed the typical
‘zellballen’ arrangement of chief cells and sustentacular
cells. Immunohistochemistry was confirmative of
paraganglioma. Postoperative period was uneventful. Patient
is on continued follow-up with no recurrence 1 year
postoperatively, as evidenced by video laryngoscopy
(Fig. 4).
CONCLUSION
Laryngeal paragangliomas are uncommonly reported lesions
especially among males. Endoscopic excisions have resulted

CASE REPORT
A 51-year-old male presented to the ENT outpatient
department of a tertiary care referral hospital with
complaints of pain, irritation and foreign body sensation in
the throat of 3 months duration. There was an earlier history
of being diagnosed to have laryngeal paraganglioma for
which the patient had undergone microlaryngeal surgical
excision twice during the preceding 9 years. Clinical
examination revealed a reddish lobulated mass of about
2 cm involving the laryngeal surface of the epiglottis and
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Fig. 1: Preoperative video laryngoscopy showing a red, lobulated
mass in the right aryepiglottic fold
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endolaryngeal excision proving unsuccessful, necessitating
an open surgical approach.
DISCUSSION

Fig. 2: Left lateral pharyngotomy and median
thyrotomy approach

Fig. 3: The excised tumor mass

Nearly 82% of laryngeal paragangliomas arise from
supraglottic larynx4 with a female to male preponderance
of 3:1.5 Laryngeal paragangliomas are common during the
fourth to sixth decades of life.5 Right-sided tumors are more
common than left-sided tumors by a ratio of 2.3:1. 4
Supraglottic paraganglia are located in the false vocal cord
and the tumor causes a foreign body sensation in the throat.
The supraglottic paragangliomas are supplied by the
superior laryngeal artery. The incidence of malignant
transformation is less than 2%.5
Laryngeal paragangliomas can be diagnosed by
gadolinium enhanced magnetic resonance imaging (MRI)6
complemented by 111Indium pentetreotide scintigraphy.7
This obviates the need for superselective angiography in
diagnosis.8 The zellballen pattern of cell arrangement is not
pathognomonic of paraganglioma. Immunohistochemistry
is confirmative. The cells are argyrophil positive and
argentaffin negative and express all neuroendocrine
markers.9 The differential diagnoses are typical carcinoid,
atypical carcinoid, small cell neuroendocrine carcinoma and
malignant melanoma. Immunohistochemistry aids in
differentiation between these conditions.
Treatment includes endoscopic removal of these
lesions. However, recurrences are common with
endoscopic removal (17%) as reported in this case. Open
surgical approaches help in complete tumor removal.
Supraglottic laryngectomy has been reported to ensure
successful removal of the tumor. Laryngofissure approach
with lateral pharyngotomy provides good access to tumor
removal preserving swallowing and avoiding
tracheostomy.10
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Fig. 4: Video laryngoscopy at 1 year showing well-healed scar
with no recurrence
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