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1. INTRODUCTION

Bilateral vocal cord immobility (BVCI) is a term used to describe vocal cords that are
restricted secondary to neuropathy, muscular disorders, or mechanical fixation (MF) [1]. The
moderate to severe dyspnea generally requires surgical intervention. Their solution is
considered to be one of the most difficult fields in laryngology. In the past decades several
open and endoscopic surgical techniques were introduced for the treatment. It is a ‘hot topic’,
according to the PubMed database 1975 publications have been listed under only the label,
the “‘bilateral vocal cord/fold paralysis’’ until now.

Our work group has been working on the treatment of upper airway stenosis for more than
20 years. We published various surgical solutions [2-8] for stenosis of different etiology: uni-
and bilateral vocal cord paralysis and mechanical cricoarytenoid joint’s fixation causing
posterior glottis stenosis. The ‘key factor’ of our surgical concept is a glottis enlarging
technique, the endoscopic arytenoid abduction lateropexy (EAAL) [2]. The mobile or
mobilized arytenoid cartilage is tilted and fixed into its physiologically most abducted
position, which cause large ‘glottis opening’, vocal cord lateralization. In vocal cord paralysis
the procedure produce immediately wide airway, in case of glottic stenosis the bilateral
temporary lateralization prevents restenosis.

In previous cadaver studies [3, 4] EAAL was compared to other popular glottis enlarging
techniques. It proved its efficacy: provided the largest glottic space, the postoperative glottis
configuration was beneficial to preserve the patients’ voice quality. In the past years more
than 400 patients were treated successfully with EAAL, our clinical results were accepted for
publication in prestigious journals as well. We introduced a complex clinical results’ [3, 4]
evaluation panel for these surgeries (spirometry, phoniatric tests, Quality of Life
Questionnaire).

However, to perform a perfect arytenoid abduction the ideal lateralization suture position is
necessary. Nevertheless, in vivo the correct creation of this fixating loop location is
practically impossible by existing needle carrier devices or through externally inserted
needles. Therefore, a new endoscopic thread guide instrument (ETGI) was designed [2]. The
configuration of male, female and pediatric larynges is so different, that no single device is

suitable for all. Modern, high resolution imaging techniques (MRI and CT) provide really



good opportunity for measuring the most important parameters of laryngeal configuration in
living subjects relatively easily. The other option would be a cadaver study, however, besides
the well-known technical and legal problems; in these cases the post mortem changing and

destruction of tissues deteriorate the results.

These images could help to optimize ETGI device with different size and shape for males,
females and also for young children, because the difficulties arisen from the wide variety of
laryngeal configurations require different endolaryngeal parts of the device. These parts are
commutable, this study makes it possible to design different sizes of blades and stems which
overlap these laryngeal individualities.

In our team’s earlier publications we have introduced the efficacy of this concept on adults.
In the second, clinical part of the study I would like to demonstrate the results of our concept
in the most difficult and vulnerable population, in the neonatal larynx.

During my active working period in the Department of Otorhinolaryngology, Head and
Neck Surgery, University of Szeged from 1998 till 2001 under the supervision of Professor
Jené Czigner, Professor Jozsef Jori and Professor LaszIlo Rovo, 1 joined the ‘airway stenosis
surgical team’. I participated in several different upper airway stenosis surgeries.

One of my main tasks was the endoscopic examination of the complex movement of
cricoarytenoid joint and analysis of cervical configuration in order to introduce the
Endolaryngeal Thread Guide Instrument (ETGI) for EAAL. Commutable parts and blades
were designed for the instrument suitable for almost all laryngeal configurations. In my
opinion it has opened new doors and provided a great opportunity for minimal invasive

microlaryngeal surgery.

1.1. GLOTTIS STRUCTURES’ LATERALIZATION PROCEDURES

The history of SURGICAL PROCEDURES [66] includes the followings:
* resection of anatomical structures
* retailoring and displacing the existing structures, with minimal tissue removal
* displacing existing structures, without tissue resection

* restoration or substitution of the missing innervations of the laryngeal musculature



Procedures, which utilize suture loop(s) for lateralization of glottis structures alone or in
combination with other resection methods, can be traced back to the beginning of the 20th

century [11].

1.1.1. Extra-laryngeal approach

Erwin Payr (Vienna) [11] described the endo-external procedure and the paralyzed vocal
cord was sutured to the thyroid ala. Rethi [11] found the outcome of this procedure uncertain,
however, in his first suggested procedure it was applied as part of his concept in 1922. Via
laryngofissure (median splitting of thyroid and cricoid cartilage) approach a curved incision
was made starting from the incisura interarytenoid below the vocal cord then the lateral
thyroarytenoid, the interarytenoid and the lateral cricoarytenoid muscles were exstirpated. The
cricoarytenoid joint was opened, well preserving the arytenoid cartilage and the overlying
mucosa. In one of his modifications after muscle extirpation the overlying mucosa and the
arytenoid were adapted and sutured temporarily over a rubber tube placed on the skin of the
neck for days till the healing process was completed. The mobilized arytenoid cartilage was
turned with the vocal process in lateral position in this way. External procedures made from
lateral approach (lateral trans-thyroid or behind the posterior edge of thyroid cartilage) have
become more popular. These procedures left the mucosal line intact so the risk of infection
could be diminished which was a significant factor especially before the modern antibiotic
era. Moreover, the direct targeting of arytenoid cartilage (partial or complete arytenoidopexy)
provided better results: dilating more effectively the respiratory glottis and left the phonatory
structures mainly intact.

One of the earliest techniques is King’s transposition of the omohyoid muscle to the
arytenoid cartilage [12], which could produce only a passive abduction not the improved
motility, as it was primarily expected. Woodman [13] suggested the suturing of the vocal
process to the inferior horn of thyroid cartilage following subtotal arytenoidectomy. Newman
[14] used a window on the thyroid ala at the level of the thyroid joint for the lateralization of
the vocal process. The vocal cord remained at the level of the contralateral side facilitating a
better voice production. The later modifications with the complete preservation of the

arytenoid cartilage have become popular from the 1970’s. These techniques leave the



laryngeal mucosa maximally undisturbed, so in 50-80% of the cases preliminary tracheotomy

became unnecessary [9, 15] which was considered to be obligatory in the earlier interventions.

Schobel's technique [9] consists of preservation of the posterior crico-arytenoid ligament as
a hinge as well as turning and tilting of the arytenoid cartilage laterally. It is held in this
position with three permanent retention sutures, two of them armed with heavy knots. These
knots reinforced the lateral rotation of the arytenoid cartilage. These sutures run in the sub
mucosa horizontally along the anterior surface of the arytenoid cartilage and are fixed through
burr holes on the posterior margin of the thyroid cartilage. In the majority of cases the
operation could be performed under local anesthesia, which helped to establish proper voice
function.

In 2007, Woodson and Weiss [16] described a simplified surgical method for this concept
considering the physiological abduction axis of the joint attaching the muscular process of the
arytenoid by a suture to the inferior horn of the thyroid cartilage. This leaves largely intact the
periarytenoid musculature, which might be advantageous for the dynamic voicing in partial
recovery of paralyzes. These latter, really effective procedures seem to be advantageous even
in pediatric cases, although their application is generally not the first of choices nowadays
because of the relatively long and challenging surgical intervention, their high tracheostomy

dependency and their potentially low reversibility.

1.1.2. Endolaryngeal Approach

Cancura [17] in 1969 reported on endoscopic laterofixation technique with wires passed
through under and over the vocal cord from the laryngeal cavity out to the skin by a bend pipe
and a drill. Then a third wire was pulled in through the oral cavity into the larynx and out of
the skin by knotting its ends to the previous ones. This made a creation a lateralizing wire
loop possible.

In the clinical practice ten years later Kirchner [18] introduced the endolaryngeal
lateralization of the vocal ligament after the removal of a pre-assessed amount of
thyroarytenoid muscle with laryngeal microcautery. A temporary suturing technique was

described with guided nylon sutures by two externally inserted needles. An endoscopic



guided the nylon thread from the lower needle to the upper one to form a loop around the
vocal process. After the withdrawn of the needles padded buttons were used plus lead fishing
sinkers to adjust the tension and secure these sutures on the surface of the neck. In his study,

all patients required tracheostomy.

Ejnell et al. [19] reported on his first case series with a similar technique of permanent
simple suture lateralization but without any resection of glottic structures. The thread was
tightened just outside of the cartilage from a larger external incision. Using a small
endotracheal tube the tracheostomy could be avoided. The long term reliability was also
proven by the team [20].

In 1983, Lichtenberger [21] introduced a needle carrier device (Richard Wolf Medical
Instruments, Knitlingen, Germany), which was designed for his endo-extralaryngeal concept.
The procedure was capable of passing a needle and suture endolaryngeally through the
thyroid to the skin, significantly simplifying and making the loop creation around the vocal
processs more precise [5, 22-24].

In 1997, Jori et al. [23] reported on a successful application of a modification of the
Lichtenberger’s procedure for acute vocal cord immobility. The effect was essentially similar
to Ejnell et al.’s [19, 25] method but their cases demonstrated that the fixing thread could be
inserted more easily and precisely this way. The fixing thread was buried and knotted above
the prelaryngeal muscles from a 1 cm skin incision instead of the originally suggested 5-6 cm,
[25, 26] so the atrophy of the cartilage could be avoided without the use of an external
silicone platelet.

The more than twenty-year experience with this concept, however, has revealed the
possible complications as well. According to Tucker [27] the major drawback is the slipping
of suture and tearing the mucosal part of the vocal cord resulting in remedialization in the
long run.

For reducing the rate of the compilation and achieving better surgical results the exact

movements of cricoarytenoid joint were studied.



1.2. ANALYSIS OF CRICOARYTENOID JOINT MOVEMENT

Going back to the history of CAJ movement Galenus (A.D 130-201) explained the closing
and opening of the larynx by medial and lateral gliding of the arytenoid cartilages on the joint
part of the cricoid cartilage [28]. Willis, in 1829, described the motion of the joint as a
forward and backward rocking of the CAJ [29]. Morris, Mcmurrich [30] and Piersol [10]
described it as the combination of three separate movements, forward- backward, outward and
inward gliding and rotating and twisting around a vertical axis in 1907. In the international
literature the well-known theory that explained the motion of the joint as a turning around a
simple vertical axis comes from Negus (1929) [31]. Sonneson [32], Von Leden and Moore
[33], Ardran and Kemp [34] , Fink [35] described more complex rotational movement of CAJ.

Wang [36] has convincingly demonstrated that during abduction the lateral sliding motion
of the vocal process is accompanied by an upward and occasionally slightly posterior
movement simultaneously, with the arytenoid cartilage turning laterally and upward on the
cricoid cartilage facet. On full abduction the arytenoid cartilage lies laterally at the upper and

outer cricoid facet, having moved superiorly, posteriorly, and laterally.

These - more or less contradictory - theories are generally based on the top-view picture of
the larynx during motion, on the examination of only a few anatomical preparations, on
passive movement of the joint or electric stimulation of isolated intrinsic muscles of the
larynx. The hidden position and the soft tissues covering the joint do not allow direct

examination.
In a previous publication digitally processing the shots made by endoscopes, analyzing and

averaging the images, the changing positions of the arytenoid cartilage during ab- and
adduction were shown. Adding the results to the findings of modern anatomical examination

we could define the realistic movements of CAJ [7].

1.3. ENDOSCOPIC ARYTENOID ABDUCTION LATEROPEXY (EAAL)

Endoscopically inserted suture which directly lateralizes the arytenoid cartilage to the

normal physiological abducted position [2] may provide long-term dependable results.



In our earlier cadaver studies, performed on one hundred fresh cadaver larynges, we
proved that EAAL provided the most beneficial glottis configuration compared to other suture
lateralizing techniques [3, 4]. In vivo larger glottic gap, and larger posterior commissure angle
might lead to better breathing; smaller anterior commissure angle and tensed vocal cords
might preserve better the patients’ voice.

Nevertheless, in vivo the correct creation of this more posterior fixating loop location is
practically impossible through an externally inserted needle [19] or by the original
Lichtenberger’s device [21] because the thyroid cartilage is more dense in that area.

For this reason a new thread guide instrument has been designed for safe, accurate, and

fast suture loop creation for the endoscopic arytenoid abduction lateropexy (EAAL) [2].

The efficacy of this device, the postoperative clinical results mainly depends on the
maneuverability in the larynx and the ideal suture position for tilting the arytenoid joint into
abducted position. The anatomy of male, female and children larynx is so different that no
single instrument would suit for them. The laryngeal size, shape, thickness and density of
cartilages differ very much.

Analysis of the high resolution cervical CT scans provides good possibility for non-
invasive measurement of the laryngeal structures. Based on this study different size blades for
male’s, female’s and children’s larynx were designed. With this instrument in the past years
more than 300 adult BVCP patients were treated by EAAL. Similar clinical results could be
achived as we had in cadaver studies. Our surgical methods and clinical results introduced for

adult BVCI were published in prestigious journals.

1.3.1. A New Thread Guide Instrument for Endoscopic Arytenoid Lateropexy

The principle of the endolaryngeal thread guide instrument (ETGI) is the utilization of a
built-in, movable curved blade with a hole at its tip (Fig. 1) allowing a suture thread to be
guided in and out between the exterior surface of the neck and the internal laryngeal cavity.
The stem of the instrument is a rigid steel pipe, curved at its distal, blade-holding end, created
to fit into midsized, closed laryngoscopes. The second component is a rod, largely cased
within the steel pipe stem. At the uncased proximal end of the rod is a freely rotating finger

clip. At the distal end of the rod is the curved blade, appropriately designed to fit the



curvature of its stem casing. The connection between the blade and the rod is fixed but
flexible, ensuring forceful blade movement on exit and re-entry of the curved stem end. The
pull and push of the finger clip (with the thumb) causes the in-and-out blade movement from
the stem end. At rest, the blade is inside the curved stem end. The third component of the
instrument is the ergonomic handle, which also serves as a shaft to hold the instrument in a
straight position. The steel stem of the instrument is fixed to the handle with a clamping screw
after turning it to the desired direction. The structural rigidity of the ETGI ensures easy
penetration through the thyroid cartilage. The device has the approval of the Hungarian
Health Care Institute [37].

Figure 1: The endolaryngeal thread guide instrument (ETGI).

The parts of the ETGI (the blade is pushed out). b = The built-in, movable, curved blade in a pushed-
out position with a hole at its tip. s = steel pipe stem; r= rod; h= handle; ¢ = clamping screw; f =

finger clip

1.3.2. Surgical procedure

General anesthesia combined with supraglottic jet ventilation is suggested. For the sake of
maneuverability, the larynx is exposed with a Weerda laryngoscope (Fig. 2A) or with a
Macintosh laryngoscope (in three females with difficult direct laryngoscopy). In cases of MF

a strong, right-angled, saber-shaped scythe designed by our team is used for dividing the



adhesions in CAJ, which is completed with CO2 laser scar excision in posterior glottic
stenosis (PGS) [8]. In cases of BVCP unilateral EAAL was performed, and in cases of MF
bilateral EAAL was performed.

Figure 2: Intraoperative pictures of a 67-year-old female

Pictures demonstrate the efficacy of the method even in a small female larynx (see detailed explanation in the
text); ends of threads situated under the vocal process (u); ends of threads situated over the vocal process (0)

are just being pulled back (p) under the skin through a small skin incision by a Jansen hook [2]

Figure 3: Schematic drawing of the procedure (detailed in the text) [2].
The skin (s) is illustrated only on the last picture to achieve better visualization. Arrows indicate the direction of

the thread guiding. m= sternohyoid muscle.
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After the disinfection of the mucosa the ETGI is led through the laryngoscope to the glottic
level. The mobile (or mobilized) arytenoid cartilage is tilted backward and upward with the
end of the instrument (Fig. 2B). The built-in, curved blade is then pushed through under the
vocal process out to the surface of the neck (Fig. 3A). A non-absorbable suture thread
(Prolene 1.0; Ethicon, Somerville, NJ) is laced through the hole at the tip of the blade by an
assistant surgeon (Fig. 3C and Fig. 3A). The doubled-over thread is pulled back with the
blade, into the laryngeal cavity (Fig. 3B).

After a repeated tilting of the arytenoid cartilage (Fig. 2D), the blade is pushed out with the
thread above the vocal process to the outer surface of the neck (Fig. 2C). The assistant
surgeon then cuts the double folded thread to remove it from the blade tip. The blade is then
pulled back into the laryngeal cavity, and the ETGI can be removed.

A small skin incision (approximately 5 mm) is then created to withdraw the ends of the
thread by a Jansen hook to the surface of the sternohyoid muscle (Fig. 2E). The
corresponding ends are knotted above it (Fig. 3D). This simple procedure enables the
endoscopic creation of two fixating loops in one step at suitable laryngeal locations, providing
maximal physiological abduction of the arytenoid cartilage (Fig. 2F and Fig. 3D) within 5
minutes. In case of PGS a topical Mitomycin-C application is considered [8, 38]. In the peri-
and postoperative period parenteral antibiotics, steroids for a few days, and speech prohibition
for a week are suggested [8]. The suggested hospitalization is about 3 days. The sutures can
be removed if recovery is detected at BVCP or in MF after 8 weeks once re-epithelialization

in the posterior commissure was confirmed.

1.4. A NEW SOLUTION FOR NEONATAL BILATERAL VOCAL CORD
PARALYSIS -ENDOSCOPIC ARYTENOID ABDUCTION LATEROPEXY

In early childhood the possible treatment options for BVCP are much more limited
compared to the ones in adulthood. Tracheostomy is the conventional treatment strategy with
its well-known challenging care problems, as well as psychological and physical side effects
[39-41]. The small anatomical structures, surgery associated post-operative edema and the

relatively long and difficult surgical procedures practically exclude the application of both
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external approaches and endoscopic resection glottic enlarging procedures. We

performed successfully EAAL with the help of pediatric ETGI.
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2. AIMS OF THE THESIS

Endolaryngeal Thread Guide Instrument (ETGI, Fig. 4) has some standard size parts
suitable for all larynges (handle, rod, clamping screw and finger clip) (Fig. 4a). However,
only stem pipe with the blade has to be introduced into the larynx (Fig. 4b). Therefore,
intralaryngeal parts, shape and length should be appropriate for allowing precise maneuvers in
the larynx, in order to make ideal lateralization suture position over the arytenoid body. Since
the size and anatomy of the larynx is different in children and adults, as well as in genders,
morphometric analysis of the larynx was necessary for the development of endolayngeal
units. The trajectory of the blade goes through the soft tissue of the neck, therefore analysis of
the distance between glottic space and skin surface was also important. Moreover, the blade
should be capable to penetrate the thyroid cartilage, therefore density of the cartilage was also

an important factor for the development ETGI.

Since we did not found detailed size measurements in the literature, development of ETGI,

morphometric study of larynx and neck configuration was performed.

Figure 4: Endolaryngeal Thread Guide Instrument (ETGI)
a) Handling, stem-pipe and curved blade in pushed-out position (stem-pipe and blade designed for infants) b)
Stem-pipe and blade designed for infants d: external diameter, r: radius of curvature c) 1. stem-pipe and blade

designed for infants, 2. stem-pipe and blade designed for women, 3. stem-pipe and blade designed for men

The aim of our study was to determine human endolaryngeal distances and neck
configuration in order to develop intraluminal part of ETGI. We also applied our new

instrument in infants with bilateral vocal cord paralysis. Quality of Life Test (QLT) also
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applied to verify postoperative results.

1. Morphometric analysis of human larynges - radio-anatomical measurements.
o Configuration of neck and larynx
o Analysis of the glottic configuration

o Analysis of thyroid cartilage density

2. Optimalisation of Endolaryngeal Thread Guide Instrument (ETGI) designed for
Endoscopic Arytenoid Abduction Lateropexy (EAAL)
o Design of adult stem pipe and blades.

o Design of neonatal stem pipe and blade.

3. The solution of BVCP in infants is really challenging. Endoscopic arytenoid abduction

lateropexy proved its efficacy even in these complicated cases.
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3. MATERIALS AND METHODS

3.1. MORPHOMETRIC ANALYSIS OF HUMAN LARYNGES - RADIO-
ANATOMICAL MEASUREMENTS.

To evaluate human glottic and neck configuration, CT scan of adult and children

group were analyzed. All of the CT scans were reported to have normal radiological findings.

3.1.1. Patient selection

In our retrospective study cervical CT scans of caucasian patients who presented for other
head and neck complaints to our institute were analyzed. Male and female candidates were
randomly selected.

Two groups were created based on the age of the candidates: and (i) adults- above age of
18 (n=93 patient 56 male, 41 female 51+18 year -50£17 year in male group, 54+20 in female
group, respectively) and (ii) children -under age of 10 ( n=10, 48+15 month).

3.1.2. CT morphometry

Adult group:
Bone and soft tissue filter settings were used to calculate the measurements. The glottic

opening was measured using the measuring tool provided on the Picture Archiving and
Communication System (PACS) [42] (Fig. SA). To evaluate the configuration of the
larynx, glottic space and surrounding anatomical structures and layers (i.e. neck
configuration), the following parameters were determined and calculated symmetrically, in
both side (mm):

- VP-TC - The distance from the mucosa of the vocal process to internal lamina of thyroid
cartilage.

- IC - Thickness of thyroid cartilage is the distance between external and internal lamina of

thyroid cartilage.

- TC-S - The distance from external lamina of thyroid cartilage to the surface of skin.

- VP-S - Summation of the distance of the vocal process to the skin.
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Parameters, determines glottic space (mm) (Fig. 5C)
- AP - The anterior to posterior length in the midline.
- TM - Transverse length at the mid-point of the AP length.

- TP - transverse length at the level of the vocal process of the arytenoid cartilage.

x
-
= y
\ g

&ve 1035M)

Figure 5: Fig. A: representative images from our study, 54 year old male patient CT scan.

Green and white lines depict calculated distances. Values marked with green numbers, expressed in cm by the
program. Fig B,C: Schematic drawing of morphometric parameters, evaluated on CT scans. Picture

B: parameters determine neck configuration in mm: VP-TC - The distance from the mucosa of the vocal
process to internal lamina of thyroid cartilage; TC - Thickness of thyroid cartilage is the distance between
external and internal lamina of thyroid cartilage;- TC-S — The distance from external lamina of thyroid
cartilage to the surface of skin. Picture C: parameters, determine glottic space in mm. AP-antero-
posterior length in the midline; TM- transverse length at the mid-point of the AP length and TP-
transverse length at the level of the vocal process of the arytenoid cartilage. Circles represent area of

interests on thyroid cartilage, where density was calculated (i.e. central, anterior and posterior)
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To supplement our data, degree of compressibility of the soft tissues of the neck- i.e. tissue
layer above thyroid cartilage was also measured on adults. A group of patient, who underwent
neck surgery, was selected based on criteria of CT measurements (n=20, 52+17 year). Soft
tissue thickness was measured first without compression, with calibrated needle in three
different points at the level of vocal folds, both side of the neck. Compression was carried out
evenly on the side of the neck and the measurement was repeated. Average compressibility-
i.e. difference between thicknesses in mm, before and after compression- was calculated.

To evaluate characteristic of the tissue, density (™’D”, Fig. 5C) of the thyroid cartilage was
measured at three points: anterior midline- i.e. central, anterior one-third i.e. anterior and

posteriorly at the level of vocal process i.e. posterior in Hounsfield units (HFU) [43].

Children group:
Similar parameters calculated in children group, described above. CT scans processed
based on the steps as in adult group (Fig 6). Small endolaryngeal space allowed only AP and

TP distance measurements. Density and compression measurements were not performed.

Figure 6: Representative CT image of a 20 month old infant, with measurements points.

3.1.3. Statistics
Statistical analysis was performed with SigmasStat 4.0 statistical software (Systat Software

Inc, California). To test normal distribution of the age in the groups, Kolmogorov-Smirnov
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Normality Test was performed. The left and right side of the larynx and neck parameters
compared with Student’s t-test. Intergroup significance of male and female group was
calculated with ANOVA. Data are expressed in mean = SD. Level of significance was

p=0.001.

3.2. DESIGN OF INTRALARYNGEAL, UNITS OF ENDOLARYNGEAL THREAD
GUIDE INSTRUMENT

Based on morphometric analysis, intralaryngeal parts of ETGI i.e. stem pipe and blade
were designed. We have to consider, that the size of these parts has to fit the size of the glottic
space; it should be appropriate for maneuvers in the glottic space without cause endoluminal
trauma, but the blade has to fit for the penetration of the different layers of the neck.
Therefore, 3 blade sizes designed, one for infants, and two different sizes for adults. At the
planning process of adult blade size, we also considered that soft tissue above the thyroid

cartilage can be compressed and therefore blade trajectory can reduce.

3.3. NEW SOLUTION FOR NEONATAL BILATERAL VOCAL CORD PARALYSIS

In the second part of the study, we wanted to prove the advantages of the ETGI, designed
for newborns based on previously detailed morphometric CT measurements.
Four newborns with congenital bilateral vocal cord paralysis (BVCP) were chosen as patients.
All had been admitted to the perinatal intensive care unit (PICU) immediately after birth due
to severe stridor and inspiratory dyspnea. Pregnancy information and patient data are
reported in Table 1. The complex preoperative examination process included

neonatological, neurological, and otolaryngological investigations.
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Patient | Gestational Apgar Birth weight (g) Stridor I(r(litubagon
/sex age Delivery score /weight-for age /Cyanosis QOL ;y :h er Comorbidity
(week) percentile (i)
#1/M 39 SVD 9-7-7 3370/61,7 Y/Y 25 1 -
caesarean cavum septum
#2/F 39 seetion 15 1010 | 3600/78,1 YN 25 4 |peflucidum cyst
(transverse perinatal
lie) infection
prematurity,
perinatal
#3/F 36 SVD 8-7-7 2210/0,6 Y/N 15 N infection
neonatal
hypoglycemia
congenital
caesarean
: suprabulbar
section aresis
#4/M 39 7-10-10 3250/51,5 Y/Y 16 N P .
(weak relative
contractions stenosis of the
left bronchus

Table 1: Pregnancy information and patient data (SVD: Spontenous Vaginal Delivery, QOL: Quality
of Life)

3.3.1. Surgical Technique:

Unilateral, left-sided EAAL was performed in four neonates on the 4th, 5th, 5th and 27th
day of life, respectively. All operations were performed under general anesthesia via total
intravenous anesthesia and high frequency supraglottic jet ventilation with continuous, strict
monitoring of saturation and end-tidal CO2 (ETCO2) and readiness for possible intubation.
Jet ventilation was performed by using the Acutronic Ams 1000 device (Acutronic Medical
Systems AG, Hirzel, Switzerland) with the following parameters: inhalation time: 40-50%;
frequency: 50-60/min; volume: 200-300 ml; respiratory minute volume 1.2-1.5 1; pressure: 50
mbar. The procedure began with direct endoscopic examination of the upper and lower
airways to the level of the distal trachea with a rigid 0° and 30° endoscope. Performance of
the EAAL followed immediately afterwards during the same session.

Apart from the size and structural changes of the ETGI, the lateralization of the arytenoid
cartilage was performed as described in the introduction.

The total and the endolaryngeal operation time (from the introduction of the ETGI until its

final removal) was noted. At the end of the surgery, the babies remained intubated for 3-7
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days with an uncuffed tracheal tube (#1,2,4 ID:3,5 mm; #3 ID:3 mm; Portex® Siliconised
PVC, Oral/Nasal Uncuffed Tracheal Tube; Smiths Medical, MN, USA). The size of ETT was
chosen by age- and weight-based formula according to the advice of the anesthesiologist [44].

Parenteral antibiotic (amoxicillin/clavulanic acid, 25 mg/5 mg/kg/12 hours) was
administered for 4 days, and methylprednisolone (4 mg/kg) was administered for 7 days. On
the day of extubation, the patients were given a steroid bolus. Nasogastric feeding was used in
all patients while intubated. The postoperative management took place in the PICU in each

case.
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4. RESULTS

4.1. MORPHOMETRIC ANALYSIS OF HUMAN LARYNGES - RADIO-
ANATOMICAL MEASUREMENTS

4.1.1. Adult group

Age distribution

A total of 107 CT examination, 97 adult ( 56 males, 41 females) and 10 young children
(Fig. 7) were performed with an average age of 51418 year (50417 year in male group, 54+20
in female group) in the adult and 85+69 month in children group. Considering candidates age,

groups showed normal distribution, with p>0.200 in adult group.
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age (year) age (year)

number of candidates
=
number of candidates

Figure 7: Gender and age distribution of adult group n=97, expressed in years.

Fig 7A: male group n=56, Fig 7B:femle group. Age distribution of both sample was normal (p>0.200).

Configuration of neck

Table 2 shows the determinative distances between anatomical structures and layers in the
neck. No significant difference can be proved in the values between left and right side within
the male and female group. Comparing the same sides and distances in the two genders, the

variables do show a significant difference.
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male female
left right left right
VP-TC 9.7£1.7 9.4£2.0 |85£15 8.411.8
TC 4.8+0.9 4.610.8 |4.61£1.0 4.7+3.4 %,

TC-Skin 22.249.7  [21.84+9.1 |24.518.2 |24.0t8.4 j ® lt’,~ o
VP-Skin 36.7+1.0 |357+09(373+09 [369+09 Z9 \\i’//

Table 2: Distances between anatomical structures, determinative in the configuration of the neck.

VP-TC: vocal process-thyroid cartilage distance, TC: thyroid cartilage thickness, TC-skin: thyroid cartilage-
skin surface distance, VP-skin: vocal process-skin surface distance. Data are represented in mean £SD mm. No
significant difference represented between left and right side. Values labeled with bold character are

significantly greater in the given group. p=0.001

The VP-TC distance in the male group is significantly longer in both sides than the female
group (p=0.001). The TC is relatively similar in thickness at the point of trajectory of the
blade piercing the cartilage in the female and male groups.

The TC-skin parameter showed the largest difference between the genders, females have

significantly thicker soft tissue component as compared to the male group. (p=0.001)

To determine blade trajectory, summation of three above parameters was calculated: (VP-
TC)+TCH+(TC-skin)=VP-skin. There is no significant difference between male and female
group in VP-skin values (Table 2). Even though the TC-skin is longer in the female group
this is counter-balanced by the VP-TC distance being longer in the male. Since no significant
difference between genders was stated, results of groups were integrated, and distribution of
TC-Skin distance was investigated. Figure 8 shows distribution of tissue TC-skin thickness,
identical to the trajectory of the blade. Distribution was normal, with a level of significance

p>0.200.
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Figure 8: VP-skin thickness i.e. blade trajectory distribution.
Distance represented in mm. Figure 8A: Distribution of the distance is normal in the summarized group (n=97

candidates, p=0.200). Red column represents average thickness (mean+SD). Figure 8B normal distribution and
mean+SD of TC-skin thickness represented with simple black line. Dash line represents shift of the distribution

to the left i.e which leads to reduced average TC-skin distance.

Compressibility

Since glottic space is relatively small, intraluminal unit should be small enough for the
endolaryngeal maneuvers, but has to be long enough to pass through all the anatomical layers.
To minimalize necessary size of the instrument, during the lateralization procedure soft tissue
layer can be compressed. Compression basically shortens TC-skin distance, therefore VP-skin
distance also getting smaller. Figure 8B represents how the distribution and average TC-skin
distance change after soft tissue compression (without compression 36.4+9.8 mm, with

compression 28.7+11.2 mm).

Morphometry of the glottic space

The dimension of the glottic opening in adults is shown in Figure 9. Statistically
significant differences were found in the three measured length between male and female
group; AP 28.2+2.8 mm in male, 24.8+2.5 mm in female group (P=0.001); TM was 19.7+2.9
in male and 18.6+2.2 mm in female group (P=0.001); TP length was 27.9+4.8 in
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male and 20.8+£2.6 in female group, (P=0.001). Based on our data, female have significant

smaller glottic space compare to male.

50 -
* -
40 -
. $
E 301 H 1 — -
3 . : K
[ L]
7 : .
g = + 9
L]
101
\—/‘
0
antero-posteriorlength  transverse midpoint transverse posterior
(AP) length(TM) length (TP)

Figure 9: Parameters of the glottic opening: AP-antero-posterior, TM-transverse midpoint and TP-

transverse posterior length.

Data expressed in mm. Light grey boxes represents male, dark boxes represents female group. There is a

statistically significant difference between male and female. * Level of significance: p=0.001

Density measurements

Density of the thyroid cartilage was also determined in the two genders represented in

Figure 10.
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Figure 10: Density of the thyroid cartilage.

Green dots depict the sample sites on the schematic picture. Light grey boxes represent male, dark boxes

represents female group, left and right sides. *Level of significance: p=0.001

In the male group, the density was the highest in the midline and decreased posteriorly.
The density pattern was different in the female group, central area density was significantly
lower compare to male group, and the density of posterior lamina was equivocal. There was

no intergroup significant difference between left and right side within the groups. (Table 3)

male female
left right left right
posteior 133+68 13772 142+65 14658
anterior 172481 180172 143+58 148+58
central 236+114 10647

Table 3: Thyroid cartilage density.
Data expressed in Hounsfield units (HFU). Values labeled with bold character are significantly greater in

the given group p=0.001

4.1.2. Children group

Since there is no expected difference in sex specific body and organ size in children,

especially in infants, male and female candidates created one group.
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The thickness of anatomical layers was calculated in a similar way as in adult group. There

was no significant difference between the left and right side of the neck. VP-skin thickness

showed normal distribution in the group (p>0.20). The average TC-skin thickness was 21.3
+5.5 mm (Fig. 11).

children
left right
VP-TC 6.1+0.5 6.4+0.2
TC 2.3+0.1 2.540.1
TC-Skin 11.1#1.5 10.941.3
VP-Skin 19.3+3.1 19.4+2.2

number of candidates

19.3*+5.1

-

17 18

19

20 21

distance-vocal process-skin surface (mm)

Figure 11: Distances between anatomical structures, determinative in the configuration of the neck/

distribution of VP-skin distance.

No statistical significant difference can be found between left and right side. TC-skin distance performed

normal distribution in the group.

Morphometry of the glottic space

Based on CT scans, average AP length was 18.844.6 mm and TP was 20.5+4.2 mm in

the group (Fig. 12) .
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Figure 12: Antero-posterior (AP) and transverse posterior (TP) length in mm

4.2. DESIGN OF THE INTRALARYNGEAL UNITS OF ENDOLARYNGEAL
THREAD GUIDE INSTRUMENT

At the design of the instrument, the following parameters had to be considered:
(1)  Thickness of laryngeal and neck structures- distance between vocal process to the skin
- blade should be enough long for penetration (i.e. necessary length)
(i)  Glottic space- limitation factor of the size of stem pipe and blade
(111)) Density of the cartilage- the most compact layer of the neck should be penetrated by
the balde

To determine necessary length of the ETGI blades, neck configuration should be

considered.
In adult group, based on VP-skin distance i.e. thickness which should be penetrated, we

applied a 41 mm blade. This length calculated to be long enough in more than 50% of the
cases. A longer, 55 mm blade was also prepared which is capable for lateralization
procedure more than 90% of the cases. Longer blade size was not necessary, since soft
tissue compression can reduce blade trajectory. Re-calculate VP-skin distance with soft
tissue compression, 90% of the cases can be solved with 41 and 99% with 55 mm blade

(Fig. 13).
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Figure 13: Diagram represents distribution of tissue thickness i.e. distance between the surface mucosa
of vocal process to skin surface in adult group.

Black lined curve indicates thickness distribution without compression of surface soft tissue. External
compression of surface soft tissue shifts the distribution to the left (dash line curve) and reduces average tissue
thickness, marked with red line and box (mean £SD). Length of the different blades represented with dotted line.
With tissue compression, 90% of the cases can be solved with 41 and 99% with 55 mm blade. (Without

compression this ratio is 69% with 41mm and 94% respectively.)

During the planning process, we had to consider, that male glottic space and distances are
significantly larger than those in female glottis. However, rotation of the instrument helps the
introduction of the stem-pipe and blade into the correct position, curvature of the blade should
be modified based on the measured endolaryngeal distances. During the blade penetration, the
angle between the instrument and the mucosa surface is 45°, and the level of the vocal fold is
in the center of the blade (i.e. midline), bisector should not be longer than the determined
transverse glottic distances (i.e. TM: 19.742.9 in male and 18.6+£2.2 mm in female; and TP:
27.944.8 in male and 20.8+2.6 in female). Based on CT measurements, the TM length is the
critical value of the atraumatic introduction of the device; therefore the bisector length (i.e.
the width of the territory occupied by the blade in the glottic area) should not exceed the TM.
Figure 14 shows the shape of the two blades, based on this concept. Bisector length (Fig. 14)

of 55mm blade (b;=13mm) and 41 mm blade (b,=7mm) are suitable in all of the cases.
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Figure 14: Shape of ETGI blades; A-55 mm curvature, B-41 mm curvature C-21mm curvature length.
Inner distance represented with letter “d”. Letter “b”: bisector length, proportional of the width, necessary for
atraumatic introduction of the device. Bisector lengths are shorter, than critical transverse length of the glottis.

Intraoperative picture shows, that angle between surface mucosa and the instrument is ~ 45°.

Density of thyroid cartilage, VP-skin and TM determine the size of the blade used.
Therefore massive, longer blade is necessary for male patients. However, sharp edged blade is
better for penetration, but the risk of possible tissue and vessel trauma is higher. Therefore we

applied blade with blunt edge.

In children, small glottic size and the thin soft tissue layer over the larynx requires a
shorter and less curved endolaryngeal portion of the stem-pipe as opposed to the curve of the
adult sized device. Especially in newborn, small glottic area (AP 18.8+4.6 mm, TP 20.5+4.2
mm) significantly reduces possible size and shape of the blade. We applied a 21mm curvature
length bade, suitable in 100% of the cases (Fig. 15). Bisector length (Fig. 14) of 21mm blade,

created for children is bs=2.1 mm.
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distance- vocal process-skin surface (mm)

Figure 15: Diagram represents distribution of tissue thickness i.e. distance between the surface mucosa

of vocal process to skin surface in children group.

Average tissue thickness marked with red line and box (mean £SD). The blade, designed for children is 21 mm.

4.3. NEW SOLUTION FOR NEONATAL BILATERAL VOCAL CORD PARALYSIS-
ENDOSCOPIC ARYTENOID ABDUCTION LATEROPEXY

The mean total surgical time was 17 minutes, with an average of 6 minutes spent on the

endolaryngeal lateralization. No major perioperative or postoperative complications occurred.

The postoperative time line of events is presented in Table 4.

Patient| EAAL Endolaryngeal | Postoperative Extubation Reintubation Oral Feeding
/sex | (days after Surgical Time Complication (postoperative (postoperative | (postoperative
birth) (min) day) day) day)
#1/M 4th 6 N 5th N 7t
#2/F 5th 5 laryngeal 7th 26th-32th 10t
edema
#3/F 5th 8 N 3th N 4t
#4/M 27th 6 N 7th N gth

Table 4: Details of the surgery and events of the postoperative care (EAAL: Endoscopic

Arytenoid Abduction Lateropexy).

Abbreviations: M-male, F-female, N-no

Extubation was considered safe on the 5th, 7th, 3th and 7th postoperative day, respectively.

In the case of infant #2, extubation was attempted on the 4th postoperative day; but due to
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significant edema of the laryngeal mucosa, the intubation had to be prolonged by 3 days.
Dyspnea and CO2 retention presented were noted on the 26th postoperative day. Direct
endoscopic examination revealed severe edema of the glottic soft tissues. Thus, reintubation
and repeated antibiotics were required for another 6 days. All patients were able to tolerate a
normal per os diet with no restriction in 1-3 days post extubation. The weight-for-age and

length-for-age percentiles are depicted in Figure 16.
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Figure 16: Length-for-age and weight-for-age percentiles of the patients.

Length-for-age and weight-for-age percentiles of patient #2 and #3 dot: patient #2, triangle: patient #3, arrow:
day of the surgery Length-for-age and weight-for-age percentiles of patient #1 and #4 dot:patient#l,
triangle:patient#4, arrow: day of the surgery.

The acoustic parameters, QOL scores, and the characterization of vocal cord movement

recovery are shown in Table 5.

Patient | Jitter | Shimmer HNR | Mean Pitch | QOL Vocal cord movements Follow up
[%] [%] [dB] [Hz] [month]
#1/M 0.3 5.4 15.9 171.7 11 N 17
#2/F 59 20.1 3.5 261.1 8 R: complete abduction and adduction 11

L: slight adduction

#3/F 0.4 4.6 16.4 360.4 7 R: complete abduction and adduction 13

#4/M 1.3 4.7 18.5 328.0 6 N 55

Table 5: Functional outcomes of the surgery

Abbreviations: HNR: harmonic to noise ratio;, QOL: Quality of Life; R: right side, L: left side, N: no movement

mEcar®

“zo-nE
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Compared to the preoperative values, the QOL scores improved significantly in all cases.
Based on the parent’s observations, the voice of the patients was normal in 3 cases and
slightly impaired in 1 case. In the first three patients, the crying sounds were powerful.
Gurgling and cooing were similar to their siblings, according to the parents. Speech
development was appropriate in the fourth case, which was the only case followed long
enough (55 months) to be able to evaluate it adequately. Partial regeneration of the vocal cord
movements was observed in 2 of the 4 cases: bilateral in infant #2 and unilateral in #3, at 6
and 3 weeks of age respectively (Fig. 17). Lateralization sutures were not removed in any of

the cases.

Figure. 17: Intraoperative images.
Complete regeneration of the right vocal cord movements after left-sided endoscopic arytenoid abduction

lateropexy (patient #3, 3rd postoperative week)
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S. DISCUSSION

Endoscopic arytenoid abduction lateropexy (EAAL) has already been shown to be safe and
effective for the treatment of vocal cord immobility of various etiologies [2, 4, 8]. To create
an instrument, capable to perform the intervention in minimal invasive way, neck and
laryngeal conformation should be studied first. We wanted to design intralaryngeal units of
ETGI- prepared for manipulation in glottic space and penetration of the tissue layers- suitable
for different glottic size and neck configuration. Resistance of the most compact layer i.e.
density of the thyroid cartilage have also been taken into consideration. In the first part of the
thesis, a retrospective morphometric study of the human larynx was detailed. Based on these
findings, design of intralaryngeal ETGI units was demonstrated. Considering the
conformation differences between genders, adults and infants; three different blades have
been created.

Minimal invasive treatment of BVCP is an important question especially in childhood.
EAAL is a good solution even in infants to avoid tracheotomy and consequent, long term
structural and functional damage of the larynx. In the second part of the thesis, we
demonstrated the advantages of our minimal invasive method with ETGI, designed for

children.

5.1.Morphometric analysis of human laryngeal images for optimization of suture

lateralization instruments

We analyzed a large series of cervical CT scans of 56 males and 41 females and 10
children (total of 107) which examined the anatomy of the larynx. We found a gender
difference between the layers of the neck: VP-TC distance, which represents the mucosa and
vocal fold thickness was significantly longer in male. While neck soft tissue thickness i.e.
distance between thyroid cartilage and the surface (TC-skin) was longer in females. This
difference might be due to the fact that male larynx is in a more anterior position generally
compared to the female larynx position or fat distribution is different in the neck according to

gender.

No gender difference was presented in average cross section of neck soft tissues (VP-skin),

moreover, it showed normal distribution. Based on VP-skin distance, which is identical with
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blade trajectory, two different adult ETGI blade lengths have been designed. With the 41 mm
curvature length blade, 50%; with the 55 mm curvature length, 90% of the cases could have
been solved. We have also proved that application of longer blades is not necessary; with soft
tissue compression of the neck, cross-section can be reduced adequately, and even with the 41
mm blade 90% of the cases could be treated. Moreover, limited space in the level of the vocal

cord also requires shorter blade length.
Endolaryngeal space measurements showed, that female glottis is significantly smaller in

sagittal as well as in transversal diameter than male ones. To avoid spatial incompatibility,
blades were designed to have a round caliber. Moreover, round shape also provides ideal
penetration angle for soft tissue and cartilage, and gives enough rigidity to resist bending. To
determine the curvature, middle and posterior transverse diameters i.e. TM and TP were
calculated. Since the instrument and also the tip of the blade meets the surface of the mucosa
with 45°, we designed bisector length (proportional with the width occupied by the blade in
the glottic area) shorter, than transverse glottic length.

The laryngeal cartilages are hyaline cartilages, except for the epiglottis and the vocal
process of the arytenoid, which are fibroelastic cartilages [45, 46]. Hyaline cartilages undergo
certain structural changes with time, like progressive enchondrial ossification [47].
Histopathological studies have demonstrated that the stage of the calcification and ossification
is widely affected by age [48]. Male laryngeal cartilages tend to be ossified to a greater extent
than female cartilages [45, 47, 49-54]. Ossification increases with advancing age [47, 50,
52-56]. For both genders, thyroid cartilage ossification appeared to pass through different
phases until complete ossification, and each phase appeared to be correlated to a decade
[47-49]. Determination of cartilage density was also necessary to create ETGI blades resistant
enough. Moreover, density distribution also influences the site of blade penetration. We found
a gender difference between thyroid cartilage densities at all measured level. However, the
cartilage thickness increases posteriorly; density measurement showed that the posterior third
is less compact. This might be due to the structure of the cartilage; there is a compact surface
lamina, conjugating in the middle and anterior third (identical with the sample site of anterior
density measurement), while posteriorly a spongious intermediate substance can be found
(posterior sample site). However, cartilage is thinner anteriorly, our density measurements

have confirmed, that posterior part of the cartilage is more sufficient for penetration.
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Moreover, calcification usually affects the anterior part of the lamina, therefore here density,
and consequent resistance increases with time. At the beginning, lateralization of vocal cord
was performed anteriorly, since intralaryngeal units of previous instruments were not capable
to penetrate the thick posterior part of the cartilage. We recommend blade penetration at the
posterior part of the lamina based on the density measurements; moreover, this position
secures the maximal abduction of the vocal cord. Since the density of cartilage is higher in
males, we also recommend the application of 55 mm blade in these cases, to utilize higher

instrument resistance provided by the size of the blade.

The small glottic area of newborns made the use of the original endolaryngeal thread guide
instrument (ETGI) difficult, so it had to be modified [57]. First step was the miniaturization of
the instrument to make it easier to maneuver in the neonatal glottis. The small glottic size and
the thin soft tissue layer over the larynx requires a shorter and less curved endolaryngeal
portion of the pipe-stem as opposed to the curve of the adult sized device. For children, a
21mm curvature length blade has been designed, capable to perform EAAL in 100% of the
cases. Since superficial soft tissue (i.e. tissue above thyroid cartilage) in children, especially
in infants is thin, soft tissue compression is not optimal to reduce cross-section. Therefore,
application of a 21 mm blade was necessary. The second step was the conversion to the
neonatal Miller laryngoscope (size 0; Welch Allyn Inc., NY, USA) which provides a good
view for the lateralization of the left arytenoid cartilage (in three cases). In the last patient, a

Macintosh Baby Laryngoscope (Welch Allyn Inc., NY, USA) was used to expose the larynx.

However, sharp edged blade is better for penetration, but the risk of possible tissue and
vessel trauma is higher. Therefore we applied a blade with blunt edge. In order not to weaken

the tip of the blade the eyelet was placed proximal to the tip.

Since there are a number of factors, which have to be taken into consideration when
performing the EAAL procedure, a cervical neck CT is a helpful investigation in the pre-
planning stage. Since imaging is usually performed in order to find the cause of vocal cord

immobility, patients do not receive any extra radiation.
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The results of the scan will help to clarify the degree of ossification of the TC at the vocal

process level, the distance of the blade trajectory and the thickness of the neck.

5.2. New Solution for Neonatal Bilateral Vocal Cord Paralysis - Endoscopic Arytenoid
Abduction Lateropexy

Due to the many etiologies of bilateral vocal cord palsy (BVCP), the potential
comorbidities, the related anatomical abnormalities, and the complex requirements of the
treatment, many authors recommend a “watch and wait policy” in neonates [58]. However,
the associated airway limitations significantly limit the normal physical activity and
development of the child, even in milder cases [59]. In cases of severe dyspnea, tracheotomy
is still the most frequently performed surgical intervention despite its many well-known risks,
including severe complications such as airway stenosis and accidental decannulation which
can be life threatening [39-41, 60]. The need to minimize surgery in the neonate and the many
risks of neonatal anesthesia (small reserve capacity, high oxygen requirements, risk of
hypothermia and hyperthermia, undiagnosed heart problems, limited cardiac output, etc.)
make surgical options even more limited in this age group. The optimal surgical intervention
would be both quick and reversible as well as provide an immediate adequate airway,
acceptable voice quality, and good swallowing function. A simple suture lateralization
technique of the vocal cord from an external approach was introduced by Zawadzka-Glos in
children aged 1 year and older [61], but this technique did not become popular. Triglia et al.
applied the arytenoid lateropexy from an external approach on 15 children between 1 month
and 9 years with more encouraging results; however, the undertaking of this relatively
complex and long-lasting intervention is significant in neonates. Because of the extensive,
surgical dissection of the arytenoid region and the resulting scar formation, this procedure is

considered to be irreversible even on adults [62-65].

Our preliminary results show that the endoscopic arytenoid abduction lateropexy (EAAL)
can be relatively easily and quickly performed with low surgical stress even in the first days
of life. Moreover, it provides a stable, long-lasting, and wide airway that is potentially

reversible because the endoscopically inserted lateralization sutures do not significantly
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disturb the anatomical structures. This has been proven in several adult cases in which

definite re-innervation occurred [2, 4, 44, 66, 67].

The supraglottic jet ventilation and the novel use of pediatric laryngoscopes ensure
excellent visualization of the glottis with access unencumbered by an endotracheal tube. If jet
ventilation is not available, however, this fast procedure can be performed under spontaneous
ventilation with intermittent intubation [2]. Based on our experience, the new, modified
endoscopic thread guide instrument (ETGI) is suitable for fast and safe maneuvering in the
narrow laryngeal space of the newborns.

The blade is connected with the stem-pipe. Continuously, thus the device can be removed
promptly in case of the need for intubation. Visual control during the technique is paramount.
Moreover, the positioning of the lateralization suture can be made more precisely with
endoscopic guidance. With these associated technologies and instrumentation, the procedure
can be performed quickly and safely.

This intrinsically reduces the potential complications from anesthesia and jet ventilation. In
adult patients, no postoperative intubation, temporary tracheostomy, or intensive care are
required after EAAL. Due to the limited anatomical space, the increased vulnerability, and
swelling of the soft tissue of the neonates, a short-term postoperative intubation is always
prudent along with parenteral steroid therapy. Temporary intubation may also help by the
maintaining of the lateralized position of the arytenoid cartilage though our report did not
compare this to any cases that were immediately extubated. Perioperative empiric intravenous
antibiotic therapy is also indicated.

The presented lateralization technique does not impair laryngeal sensation, which is
essential for protective laryngeal reflexes [68]. This is consistent with our experience in adult
patients who have not had significant aspiration after arytenoid cartilage lateralization. After
the removal of the nasogastric feeding tube, the newborns in this series could be easily fed
and be nurtured. This is supported by parental reports and by the registered weight gain and
length growth. Despite the comorbidities and the long hospitalizations, the weight-for-age and
length-for-age percentiles show normalization after the initial growth delay. The objective
measurements of voice quality are very limited at this age, but the results of the voice analysis

are consistent with the QOL questionnaire’s results. The postoperative glottic configuration of
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a small angle in the anterior commissure and the straight and tensed vocal cords allows
acceptable phonation closure in case of contralateral vocal cord recovery [4, 69]. This allows
not only a voice improvement after spontaneous re-innervation, as was seen in the second and
third case, but it helps to maintain the airway patency. This procedure is reversible in adults,
and therefore likely reversible in children. However, we did not undertake any reversal on the
infants during this study period. Reversal needs to be carefully considered because re-
innervation of the two vocal cords does not necessarily occur simultaneously. We have
observed in adults that when reversal is undertaken because the contralateral vocal cord’s
movement has recovered, the released (but potentially still paralyzed) vocal cord can re-
medialize after the suture removal [6]. While that is acceptable in an adult, in the young and
very small larynx this medialisation might cause a significant increase in airway resistance.
As the unilateral lateralization suture does not cause any swallowing or phonation
impairment, it was not removed after partial functional recovery. This was in accord with the
parent’s decision. The suture removal can be considered in the future if the endoscopic and/or

LEMG examinations confirm the re-innervations or when the larynx has grown larger.

Endoscopic examinations proved the stable position of the lateralization sutures and the
abducted arytenoid cartilage after 4 years in the one patient that we followed for that long.
This surgical intervention might be a long-term solution, even in fast-growing laryngeal

structures

Figure 18: Endoscopic pictures of the lateralized left vocal cord
a) Patient #1 (3rd postoperative week), b) Patient #2 (2nd postoperative week), ¢) Patient #3 (2nd postoperative
month), d) Patient #4 (4th postoperative year)
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6. CONCLUSIONS AND NEW RESULTS

6.1 Morphometric analysis of human laryngeal images

This study showed that the glottis configuration is significantly different between the two
genders. The density at the post lamina of the thyroid at the level of the vocal process of the
arytenoid is not significantly different in the two genders. The soft tissue compressibility
allowed the shorter blade to be used in the majority of cases giving greater flexibility.
However considering the size of larynx, maneuverability of instrument and density of thyroid
cartilage the larger blade was advised to be used for greater success. CT evaluation of cervical
neck and the above measurements described will provide the preoperative planning for

choosing the required type of blade to be used.

6.2 Optimalisation of Endolaryngeal Thread Guide Instrument (ETGI) designed for
Endoscopic Arytenoid Abduction Lateropexy (EAAL)

EAAL as a primary treatment might serve as a minimally invasive, effective, dynamic
solution for most cases of BVCI. ETGI is specifically designed for this method; therefore it
can facilitate this procedure. With blades and stem pipes of different shapes and sizes the

operation can be carried out in the case of almost every laryngeal configuration.

6.3 A New Solution for Neonatal Bilateral Vocal Cord Paralysis - Endoscopic Arytenoid
Abduction Lateropexy

According to our preliminary results, the minimally invasive, quick, reversible endoscopic
arytenoid abduction lateropexy (EAAL) might be a more favorable solution for neonatal
bilateral vocal cord paralysis (BVCP) than earlier treatment strategies. In one step, the airway
can be maintained without the risk of any permanent damage to voice production. Good
swallowing function is also preserved. In addition to these benefits, it should be easily
reversible. The specially modified endolaryngeal thread guide instrument (ETGI) gives a fast
and effective option to create the lateralized arytenoid position even in this technically

challenging surgical field of a neonate larynx.
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Follow up long-term outcomes and additional patients need to be studied to further

validate this procedure.
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A New Solution for Neonatal Bilateral Vocal Cord Paralysis:
Endoscopic Arytenoid Abduction Lateropexy

Shahram Madani, MD; Adam Bach, MD; Vera Matievics, MD; Eszter Erdélyi, MD;
Balazs Sztané, MD, PhD; Ilona Szegesdi, MD; Paul F. Castellanos, MD, FCCP; Laszlé6 Rové, MD, PhD

Objectives/Hypothesis: Bilateral vocal cord paralysis in early childhood is a life-threatening condition, which often requires
immediate intervention. One of the treatment options is a quick, reversible simple suture vocal cord lateralizing technique, whereby
the arytenoid cartilage is directly lateralized to the normal abducted position. Considering pediatric laryngeal anatomy, a small endo-
laryngeal thread guide instrument was designed for precise suture insertion.

Study Design: New instrument validation.

Methods: Four newborns had inspiratory stridor immediately after birth; two had to be intubated. Laryngotracheoscopy
revealed bilateral vocal cord paralysis. Unilateral, left-sided endoscopic arytenoid abduction lateropexy was performed with
supraglottic jet ventilation on the 4th, 5th, 5th, and 27th day of life for the four patients, respectively.

Results: All babies remained intubated for 3 to 7 days with an uncuffed tracheal tube. After extubation, no dyspnea or
swallowing disorder occurred. A subjective quality of life questionnaire, laryngotracheoscopy, clinical growth charts, and voice
analysis showed satisfactory functional results.

Conclusions: Minimally invasive, quick, reversible endoscopic arytenoid abduction lateropexy might be a more favorable
solution for neonatal bilateral vocal cord paralysis than earlier treatment strategies. In one step, the airway can be main-
tained without the risk of any permanent damage to voice production. Good swallowing function is also preserved. The spe-
cially modified endolaryngeal thread guide instrument gives a fast and effective option for creating the lateralized arytenoid
position even in the technically challenging surgical context of a neonate larynx.

Key Words: Bilateral vocal fold paralysis, dyspnea, endolaryngeal thread guide instrument, endoscopic arytenoid abduction

lateropexy, laterofixation, neonatal.
Level of Evidence: 4.
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INTRODUCTION

The treatment of bilateral vocal cord paralysis is a
challenge in children, especially in neonates. This phe-
nomenon has multiple etiologies. These include iatrogen-
ic, neurological, idiopathic, joint fixation, and birth
trauma. Idiopathic paralysis is the most common, but a
neurological origin is presumable in those cases as well.!
According to the literature, two-thirds of paralytic
patients have shown some or even total recovery.2 Thus,
due to the heterogeneity of the pathology, each case needs
to be assessed on its own merit as to whether long-term
improvement is possible. Associated stridor and
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respiratory distress, however, generally require urgent
interventions because the “watch and wait” policy may
lead to a dire outcome, considering the tiny airways of
babies.® The possible treatment options in neonates are
much more limited compared those in adulthood. This is
because achievable airway improvement with classic
resection procedures (such as partial/total arytenoidec-
tomy or transverse cordotomy) is limited by the associat-
ed edema, which often makes a tracheostomy necessary.®
Despite the high spontaneous recovery rate after a short
period of oxygen hood therapy or intubation, in most
cases, tracheostomy is the conventional treatment strate-
gy, with its well-known challenging care problems, as
well as psychological and physical side effects. "8

Our recent publication objectively proved, in accor-
dance with the clinical observations, that of the popular
glottis-enlarging surgeries, those procedures that are
based on the natural abduction of the cricoarytenoid
joint(s) are the most effective in airway improve-
ment.? 2 Moreover, these “simple suture procedures”
are reversible, which makes the abovementioned deci-
sion making easier. The problems that arise with these
arytenoid lateropexies in this age group are obvious; the
small anatomical structures and the relatively long and
difficult surgical procedures practically exclude the
application of the external approaches. The faster and
simpler endoscopic procedure described by our team is

Madani et al.: Arytenoid Lateropexy in Neonates
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TABLE I.
Pregnancy Information and Patient Data.

Birth Weight,
Gestational Apgar g/Weight-for-Age Stridor/ Intubation,
Patient/Sex Age, wk Delivery Score Percentile Cyanosis QOL  Days After Birth Comorbidity
#1/M 39 SvD 9-7-7 3,370/61.7 YY 25 1 —
#2/F 39 Caesarean 7-10-10 3,600/78.1 Y/N 25 4 Cavum septum
section pellucidum cyst,
(transverse lie) perinatal infection
#3/F 36 SVvD 8-7-7 2,210/0.6 Y/N 15 N Prematurity, perinatal
infection, neonatal
hypoglycemia
#4/M 39 Caesarean 7-10-10 3,250/51.5 YY 16 N Congenital suprabulbar
section (weak paresis, relative stenosis
contractions) of the left bronchus

F = female; M = male; N = no; QOL = quality of life score; SVD = spontaneous vaginal delivery; Y = yes.

also challenging, considering that the endolaryngeal
thread guide instrument (ETGI; Mega Kft, Szeged, Hun-
gary) was designed for adults and not such a small glottic
area. To alleviate this problem, a prototype of a new com-
mutable blade and stem-pipe was designed so that the
original instrument could be used in the neonatal airway.

MATERIALS AND METHODS

Patients

Four newborns with congenital bilateral vocal cord paraly-
sis (BVCP) were chosen as patients. All had been admitted to
the perinatal intensive care unit (PICU) immediately after birth
due to severe stridor and inspiratory dyspnea. Pregnancy infor-
mation and patient data are reported in Table I. The complex
preoperative examination process included neonatological,
neurological, and otolaryngological investigations.

Modification of the Original ETGI

Endoscopic arytenoid abduction lateropexy (EAAL) has
already been shown to be safe and effective for the treatment of

vocal cord immobility of various etiologies.>1%'® However, the
small glottic area of newborns made the use of the original the
ETGI difficult, so it had to be modified.!* First was the minia-
turization of the instrument to make it easier to maneuver in
the neonatal glottis. The small glottic size and the thin soft tis-
sue layer over the larynx require a shorter and less curved
endolaryngeal portion of the pipe-stem compared to the curve of
the adult-sized device, depicted in Figure 1. Second was the
conversion to the neonatal Miller laryngoscope (size 0; Welch
Allyn, Skaneateles Falls, NY), which provides a good view for
the lateralization of the left arytenoid cartilage (in three cases).
In the last patient, a Macintosh Baby Laryngoscope (Welch
Allyn) was used to expose the larynx.

Surgical Technique

Unilateral, left-sided EAAL was performed in four neo-
nates on the 4th, 5th, 5th, and 27th day of life, respectively. All
operations were performed under general anesthesia via total
intravenous anesthesia and high-frequency supraglottic jet ven-
tilation with continuous, strict monitoring of saturation and
end-tidal COy and readiness for possible intubation. Jet ventila-
tion was performed by using the Acutronic Ams 1000 device

Fig. 1. Endolaryngeal thread guide instrument. (a) Handling, stem-pipe, and curved blade in pushed-out position (stem-pipe and blade
designed for infants). (b) Stem-pipe and blade designed for infants. d = external diameter; r = radius of curvature. (c) 1) Stem-pipe and
blade designed for infants, 2) stem-pipe and blade designed for women, and 3) stem-pipe and blade designed for men. [Color figure can
be viewed in the online issue, which is available at www.laryngoscope.com.]

Laryngoscope 00: Month 2016
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TABLE II.
Details of the Surgery and Events of the Postoperative Care.

Patient/ EAAL, Days Endolaryngeal Postoperative Extubation, Reintubation, Oral Feeding,
Sex After Birth Surgical Time, min Complication Postoperative Day Postoperative Day Postoperative Day
#1/M 4th 6 N 5th N 7th

#2/F 5th 5 Laryngeal edema 7th 26th-32th 10th

#3/F 5th 8 N 3th N 4th

#4/M 27th 6 N 7th N 9th

EAAL = endoscopic arytenoid abduction lateropexy; F = female; M = male;

(Acutronic Medical Systems, Hirzel, Switzerland) with the fol-
lowing parameters: inhalation time = 40% to 50%, frequency =
50 to 60/min, volume = 200 to 300 mL, respiratory minute vol-
ume = 1.2 to 1.5 L; pressure = 50 mbar. The procedure began
with direct endoscopic examination of the upper and lower air-
ways to the level of the distal trachea with a rigid 0° and 30°
endoscope. Performance of the EAAL followed immediately
afterward during the same session.

Apart from the size and structural changes of the ETGI,
the lateralization of the arytenoid cartilage was performed as
described in our earlier publication.® After disinfection of the
laryngeal mucosa, the ETGI is led through the laryngoscope to
the glottic level. The mobile arytenoid cartilage is tilted back-
ward and upward with the end of the instrument. The built-in,
curved blade is then pushed through, under the vocal process,
and out to the surface of the neck. A nonabsorbable suture
thread (0-Prolene; Ethicon, Somerville, NdJ) is laced through the
hole at the tip of the blade by an assistant surgeon. The
doubled-over thread is pulled back with the blade, into the
laryngeal cavity. After a repeated tilting of the arytenoid carti-
lage, the blade is pushed out with the thread above the vocal
process to the outer surface of the neck. The assistant surgeon
then cuts the double-folded thread to remove it from the blade
tip. The blade is then pulled back into the laryngeal cavity, and
the ETGI can be removed. A small skin incision is then created
to withdraw the ends of the thread by a Jansen hook to the sur-
face of the sternohyoid muscle. The corresponding ends are
knotted above it.?

The total and the endolaryngeal operation time (from the
introduction of the ETGI until its final removal) was noted. At
the end of the surgery, the babies remained intubated for 3 to 7
days with an uncuffed tracheal tube (patients 1, 2, 4: inner
diameter [ID] = 3.5 mm; patient 3: ID = 3 mm; Portex silicon-
ized polyvinyl chloride oral/nasal uncuffed tracheal tube;
Smiths Medical, Plymouth, MN). The size of the endotracheal
tube was chosen by age- and weight-based formula according to
the advice of the anesthesiologist.!?

Parenteral antibiotic (amoxicillin/clavulanic acid, 25 mg/5
mg/kg for 12 hours) was administered for 4 days, and methyl-
prednisolone (4 mg/kg) was administered for 7 days. On the day
of extubation, the patients were given a steroid bolus. Nasogas-
tric feeding was used for all patients while they were intubated.
The postoperative management took place in the PICU in each
case.

Follow-up

The functional outcomes of the surgery in terms of breath-
ing, voice, swallowing, and overall satisfaction were evaluated
by the quality of life (QOL) questionnaire of the Lausanne
team.'® Follow-up evaluations included regular endoscopic

Laryngoscope 00: Month 2016

N = none.

examinations under general anesthesia using a rigid 0° and 30°
endoscope. The grade of the vocal cord movement recovery was
noted. Body weight gain, length growth, and swallowing diffi-
culty were systematically registered by the parents.!” The voice
samples were recorded with a high-sensitivity (40Hz—16kHz)
condenser head microphone (ATM75; Audio-Technica, Machida,
Tokyo, Japan) at a sampling frequency of 96 kHz (24-bit US-
122MKII external soundcard; TASCAM, Montebello, CA), and
analyzed by Praat 5.3.2.9. software (www.praat.org). The follow-
ing acoustic parameters were recorded in this study: mean
pitch, jitter, shimmer, and harmonics-to-noise ratio. Follow-up
intervals were 17, 11, 13, and 55 months for the four patients,
respectively.

RESULTS

The mean total surgical time was 17 minutes, with
an average of 6 minutes spent on the endolaryngeal la-
teralization. No major perioperative or postoperative com-
plications occurred. The postoperative timeline of events
is presented in Table II. Extubation was considered safe
on the 5th, 7th, 3th, and 7th postoperative day in the
four patients, respectively. In the case of infant #2, extu-
bation was attempted on the 4th postoperative day, but
due to significant edema of the laryngeal mucosa, the
intubation had to be prolonged by 3 days. Dyspnea and
COg, retention were noted on the 26th postoperative day.
Direct endoscopic examination revealed severe edema of
the glottic soft tissues. Thus, reintubation and repeated
antibiotics were required for another 6 days. All patients
were able to tolerate a normal per os diet with no
restriction in 1 to 3 days postextubation. The weight-for-
age and length-for-age percentiles are depicted in Figure
2. The acoustic parameters, QOL scores, and characteri-
zation of vocal cord movement recovery are shown in
Table III. Compared to the preoperative values, the QOL
scores improved significantly in all cases. Based on the
parent’s observations, the voice of the patients was nor-
mal in three cases and slightly impaired in one case. In
the first three patients, the crying sounds were power-
ful. Gurgling and cooing were similar to their siblings,
according to the parents. Speech development was
appropriate in the fourth case, which was the only case
followed long enough (55 months) to be evaluated ade-
quately. Partial regeneration of vocal cord movements
was observed in two of the four cases: bilateral in infant
#2 and unilateral in #3, at 6 and 3 weeks of age, respec-
tively (Fig. 3). Lateralization sutures were not removed
in any of the cases.

Madani et al.: Arytenoid Lateropexy in Neonates
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DISCUSSION requirements, risk of hypothermia and hyperthermia,

Due to the many etiologies of BVCP, the potential
comorbidities, the related anatomical abnormalities, and
the complex requirements of the treatment, many
authors recommend a “watch and wait policy” in neo-
nates.” However, the associated airway limitations sig-
nificantly limit the normal physical activity and
development of the child, even in milder cases. In cases
of severe dyspnea, tracheotomy is still the most fre-
quently performed surgical intervention despite its
many well-known risks, including severe complications
such as airway stenosis and accidental decannulation,
which can be life threatening.*”®® The need to mini-
mize surgery in the neonate and the many risks of neo-
natal anesthesia (small reserve capacity, high oxygen
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undiagnosed heart problems, limited cardiac output,
etc.) make surgical options even more limited in this age
group. The optimal surgical intervention would be both
quick and reversible as well as provide an immediate
adequate airway, acceptable voice quality, and good
swallowing function. A simple suture lateralization tech-
nique of the vocal cord from an external approach was
introduced by Zawadzka-Glos in children aged 1 year
and older,'® but this technique did not become popular.
Triglia et al. applied arytenoid lateropexy from an exter-
nal approach on 15 children between 1 month and 9
years old with more encouraging results; however, the
undertaking of this relatively complex and long-lasting
intervention is significant in neonates. Because of the

Madani et al.: Arytenoid Lateropexy in Neonates
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Fig. 2. (Continued)

extensive, surgical dissection of the arytenoid region and
the resulting scar formation, this procedure is consid-
ered to be irreversible even on adults.?°23

Our preliminary results show that EAAL can be rela-
tively easily and quickly performed with low surgical
stress even in the first days of life. Moreover, it provides a
stable, long-lasting, and wide airway that is potentially
reversible because the endoscopically inserted lateraliza-
tion sutures do not significantly disturb the anatomical
structures. This has been proven in several adult cases in
which definite reinnervation occurred.%1%:12:15:24

The supraglottic jet ventilation and the novel use of
pediatric laryngoscopes ensure excellent visualization of
the glottis with access unencumbered by an endotracheal
tube. If jet ventilation is not available, however, this fast

procedure can be performed under spontaneous ventilation
with intermittent intubation.? Based on our experience, the
new, modified ETGI is suitable for fast and safe maneuver-
ing in the narrow laryngeal space of newborns. The blade is
connected with the stem-pipe continuously; thus, the device
can be removed promptly in case of the need for intubation
(Fig. 1). Visual control during the technique is paramount.
Moreover, the positioning of the lateralization suture can
be made more precisely with endoscopic guidance. With
these associated technologies and instrumentation, the pro-
cedure can be performed quickly and safely. This intrinsi-
cally reduces the potential complications from anesthesia
and jet ventilation. In adult patients, no postoperative intu-
bation, temporary tracheostomy, or intensive care are
required after EAAL. Due to the limited anatomical space,

TABLE |
Functional Outcomes

Il.
of the Surgery.

Patient Jitter, % Shimmer, % HNR, dB Mean Pitch, Hz QOL Vocal Cord Movements Follow-up, mo
#1/M 0.3 5.4 15.9 171.7 11 N 17
#2/F 5.9 20.1 3.5 261.1 8 R: complete abduction 11

and adduction

L: slight adduction

#3/F 0.4 4.6 16.4 360.4 7 R: complete abduction 13

and adduction
#4/M 1.3 4.7 18.5 328.0 6 N 55

F = female; HNR = harmonic-to-noise ratio; L = left side, M = male; N = no movement; QOL = quality of life score; R = right side.
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Fig. 3. Complete regeneration of the right vocal cord movements after left-sided endoscopic arytenoid abduction lateropexy (patient #3,
3rd postoperative week). (a) Right side abduction. (b) Right side adduction.

increased vulnerability, and swelling of the soft tissue of the lateralized position of the arytenoid cartilage, although
the neonates, a short-term postoperative intubation is our report did not compare this to any cases that were
always prudent along with parenteral steroid therapy. immediately extubated. Perioperative empiric intravenous
Temporary intubation may also help by the maintaining antibiotic therapy is also indicated.

Fig. 4. Endoscopic pictures of the lateralized left vocal cord. (a) Patient #1 (3rd postoperative week). (b) Patient #2 (2nd postoperative
week). (c) Patient #3 (2nd postoperative month). (d) Patient #4 (4th postoperative year).
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The presented lateralization technique does not
impair laryngeal sensation, which is essential for protec-
tive laryngeal reflexes.?® This is consistent with our
experience in adult patients who have not had signifi-
cant aspiration after arytenoid cartilage lateralization.
After the removal of the nasogastric feeding tube, the
newborns in this series could be easily fed and nurtured.
This is supported by parental reports and by the regis-
tered weight gain and length growth. Despite the comor-
bidities and the long hospitalizations, the weight-for-age
and length-for-age percentiles show a normalization
after the initial growth delay. The objective measure-
ments of voice quality are very limited at this age, but
the results of the voice analysis are consistent with the
QOL questionnaire’s results. The postoperative glottic
configuration of a small angle in the anterior commis-
sure and the straight and tensed vocal cords allows
acceptable phonation closure in case of contralateral
vocal cord recovery.!®?® This not only allows voice
improvement after spontaneous reinnervation, as was
seen in the second and third case, but helps to maintain
the airway patency. This procedure is reversible in
adults, and therefore likely reversible in children. How-
ever, we did not undertake any reversal on the infants
during this study period. Reversal needs to be carefully
considered, because reinnervation of the two vocal cords
does not necessarily occur simultaneously. We have
observed in adults that when reversal is undertaken
because the contralateral vocal cord’s movement has
recovered, the released (but potentially still paralyzed)
vocal cord can remedialize after the suture removal.?’
Although that is acceptable in an adult, in the young
and very small larynx this medialization might cause a
significant increase in airway resistance. As the unilat-
eral lateralization suture does not cause any swallowing
or phonation impairment, it was not removed after par-
tial functional recovery. This was in accord with the
parents’ decision. The suture removal can be considered
in the future if endoscopic and/or laryngeal electromyo-
graphic examinations confirm the reinnervations or
when the larynx has grown larger.

Endoscopic examinations proved the stable position
of the lateralization sutures and the abducted arytenoid
cartilage after 4 years in the one patient we followed for
that long. This surgical intervention might be a long-
term solution, even in fast-growing laryngeal structures
(Fig. 4).

CONCLUSION

According to our preliminary results, the minimally
invasive and quick EAAL might be a more favorable
solution for neonatal BVCP than earlier treatment strat-
egies. In one step, the airway can be maintained without
the risk of any permanent damage to voice production.
Good swallowing function is also preserved. In addition
to these benefits, it should be easily reversible. The spe-
cially modified ETGI gives a fast and effective option to
create the lateralized arytenoid position even in the
technically challenging surgical context of a neonatal

Laryngoscope 00: Month 2016

larynx. Follow-up long-term outcomes and additional
patients need to be studied to further validate this
procedure.
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were beneficial as well.

explanation.

Level of Evidence: N/A.

Objectives/Hypothesis: Posterior glottic stenosis may cause more or less severe dyspnea. The popular endoscopic pro-
cedures have only a limited role in the treatment. Considering our clinical experiences, endoscopic arytenoid abduction latero-
pexy (EAAL) after proper mobilization of the fixed joints provides an effective option even in high-grade stenoses.

Study Design: To confirm these clinical observations, a morphometric study was performed in 100 cadaver larynges
(50 male, 50 female) to objectively compare the endoscopic glottis-widening procedures.

Methods: The postoperative measurements of the posterior commissure following EAAL, classic vocal cord laterofixation
(VCL), transverse cordotomy (TC), and arytenoidectomy (AE) were assessed by a digital image analyzer program. The
distance between the vocal process of the lateralized vocal fold and the midline, the angle between the axis of the posterior
commissure midpoint, and the vocal process and laryngeal median sagittal line were measured.

Results: EAAL was found to be more effective in improving the posterior glottis configuration; however, AE and VCL

Conclusions: Our morphometric study proved that organ-preserving EAAL provided more space in the posterior glottic
area. Fibrous reconnection and contraction of the scar can be minimized in this way, which may be the clinical efficacy

Key Words: Arytenoid lateropexy, endoscopic laryngeal microsurgery, posterior glottic stenosis.
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INTRODUCTION

The posterior commissure involves the dorsal third
of the vocal cords, the cricoid lamina, the arytenoid car-
tilages, and the interarytenoid area with the interaryte-
noid muscles and their covering mucosa."? Injury may
lead to scar and to posterior glottic stenosis (PGS), limit-
ing normal glottic motion by resulting in one or both
arytenoid cartilages becoming fixed in an adducted posi-
tion. Bilateral fixation commonly causes severe dyspnea,
which may require tracheostomy. In the past decades,
prolonged intubation, because of the increase of patients
undergoing assisted ventilation, has become the most
frequent cause of PGS, occurring in approximately 1% of
cases.® The effect is a pseudoparalysis of normally inner-
vated vocal cords.>™®

The moderate to severe dyspnea caused by bilateral
vocal cord fixation generally requires surgical interven-
tion depending on the grade of the stenosis (e.g.,
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Bogdasarian-Olson classification® [Table I]) and the
experience of the surgical team. Several different proce-
dures have been introduced,”® but the treatment of this
hazardous vocal fold fixation still poses a great challenge
even today. A simple scar transection provides limited
and short-lived success even in mild cases because of the
destruction of the deeper layers of the posterior glottis
and cricoarytenoid joints. Also, the connecting raw
wound surfaces increase the risk for restenosis. This is a
well-known problem of other widely used procedures
such as the transverse cordotomy (TC)>!° or the aryte-
noidectomy (AE).® Moreover, due to the originally dam-
aged state of the posterior commissure, the effect of
these procedures may be to worsen the stenosis. Eckel
et al., in a consecutive series of 32 bilateral vocal cord
mechanical fixations (limitation of the cricoarytenoid
joint’s movements) only 44% decannulation rate could be
achieved with these methods.!* However, by open techni-
ques these results could be improved to 100%,"7' but
tracheostomy might have to be sustained for weeks, and
many of these patients had to face a significant deterio-
ration of laryngeal function and voice. By contrast, in
our earlier studies'*'® we presented a consecutive series
of 42 patients with different grades of stenosis. All were
treated successfully by a minimally invasive endoscopic
method following the resection of fixating scar, and
mobilization of the cricoarytenoid joints and a temporary
endoscopic bilateral arytenoid lateropexy. This approach
provided not only significant airway improvement but
also a functional larynx secondary to vocal cord motion
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TABLE I.
Bogdasarian-Olson Classification for Posterior Glottic Stenosis.

Bogdasarian and Olson classified the extent of posterior glottic stenosis
into the following four types:

Type I: Vocal process adhesion

Type II: Posterior commissure stenosis with scarring in the
interarytenoid plane and internal surface of the posterior cricoid
lamina

Type lll: Posterior commissure stenosis with unilateral
cricoarytenoid joint ankylosis

Type IV: Posterior commissure stenosis with bilateral
cricoarytenoid joint ankylosis

recovery. The rate of success was found to be more favor-
able compared to other procedures. Many authors have
previously suggested a stent, a keel,'%!31618 or a muco-
sal flap'® to keep open the posterior glottis space after
the scar resection, but these interventions succeeded
only in low-grade stenosis and also often required
tracheostomy.

The purpose of our method is to provide the largest
possible space in the posterior commissure, thus keeping
the wounds apart until healing,'*2° diminishing the
chance of developing a fibrin cicatrix. Moreover, the
durable separation of the opposing wound surfaces over
a period of weeks counters the contraction forces of the
scarring process due to the myofibroblasts in early
healing.?!

The widest aperture means maximal inspiratory
abduction of the arytenoid cartilage relative to the cri-
coarytenoid joint anatomy. Our operation, referred to as
arytenoid abduction lateropexy, which is based on physi-
ological abduction, confers a better effect than the other
endoscopic methods. The effectiveness of different
glottis-enlarging techniques described in the literature
cannot be analyzed easily. The case numbers are gener-
ally so low as to make it hard to study common groups.
Only one procedure can be performed on one patient, so
the different methods cannot be reasonably compared in
clinical practice. The aim of this study, which was based
on a large number of cadaver larynges, was to avoid this
limitation. By assessing the effectiveness of different
endoscopic procedures, each performed on the same
cadaver larynx, an objective comparison was possible.
This has not been done previously.

MATERIALS AND METHODS

Cadaver Workup and Documentation

One hundred freshly excised cadaver larynges (50 male
and 50 female) were analyzed. For a better view of the glottic
area the epiglottis and the vestibular folds were removed (Fig.
1). Larynges were inserted into a fixation device and secured
with three screws along the cricoid cartilage, which resisted
deformation caused by the screws. The screws were always in
the same position in each larynx. High-resolution digital photos
were taken from a top view with a Nikon D60 camera (Nikon
Corp., Tokyo, Japan) fixed on a tripod, with a Nikon 18-55/
F3.5-5.6 AF-S DX G VR lens. The fixation device made it possi-
ble to take all photos from a consistent position.
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Fig. 1. Cadaver larynx in the fixating device. The supraglottic soft
tissues and cartilages were removed to improve visualization.

In the first study, the effect of different simple suture-
based glottis-widening techniques on the posterior glottic aper-
ture were measured in 60 larynges (30 male and 30 female).
First, the normal cadaveric position of the larynges was docu-
mented. Then four different suture lateralization maneuvers
were performed, one by one, on the left side on each larynx.
Typical needle holder and suture materials were used; the read-
ily accessible glottis obviated the need for special instruments.

All procedures were performed according to the techniques
described in the literature.

Suture Lateralization Procedures

Classic vocal cord laterofixation. The vocal cord was
lateralized and fixed by a thread loop inserted on the vocal pro-
cess or just anterior to it. There are two types: Lichtenberger’s
endo-extralaryngeal?> and Ejnell’s exo-endolaryngeal proce-
dure.?? In this study, the suture loop was placed according to
Lichtenberger’s concept,?? which allows for a more precise loop
formation around the vocal process (Fig. 2A).

Modified vocal cord laterofixation. Lichtenberger’s
later modification of vocal cord laterofixation (VCL)'? was also
examined, in which a second thread was inserted a couple of
millimeters anteriorly from the original one (Fig. 2B).

Endoscopic arytenoid abduction lateropexy. In the
endoscopic arytenoid abduction lateropexy procedure (EAAL),*
the arytenoid cartilage was rocked into its maximally abducted
position, and then a thread loop was placed round the vocal pro-
cess (Fig. 2C).

These minimally destructive procedures were performed
on each larynx. They were taken in turns so that the prior sur-
gical technique would not affect the results. The thread loops
were positioned into the position described in the original publi-
cations, and then knotted on the outer surface of the thyroid
cartilage.

Schobel’s external lateralization procedure (SELP).
As the control group of the endoscopic methods, Schobel’s
external lateralization procedure® was performed last because it
causes a greater amount of tissue damage. The arytenoid
cartilage is tilted and fixed laterally with two submucosally
placed sutures; one is knotted on the posterior margin and the
second is placed around the superior horn of the thyroid
cartilage (Fig. 2D).

Sztand et al.: Endoscopic Technigues Designed for PGS



Fig. 2. Four different suture lateralizing
techniques performed on the left side of
the same cadaver larynx (larynx no. 18,
male, 63 years old). The analyzed parame-
ters describing the posterior glottis are
marked: the midline-left vocal process dis-
tance (arrow), and the angle between vocal
process—posterior commissure line and
midline (). (A) Vocal cord laterofixation
(VCL), 1 suture. (B) VCL, 2 sutures. (C)
Endoscopic arytenoid abduction latero-
pexy. (D) Schobel’s method.

Resection Procedures

In the next part of the study, TC was compared to EAAL
on 20 cadaver larynges, and finally AE was compared to EAAL
on 20 different larynges. Because of the irreversibility of these
procedures, two subgroups were created. Prior to the surgery,
the supraglottic parts were also removed, and the same instru-
mentation was used for the fixation and documentation.

The Dennis and Kashima TC. In the Dennis and
Kashima TC,' an incision was made at the vocal process, and a
wedge-shaped defect was created by the removal of the middle
third of the vocal cord (Fig. 3).

The Ossoff total AE. In order to simplify the procedure,
the left arytenoid was completely removed along with the sur-
face mucosa in the Ossoff total AE.?* In common surgical prac-
tice, the medial mucosa is normally kept in place, but we
wanted to evaluate the theoretical maximum efficacy of the sur-
gical method so we removed it. In this study, cold instruments
were used for the procedures (Fig. 4).

Digital Image Analysis
Imaged digital picture analyzer software (National Insti-
tutes of Health, Bethesda, MD) was applied to measure the cho-

Fig. 3. Transverse cordotomy (A)
and endoscopic arytenoid abduction
lateropexy (B) (larynx no. 68, male,
74 years old). The analyzed parame-
ters describing the posterior glottis
are marked: the midline-left vocal
process distance (blue arrows), and
the angle between vocal process-
posterior commissure line and mid-
line (yellow).
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sen parameters describing the posterior commissure; in the
plane perpendicular to the median-sagittal plane of the lar-
ynges, the distance between the left vocal process and sagittal
midline of the larynx was measured (Fig. 2, arrow). Then, the
angles between the long axis of the vocal process, the posterior
commissure midpoint, and the laryngeal median-sagittal line
were measured (Fig. 2, «). In the 20 larynges treated with AE,
the furthest point of the gained glottic area (for distance mea-
surement) and the most posterior point of the left vocal cord
(for the angle) were chosen (Fig. 4A). Repeated measure analy-
sis of variance was used to compare the surgical results. Pair-
wise comparisons were performed based on estimated marginal
means using the Sidak adjustment for multiple comparisons.
SPSS 20.0 (IBM SPSS, Armonk, NY) was used for calculations.

RESULTS

All suture-based glottis-widening techniques pro-
vided a significantly larger posterior glottic area
compared to the area in the cadaveric position (Fig. 5
and Fig. 6). In the case of VCL, no difference occurred in
the results of the one- and two-sutures methods, and the
second loop did not provide additional space in the
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posterior glottis. EAAL and Schobel’s method were pro-
ven to be significantly more effective than VCL. The
measurements after EAAL were not significantly better
than the change after SELP (Table II).

In the second part of the study, EAAL was com-
pared to the resection surgical techniques. This proved
to be the most effective suture lateralizing method
(Table III). After TC, the configuration of the posterior
glottic area essentially did not change. AE seemed to be
less effective than EAAL because it caused no lateraliza-
tion of the rest of the vocal cord.
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Fig. 5. The improvement of midline-vocal process distance after
left-side manipulation. Box plot displaying the extremes, upper
and lower quartiles, and the median of the difference between the
cadaver and postoperative status. AE = arytenoidectomy;
EAAL = endoscopic arytenoid abduction lateropexy; SELP = Scho-
bel’s method; sut=suture; TC = transverse chordotomy; VCL =
vocal cord laterofixation.
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Fig. 4. Arytenoidectomy (A) and
endoscopic arytenoid abduction lat-
eropexy (B) (larynx no. 83, female,
68 years old). The analyzed parame-
ters describing the posterior glottis
are marked: the midline-left vocal
process distance (blue arrows), and
the angle between the vocal pro-
cess—posterior commissure line and
midline (yellow). [Color figure can be
viewed in the online issue, which is
available at wileyonlinelibrary.com.]

DISCUSSION

Morphometric studies analyzing the results of dif-
ferent glottis-widening procedures had already been
published. Eckel and Sittel used shock-frozen cadaver
larynges to measure the efficacy of cordotomy and AE.
Horizontal sections were produced, and cross-sectional
areas of the vocal cords and arytenoids were measured
using a computer-aided morphometry device.?® Their
method provided an objective comparison between the
examined procedures, but it was expensive and time con-
suming, which likely limited the extension of the study
as evidenced by the lack of follow-up work. The great
anatomical variability of the larynx requires a large
number of study specimens.?® Other deficiencies were
that the horizontal projection of the three-dimensional
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Fig. 6. The improvement of the angle of the posterior commissure
(o =grad). AE = arytenoidectomy; EAAL = endoscopic arytenoid
abduction lateropexy, grad = gradian; SELP = Schobel’s method;
TC = transverse cordotomy; VCL = vocal cord laterofixation.
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TABLE II.
Statistical Correlations of the Results of Suture Lateralizing Proce-
dures (n = 60): Comparison of the Horizontally Signed Method to
the Vertically Written Method.

VCL 1 VCL 2 SELP EAAL

Midline-vocal process distance

cP

VCL 1 NS NS T
VCL 2 NS NS T
SELP NS NS NS
Angle in the posterior commissure

cP ) .

VCL 1 NS T T
VCL 2 NS T T
SELP * * NS

*Significantly higher, P <.0001.

TSignificantly higher, P <.01.

*Significantly lower, P <.01.

CP = cadaver position; EAAL = endoscopic arytenoid abduction later-
opexy; NS =not significant; SELP = Schobel’s method; VCL = vocal cord
laterofixation.

movements of the arytenoids might not have been ana-
lyzed by their method, and different glottis-widening
methods could not be performed on the same organ.
These technical limitations were avoided by apply-
ing our simple digital image-based morphometric analy-
sis method. When the fresh cadaver larynges are fixated
in a standard position and in sharp high resolution, dis-
tortionless photos can be taken. The surgical anatomical
parameters of different procedures can therefore be
assessed in the plane perpendicular to the median-
sagittal plane of the larynges. A large number of lar-
ynges were used, which allowed appropriate statistical
comparison between procedures. Considering the ana-
tomical variability of each larynx, repeated measures
with each organ further strengthened our study.
Theoretically, an open posterior commissure after
surgery for PGS should be tractioned in its new configu-

TABLE Il
The Statistical Correlations Between the Results of EAAL and
Resection Procedures (N = 20): Comparison of the Horizontally
Signed Method to the Vertically Written One.

AE TC EAAL

Midline-vocal process distance

AE ’ NS
TC T T
EAAL NS :

Angle in the posterior commissure

AE kS §
TC § T
EAAL * T

*Significantly lower, P <.0001.

TSignificantly higher, P <.0001.

*Significantly lower, P <.01.

SSignificantly higher, P <.01.

AE = arytenoidectomy; EAAL = endoscopic arytenoid abduction later-
opexy, NS = not significant; TC = transverse cordotomy.
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ration to prevent restenosis. This can clearly be achieved
when the arytenoid cartilages are repositioned to that of
maximal. The movement of the cricoarytenoid joint is
not a simple rotation around the vertical axis. This is
generally considered to be the theoretical basis for sim-
ple VCL techniques and exists only in standard anatomy
textbooks.?” Wang has convincingly demonstrated that
during abduction, the lateral sliding motion of the vocal
process is accompanied by an upward and occasionally
slightly posterior movement. Simultaneously, the aryte-
noid cartilage turns laterally and upward on the cricoid
cartilage facet.282°

Our cadaver studies focused on the morphological
configuration changes of the posterior glottic area
caused by different glottis-widening procedures. They
proved that this abducted position of the joint could be
accomplished by tilting the arytenoid cartilage back-
ward and then fixating it with a suture loop. EAAL is
based on these maneuvers,'®> and therefore, in our
opinion, provides better results than other suture lat-
eralization methods. This technique spares the phona-
tory surface of the vocal cords, which should enable a
better postoperative voice than procedures involving
the resection of the glottis. When treating posterior
glottic stenosis the procedure is performed bilaterally,'*
so the contrast with the results of different techniques
is even more distinct. This study was performed on
normal cadaver larynges, but these results can be
extended to actual clinical circumstances when the
posterior commissure is not pliable or stretchable. Our
method, which cut the posterior glottic and cricoaryte-
noid intracapsular scars by CO, laser and a right-
angle endoscopic blade,'* allows the creation of this
widened glottic configuration.

The analysis of VCL showed some improvement,
but the second suture loop does not enlarge the poste-
rior glottis. Schobel’s method of external arytenoid lat-
eropexy proved to be more effective, with the results
being comparable to the results of minimally invasive
EAAL. TC produced no significant area increase in the
posterior commissure compared to the initial cadaveric
position. TC may be effective in the treatment of dysp-
nea, but the configuration of the damaged posterior
glottic area did not change. The arytenoid remained in
a median position. As such, the expected postsurgical
scar formation'® may cause more severe dyspnea in
the long run than in the case of bilateral vocal cord
paralysis.

AE provided better results than VCL, but worse
than EAAL. This intervention does not really change the
position of the rest of the vocal cord. In some cases, vocal
fold adduction happened because of the lack of connec-
tion between the arytenoid joint and the rest of the vocal
cord. The scarred posterior commissure makes it difficult
to create a mucosal flap, preserving the medial mucosa
of the arytenoid, especially in the case of a fixed contra-
lateral arytenoid. This clinical situation promotes signifi-
cant restenosis. Another basic handicap of all the
techniques involving vocal fold resection is that the
removal of glottic tissue commonly causes irreversible
loss of vocal function.
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ONCLUSION

These morphometric cadaver studies confirmed that

special maneuvers and suture fixation by EAAL can
rock the arytenoid cartilage into its maximally abducted
position, thereby providing the largest posterior glottic
configuration compared to other endoscopic glottic-

W

idening techniques. Fibrous reconnection and contrac-

tion of the scar tissue can be minimized in this way.
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Endoscopic Arytenoid Lateropexy
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Objectives/Hypothesis: The varied etiology of
bilateral vocal cord immobility (BVCI) requires a
wide range of surgical approaches. A new endolaryng-
eal thread guide instrument (ETGI) is presented here
for a minimally invasive endoscopic lateropexy of the
arytenoid cartilage, which might serve as a basis for
a simple solution for the main types of BVCI.

Study Design: Prospective study of BVCI
patients who underwent surgery, including 22 bilat-
eral vocal cord paralyses (BVCP), 12 mechanical fixa-
tions (MF), 10 posterior glottic stenoses, and two
rheumatoid ankyloses.

Methods: The ETGI is based on a built-in mova-
ble curved blade with a hole at its tip to guide a
thread in and out again between the skin and the la-
ryngeal cavity. The loops formed around the arytenoid
cartilage cause abduction. In cases of fixations, the
cricoarytenoid joints were properly mobilized as a
first step with a combination of cold technique and
COs laser.

Results: As spirometric tests proved, 32 patients
achieved improved breathing ability. One temporary
tracheostomy was necessary and one patient with
ongoing radiotherapy could not be decannulated. Sub-
jectively, twelve patients’ voices improved or approxi-
mated normal quality due to complete vocal cord
recoveries on at least one side after lateropexy was
ceased. Incomplete recovery with more or less
impaired voice was observed in 16 cases. Three MF
patients and two BVCP patients with poor overall
health condition had severe dysphonia.
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Conclusions: Combined with simple and readily
available methods, endoscopic arytenoid lateropexy is
an effective solution for BVCIs with various etiologies.
The ETGI facilitates this procedure with rapid and safe
creation of fixating loops at the proper position.

Key Words: Arytenoid lateropexy, laryngeal
microsurgery, laryngeal rheumatoid arthritis, vocal
cord immobility.

Level of Evidence: 4.
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INTRODUCTION

Bilateral vocal cord immobility (BVCI) is a term used to
describe vocal cords that are restricted secondary to neurop-
athy, muscular disorders, or mechanical fixation (MF).! The
moderate to severe dyspnea generally requires surgical
intervention. However, the recently suggested endoscopic
treatment modalities®® might restore the airway patency in
bilateral vocal cord paralysis (BVCP), but treatment of MF
often requires external procedures (e.g., laminotomy).*®
Potential reversibility of BVCP means a further therapeutic
challenge that necessitates a complex assessment® and grad-
ual application of those techniques that resect the glottic
structures.>” Our earlier studies demonstrated long-term
dependable results if the arytenoid cartilage is directly later-
alized to the normal abducted position® by endoscopically
inserted sutures. We observed the benefit of this procedure
not exclusively in BVCP? but even in severe cases of MF af-
ter proper mobilization of the cricoarytenoid joint (CAJ).1°

Nevertheless, the correct creation of this more posterior
location of fixating loop is practically impossible through an
externally inserted needle as it is described by the Ejnell’s
procedure.'! This special suture placement is also a chal-
lenge for the original Lichtenberger device'®'? because the
thyroid cartilage is more dense in that area. Moreover, these
techniques share a common problem, that is fixating threads
are led through the oral cavity, which increases the risk of
perichondritis, one of the possible complications of these pro-
cedures.>'*'3 For this reason, as demonstrated by the result
of a series of BVCI patients with different etiology, a new
procedure performed with the prototype of an endolaryngeal
instrument is introduced here. This thread guide device is
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Fig. 1. The endolaryngeal thread
guide instrument (ETGI). (A) The
parts of the ETGI (the blade is
pulled back). (B) The built-in, mova-
ble, curved blade in a pushed-out
position with a hole at its tip. s =
steel pipe stem; r = rod; h = han-
dle; ¢ = clamping screw; f = finger
clip.

purposely designed for safe, accurate, and fast suture loop
creation for the endoscopic arytenoid lateropexy (EAL).

MATERIALS AND METHODS
The principle of the endolaryngeal thread guide instru-
ment (ETGI) is the utilization of a built-in, movable curved

blade with a hole at its tip (Fig. 1B) allowing a suture thread to
be guided in and out between the exterior surface of the neck
and the internal laryngeal cavity. The stem of the instrument is
a rigid steel pipe, curved at its distal, blade-holding end, cre-
ated to fit into midsized, closed laryngoscopes. The second
component is a rod, largely cased within the steel pipe stem. At
the uncased proximal end of the rod is a freely rotating finger

Fig. 2. Intraoperative pictures of a 67-year-old female demonstrate the efficacy of the method even in a small female larynx (see detailed
explanation in the text); ends of threads situated under the vocal process (u); ends of threads situated over the vocal process (o) are just
being pulled back (p) under the skin through a small skin incision by a Jansen hook.
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Fig. 3. Schematic drawing of the procedure (detailed in the text). The skin (s) is illustrated only on the last picture to achieve better visual-
ization. Arrows indicate the direction of the thread guiding. m = sternohyoid muscle.

clip. At the distal end of the rod is the curved blade, appropri-
ately designed to fit the curvature of its stem casing. The
connection between the blade and the rod is fixed but flexible,
ensuring forceful blade movement on exit and re-entry of the
curved stem end. The pull and push of the finger clip (with the
thumb) causes the in-and-out blade movement from the stem
end. At rest, the blade is inside the curved stem end. The third
component of the instrument is the ergonomic handle, which
also serves as a shaft to hold the instrument in a straight posi-
tion. The steel stem of the instrument is fixed to the handle
with a clamping screw after turning it to the desired direction.
The structural rigidity of the ETGI ensures easy penetration
through the thyroid cartilage. The device has the approval of
the Hungarian Health Care Institute.

General anesthesia combined with supraglottic jet ventila-
tion is suggested. For the sake of maneuverability, the larynx is
exposed with a Weerda laryngoscope (Fig. 2A) or with a Macin-
tosh laryngoscope (in three females with difficult direct
laryngoscopy). In cases of MF a strong, right-angled, saber-
shaped scythe designed by our team is used for dividing the
adhesions in CAJ, which is completed with COy laser scar exci-
sion in posterior glottic stenosis (PGS).1° In cases of BVCP
unilateral EAL was performed, and in cases of MF bilateral

Laryngoscope 120: October 2010
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EAL was performed. After disinfection of the mucosa the ETGI
is led through the laryngoscope to the glottic level. The mobile
(or mobilized) arytenoid cartilage is tilted backward and
upward with the end of the instrument (Fig. 2B). The built-in,
curved blade is then pushed through under the vocal process
out to the surface of the neck (Fig. 3A). A nonabsorbable suture
thread (Prolene 1.0; Ethicon, Somerville, NJ) is laced through
the hole at the tip of the blade by an assistant surgeon (Fig. 2C
and Fig. 3A). The doubled-over thread is pulled back with the
blade, into the laryngeal cavity (Fig. 3B). After a repeated tilt-
ing of the arytenoid cartilage (Fig. 2D), the blade is pushed out
with the thread above the vocal process to the outer surface of
the neck (Fig. 3C). The assistant surgeon then cuts the double-
folded thread to remove it from the blade tip. The blade is then
pulled back into the laryngeal cavity, and the ETGI can be
removed. A small skin incision (approximately 5 mm) is then
created to withdraw the ends of the thread by a Jansen hook to
the surface of the sternohyoid muscle (Fig. 2E). The correspond-
ing ends are knotted above it (Fig. 3D). This simple procedure
enables the endoscopic creation of two fixating loops in one step
at suitable laryngeal locations, providing maximal physiological
abduction of the arytenoid cartilage (Fig. 2F and Fig. 3D)
within 5 minutes. In case of PGS a topical mitomycin-C
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TABLE I.
Early and Late Postoperative Spirometric Results.

Bilateral recurrent nerve paralyses (n = 22; female/male = 17/5)

Age (years) Preop* PIF (I/s)Postop’ Final results
Mean 53.0 2.39 2.79
Min./max. 26/78 0.5/2.12 0.78/3.62 1.75/4.0
SD +12.4 +0.42 +0.78 +0.67
Mechanical fixations Posterior glottic stenoses (n = 10; female/male = 3/7)
Age (years) Preop* PIF (I/s) Postop Final results
Mean 45 2.72 4.04
Min./max. 28/66 1.25/2.37 1.75/4.37 2.7/5.62
SD +15.65 +0.45 +0.83 +0.98
Rheumatoid arthritis with ankylosis (n = 2; female/male = 1/1)
Sex/Age (years) Preop PIF (I/s) Postop 12" month
female/49 “1.87 1.75
male/18 2.25 2.37

The normative PIF value'® in mixed-gender, healthy, young population is 4 L/s. In cases of unilateral VCP the PIF is about 70% to 80% of the normative
value."” These facts suggest that the postoperative PIF of these older, dominantly female BVCP patients approximates to the theoretical maximum value,
therefore the glottic configuration of EAL (Fig. 3A) is similar to a unilateral VCP patient in inspiration.

*One patient with cannula, two intubated patients, and three patients with severe suffocation were not measured.

TThree patients with cannula and two patients with severe suffocation were not measured.

*Temporary tracheostomy for 2 weeks.
“One patient was not decannulated.

@At least 1 year after EAL (patients with advanced esophageal tumor died in the 6th and 8th month).

PIF = peak inspiratory flow; SD = standard deviation.

application is considered.'®'*! In the peri- and postoperative
period parenteral antibiotics, steroids for a few days, and
speech prohibition for a week are suggested.!® The suggested
hospitalization is about 3 days. The sutures can be removed if
recovery is detected at BVCP or in MF after 8 weeks once re-
epithelialization in the posterior commissure was confirmed.

Patients

From 2005 to 2008, 34 consecutive patients (21 females,
13 males) were diagnosed and treated by ETGI for BVCI. Their
follow-up was between 12 months and 47 months (mean, 27
months). The ages ranged from 18 to 68 years with a mean of
49 years. There were 22 patients in the BVCP group (surgical
complications of 18 thyroid surgery and one cricotracheal resec-

Fig. 4. Late result of endoscopic
arytenoid lateropexy (67-year-old
female demonstrated in Fig. 2). (A)
At the end of the 12th month there
is no medialization in the position of
the lateralized left arytenoid carti-
lage. (B) Active adduction of the
contralateral side can be observed
during phonation, which allows ac-
ceptable voice production.

Laryngoscope 120: October 2010

tion were three esophageal tumor infiltrations of the recurrent
laryngeal nerves). Ten of 12 cases of MF were considered being
PGS. Two patients had laryngeal involvement of rheumatoid ar-
thritis (RA). After receiving information about the possibility of
worsening voice quality, all of the patients chose EAL instead of
tracheostomy or the “watch and wait” policy. The study was
approved by the Institutional Review Board of Szeged
University.

RESULTS

In all patients, the ETGI successfully enabled the cre-
ation of fixating loops at the effective laryngeal positions.
In one immune-suppressed female with RA and one male
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TABLE II.
Phoniatric Parameters Six Months After Endoscopic Arytenoid
Lateropexy.
28 Patients* (MF = 10, BVCP = 18); Female/Male = 22/6; Mean
Age =52y
Acoustics
Pitch, Hz HNR, dB Jitt, % Shim, %
Mean 203.72 20.64 0.93 4.91
Min/max  105.50/373.85 4.15/32.96 0.11/3.12 0.13/15.15
SD +73.06 *+7.37 +0.91 +4.32
Aerodynamics Perception
MPT, s G R B
Mean 10.11 1.18 1.14 1.00
Min/max 2.11/33 0/3 0/3 0/3
SD +6.95 +0.76 +0.69 +0.85

Normative values (www.fon.hum.uva.nl/praat/): Pitch = 200-240 Hz;
harmonic to noise ratio (HNR) = >12 dB; Jitter (Jitt) = <1.04%; shimmer
(Shim) = <3.81%; maximum phonation time (MPT) = >15 seconds; grade
of hoarseness (G), roughness (R), breathiness (B): 0 = no deviance, 3 =
severe deviance.

*Five patients were lost from the phoniatric follow-up.

MF = mechanical fixation; BVCP = bilateral vocal cord paralysis; SD
= standard deviation.

with ongoing chemoradiotherapy due to an upper esopha-
geal cancer, a temporary and a permanent tracheostomy
had to be performed. Except for these two cases no signifi-
cant postoperative complications, vocal cord
remedialization have been observed. The remarkably
improved'®1” peak inspiratory flow (PIF) in the first post-
operative day (62%) and the almost doubled values 1 year
after the operation (Table I) indicated the immediate and
long-term reliability of the procedure (Fig. 4A). In terms of
phonation (Table II), from the 33 successfully treated
patients a complete vocal cord recovery has been detected
in six BVCPs (four bilateral, two unilateral) and in six
MFs. Their voice parameters were at or near the normal
quality after fixating suture removal. Further, 13 BVCP
patients demonstrated incomplete, dominantly adduction
recovery on the nonlaterofixed side (Fig. 4B). In three
cases of MF the temporary bilateral EAL provided re-
markable glottic enlargement but somewhat reduced
adduction ability. These 16 patients had posterior phona-
tion closure insufficiency, a more or less hoarse and
breathy but socially acceptable voice. Further, two cases of
high-grade PGS and the second RA case have had remark-
ably impaired adduction with severe dysphonia. The
remaining two permanent BVCP patients with advanced
esophageal tumor and chronic obstructive pulmonary dis-
ease associated with chronic laryngitis had severe
aphonia.

DISCUSSION

During abduction, the lateral sliding motion of the
vocal process is accompanied by an upward and occa-
sionally slightly posterior movement, with the arytenoid
cartilage turning laterally and upward on the cricoid
cartilage facet.® This is the key to a really effective sim-
ple suture lateralization procedure, because it is obvious
that the lower resistance against the fixating sutures
arises if the joint is moved in its natural way. This posi-
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tion provided a more significant glottic enlargement
(+55%, P <.00002) than the regular double-loop vocal
cord laterofixation'? in our objective morphometric
study'® made on 60 cadaver larynxes. This explains the
PIF difference in a similar group of BVCP patients
measured after the latter procedure (their postoperative
mean, 2.01 I/s; increase, 45%).'° Additionally, this posi-
tion allows loops stay on the stable surface of cartilage
and not let them slip to and cut through the vocal cord.
This more posterior loop creating, however, is a chal-
lenge for the earlier methods.'®>2° Moreover, the ETGI
ensures continuous suture guiding; there is no need for
repeated external recharge of the instrument compared
to Lichtenberger’s device.'? Ejnell’s procedure is more
time consuming because the thyroid cartilage is more
widely exposed.?’ Considering these facts the accurate
loop creation for EAL is safer and quicker by ETGI.

Further advantages of this compact technique are
the following: 1) it can be applied easily in cases of diffi-
culties of direct laryngoscopy (use of Macintosh
laryngoscope); 2) the double loop creation with one ma-
neuver, aside from the increased efficiency, diminishes
the risk of vocal cord remedialization (e.g., a rupture of
one of the sutures);'>2° and 3) the thread moves within
the disinfected laryngeal cavity and the skin, therefore
the drug administration (to avoid the edema and peri-
chondritis) can be diminished. The method utilizes the
normal mechanism of abduction, thus the possible con-
traindications are limited. In these unselected cases of
patients with isolated BVCI the two complications origi-
nated from the suppressed immune status. An airway
infection might also be a contraindication.

CONCLUSION

EAL as a primary treatment might serve as a mini-
mally invasive, effective, dynamic solution for most
cases of BVCI. ETGI is specifically designed for this
method, therefore it can facilitate this procedure. The
simplicity of the intervention, the large degree of
reversibility, the easily detectable laryngeal function
recovery, and the good long-term results, might simplify
the management of these patients with usually iatro-
genic etiology.
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Endolaryngeal thread guide

instrument (ETGI)

he endolaryngeal thread guide instrument (ETGI) is a relatively new development in the world of

otorhinolaryngology and head and neck surgery [1]. In this article, we discuss using the ETGI for

a minimally invasive endoscopic arytenoid lateropexy (EAL). The instrument can be used in the

treatment of bilateral vocal cord immobility such as vocal cord paralysis, posterior commissure stenosis,

ankylosis of crico-arytenoid joint and laryngeal web. It has also been successfully used in revision cases of

failed glottis enlarging procedures.

The structure of the ETGI enables us to penetrate
into the densest part of the thyroid cartilage. In this
way, endoscopic arytenoid abduction lateropexy can
be achieved by a double thread loop creation in one
step. The laryngeal anatomical structures remain
intact, which has many advantages in terms of thera-
peutical effect.

The airway enlargement is reversible to a large
extent, so the laryngeal functions can be preserved in
case of temporary inferior laryngeal nerve injury, or
when this procedure is used for the prevention of
restenosis, for example in the case of posterior glottic
Stenosis.

This is also a cost effective procedure, as the time
the patient spends in theatre and post-operative care
is reduced. Moreover, it simplifies the pre-operative
assessment procedure and minimises the need for
external procedures such as tracheostomy, lamino-
tomy, etc.

Before the procedure the patient’s status should
be assessed for infection, immune deficiency, post
chemo-radiotherapy or any other disease may cause
inter or post-operative morbidity. These patients will
need more complex administration of antibiotics.

Description of the instrument
The key component of the ETGI is based on a built-
in, moveable, curved blade with a lacing hole (eye) at

Figure 1: Endolaryngeal thread guide instrument (ETGI).

its tip in order to guide a thread in or out between
the outer surface of the neck and the laryngeal cavity
(Figure 7).

The stem of the instrument is a rigid steel pipe
with a curve at its distal, blade-holding end, created
to fit into midsized, closed laryngoscopes.

Considering the size differences of the larynx, three
different measures of the steel pipe were designed
with appropriate blades. The connection between
the blade and the rod is fixed but flexible, ensuring
forceful blade movement on exit and re-entry of the
curved stem end. The blade is moved by a rod which
is largely cased within the stem.

At the uncased proximal end of the rod is a freely
rotating finger clip. The pull and push of the finger
clip (with the thumb) causes the in-and-out blade
movement from the stem end. At rest, the blade is
completely cased. The last component of the instru-
ment is the ergonomic handle, which also serves as a
shaft to hold the instrument in a straight position.
The stem of the instrument is fixed to the handle
with a clamping screw after turning it to the desired
direction. The appropriate structural rigidity of the
ETGI ensures penetration through the special points
of the thyroid cartilage [1].



Surgical technique

For better manoeuverability, the biblade
laryngoscope is suggested to expose the
larynx. Afterwards, the mobility of the
cricoarytenoid joints is examined by
passive mobilisation. A rigid or ankylotic
joint is mobilised by a strong right- angled
endolaryngeal scythe designed by the
authors. Then, the ETGI is led through the
laryngoscope to the level of the glottis.

The arytenoid cartilage is tilted back-
wards and upwards with the tip of the
instrument, and then the cased curved
blade is pushed through under the vocal
process of arytenoid cartilage out to the
surface of the neck (Figure 2).

Following this, a non-absorbable thread
(Prolene 1.0) is laced up to its midpoint
through the eye of the blade. The thread
folded this way is pulled back to the laryn-
geal cavity. After a repeated tilting of the
arytenoid cartilage, the blade with the
thread is pushed out above the vocal
process. After cutting out the thread from
the blade the instrument is withdrawn
(Figure 3).

A 0.5cm skin incision is necessary for
pulling back the thread ends to the level of
the sternohyoid muscle to knot the autol-
ogous ends on its surface. This technique
enables the creation of a double loop in
one step, in the appropriate spot. The cut
skin of the neck is re-edged with sterile
strips or 4.0 Prolene suture (Figure 4).

Post operative care and follow-up
As a result of contact with the thyroid
cartilage, high dose steroid and antibiotic
administration is necessary for at least 4-7
days. In order to monitor for potentially
reversible paralyses, patients are endoscop-
ically followed up regularly, every 2-4
weeks. The sutures can be removed
through a small skin re-incision if recovery
is confirmed.

Advantages of the procedure

The accurate loop creation for EAL is safe

and quick by ETGI. This provides a remark-

able and long lasting breathing improve-

ment right after the surgery (Figures 5-6).
Patients who wore a cannula before

surgery can be de-cannulated during the
first post-operative days. Further advan-
tages of this compact technique compared
to previous suture lateralisation techniques
are:

- It can be applied easily in cases where
there are difficulties with direct laryn-
goscopy (use of Macintosh laryngo-
scope)

- The double loop creation with one
manoeuvre, aside from increased effi-
ciency, diminishes the risk of vocal cord

Figure 2: ETGI surgical technique.

Figure 3: ETGI surgical technique cont.
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Figure 4: ETGI surgical technique cont.




Figure 5: (A) Pre-operative

Figure 5: (B) Post-operative

term. Thus, unnecessary diagnostic and ther-
apeutic endeavours can be avoided in cases
of usually iatrogenic etiology.
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Figure 6: Post-operative neck computed tomography (CT) scan of the larynx after bilateral EAL. White
arrow shows the output of the thread through the thyroid cartilage. Small black arrows show the
laryngeal fold. Large black arrows indicate the lateralised arytenoid cartilage.

remedialisation (eg. a rupture of one of
the sutures)

- The thread moves within the disinfected
laryngeal cavity and the skin, hence drug
administration (to avoid oedema and
perichondritis) can be diminished

- Preservation of the laryngeal fine struc-
tures ensures reversibility by simple
removal of the loops

- Preservation of the
aryepiglottic fold and interarytenoid
regions maintains the integrity of the
protective laryngeal reflex [3], thus aspira-
tion is negligible. As far as serious post-
operative aspiration, which presented
mostly in fluid intake, we found this
markedly diminished after 2-7 days, as
proven by radiological examinations
(Barium  swallow), generally
completely disappeared after a few weeks.

The method utilises the normal mechanism

of abduction, so the possible contraindica-

tions are limited. However, our series has

mucosa  of

and

pointed out the potential complications as
well. For example, suppressed immune
status or ongoing airway infection may be
relative contraindications.

Conclusion

Combined with simple and readily available
methods, minimally invasive endoscopic
arytenoid lateropexy may serve as the basis
for an effective, dynamic solution even for
the most difficult bilateral vocal fold immo-
bility (VFI) with the preservation of fine
laryngeal structures. The ETCI simplifies and
facilitates this procedure with the rapid and
safe creation of a double fixating loop at the
proper position. Since there are different
sizes of blades with different types of curva-
tures available, it can be used in a number of
anatomical variations. With great extent of
reversibility, easily detectable laryngeal func-
tion recovery, and good functional results,
this surgical procedure may simplify the
management of these patients in the long
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Hangréstagitéo miitétek hatasossaganak vizsgalata
cadaver gégéken morphometrias modszerrel 1.
A hats6 commissura konfiguraciéjanak valtozasa

Sztané Baldzs, Szakdcs Laszlé, Smehdk Gyorgy, Madani Shahram, Jéri Jozsef, Rové Laszlé

OsSZEFOGLALAS: Bevezetés: Klinikédnkon az elmalt 10 év-
ben 4j endoszkdpos miitéti megoldast vezettiink be a hat-
s6 commissura hegesedés kezelésére, mely a hegesedés
megsziintetését kdvetGen végzett kéroldali kannaporc la-
teropexidn alapul. A beavatkozas és a korabbi miitéttech-
nikai eljarasok objektiv dsszehasonlitdsa érdekében cada-
ver gégéken vizsgaltuk a kiilonbozd oltéstechnikdkkal el-
érhetd konfigurdcio-valtozasokat a hatsé commissura te-
rillecén.

Médszer: A méréseket 100 cadaver gégén (50 férfi, 50 ndi)
végeztitk. Az egy-egy gégén végzett kiilonbozs dleéstech-
nikdk alkalmazasa (klasszikus hangszalag laterofixatio
(VCL) egy és két hurokkal, endoszkdpos arytenoid latero-
pexia (EAL), Schobel-miitét) utan a mitét sikere szem-
pontjabdl fontos paramétereket digitalis képelemzd mérés-
technikdval értékeltiik. Mésodik lépésben ércékeltitk az
arytenoidectomia és a transzverzilis chordotomia (TC)
varhat6 eredményeit az el6z8 mdédszerekkel Gsszevetve.
Eredmény: A cadaver éllashoz képest valamennyi fonalhu-
rokra épiil6 mddszer szignifikdnsan elényosebb helyzetet
biztosit a hatsdé commissura teriiletén, azonban a legjobb
eredményt az EAL és a Schobel-technika utan kaptuk. A
VCL-nél nincs lényeges kiilonbség az egy, illetve két 6ltés
hasznalata soran. A Schobel-technika és az EAL minden
esetben kedvezdbb paramétereket biztositott. TC sordn
érdemi konfigurdciovaltozast nem taldltunk, a kannaporc
teljes eltavolitdsa azonban a hatsé commissura azonnali
jelentss tagitasahoz vezet.

Megbeszélés: Cadaver gégéken végzett vizsgalataink alata-
masztjak, hogy a kannaporc belégzési helyzethez kozeli
rogzitése biztositja legtagabb, miitéttechnikai szempontbol
a legel6nydsebb helyzetet a hdts commissura teriiletén.
Az arytenoidectomia szintén a hdtsdé commissura jelentSs
kitagitasat eredményezi, azonban ebben az esetben sza-
molni kell él6ben az eljardsbol adodé funkcionalis veszte-
séggel.

KuLcsszavak: arytenoid lateropexia, endoszkopos gége
mikrosebészet, hatsé commissura hegesedés

SUMMARY: Introduction: Posterior glottic stenosis (PGS)
may cause more or less severe dyspnoe. One of the treat-
ment options is lateralization of the fixed vocal folds after
proper mobilization. Considering our clinical experiences
the arytenoid lateropexy provide the best results (The vo-
cal folds are fixed by sutures into their most abducted po-
sition). To confirm these clinical observations this morp-
hometric study was performed in 100 cadaver larynges (50
male, 50 female) to find the ideal position for the laterali-
zing suture loop.

Method: Four different suture glottis widening operations
were analyzed and the most important?arameters of the
posterior commissure were assessed by digital image analy-
zer program. The distance between the vocal process of
the lateralized vocal fold and the midline and the angle in
the posterior commissure between vocal process - posteri-
or commissure line and midline were measured.

Resudts: All analyzed procedures provided a significant im-
provement in the posterior commissure. The endoscopic
arytenoid lateropexy (EAL) seemed to be more effective,
than classic vocal cord laterofixation (VCL), its results
were comparable to the external Schobel’s method.
Conclusion: Our morphometric study proved that aryteno-
id lateropexy provided more space in the posterior glottic
area than simple laterofixation of the vocal fold.

Kézlésre érkezett: 2011.03.03.
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BEVEZETES

A hatsé commissura anatémiailag magaba foglalja
a hangszalagok hitsé harmadat, a lamina cricoideit,
a kannaporcokat és a koztiik 1évs izmokat a felettiik
elhelyezkeds nyalkahartyaval (23, 24). Az itt kiala-
kulé hdts6 hegesedés a kannaporc addukciés hely-
zetben rogziiléséhez vezethet, ami kétoldali folyamat
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esetén stlyos fulladast okozhat. Az utébbi évtizedek-
ben az intenziv terdpia sordn lélegeztetésre keriilg
betegek korének és szamanak béviilése miatt a heges
hatsé commissura sztikiilet (HCS) leggyakoribb oka
a hosszan tarté intubacio, mely a betegek kb. 1%-
anal alakul ki (29). A folyamat végeredményeként az
altalaban j6l innervélt hangszalagok pseudoparalysi-
se jon létre (1, 3, 28).

A kétoldali paramedian hangszalaghelyzet miatti
fulladds megoldasara szdamos mitéti eljarast dolgoz-
tak ki (14, 21, 22, 32), de a heges rogzitettség meg-
sziintetése napjainkban is nagy kihivas. Elméletileg a
miitéti technikdk alapja a hangszalagok mozgasit
akadélyozo hegek eltévolitasa, mivel a gége motoros
beidegzése ezekben az esetekben legt&bbszér megtar-
tott. Az egyszer(i dtvagds azonban a latszélag egysze-
ri esetekben is gyakran elégtelen, mivel a folyamat-
hoz a hdts6 commissura mélyebb rétegeinek és a cri-
coarytenoidealis {ziilet képleteinek destrukcidja is
tarsul. Ez magyardzza azt is, hogy a napjainkban két-
oldali mozgéskorlatozottsdg megoldasaként gyakran
alkalmazott arytenoidectomia, transzverzalis chordo-
tomia (3, 5) a heges, gyulladt teriileten csak limitale
eredményt biztosit. Szintén kedvelt a kiils§ behato-
l4sbol végzett laminotomia porc interpozitum alkal-
mazésaval, azonban az esetek jelent&s részében az in-
terpozitum és a hegesedés sikja nem esik egybe, ami
az eredményt kedvezstleniil befolyasolja. Kozismert
moédszer a heg dtvdgdsa utan az interary térben 1évs
sebfelszinek érintkezésének megakadalyozésara kiilss
vagy bels§ feltarasbol stentek betiltetése (12, 13, 15,
30, 31), vagy a sebfelszint lokélis nyélkahartya le-
bennyel val6 fedése (4). Ezeknél a miitéteknél azon-
ban a siker dontSen fiigg a cricoarytenoidealis iziilet
mobilitasatsl. Nem elhanyagolhaté szempont, hogy a
stent miatt hos™®i ideig tracheostomat kell fenntar-
tani. Klinikdnkon a probléma megoldésara egy olyan
minimdlisan invaziv endoszképos megoldast dolgoz-
tunk ki, mely sordn a cricoarytenoidealis fziilet heges
rogzitettségének megsziintetését kovetSen stentelés
helyett a kannaporcokat belégzési helyzetben varra-
tokkal rogzitjiik (9, 16, 17, 19, 25). A beavatkozas si-
kerének egyik alapvetd szempontja, hogy a hatsé
commissurdban a kétoldali sebfelszin lehetd legna-
gyobb tévolsdgat biztositsuk. Nyilvdnvald, hogy a gé-
ge anatémiai sajatossigair figvelembe véve ezt a kan-
naporc maximalis belégzési helyzetében érhetjiik el.

Az irodalomban leirt kiilonboz5 oltéstechnikak ef-
fektivitasa a klinikai gvakorlatban nehezen vizsgilha-
t6, mert az altaldban viszonvlag kis betegszdm miatt
homogén vizsgilati csoportok nmem alakithaték ki,
egy betegen pedig a kilonbo:6 médszerek nem ha-

sonlithat6k éssze. Cadaver gégéken azonban a glottis

struktdrdjdt nem karositd 6leéstechnikdk egvmast
kovetden elvégezhetdek, igy lehetSség nvilik a ka-
16nboz8 endoszképos eredmények objektiv Gsszeve-
tésére.

Moédszer

A vizsgdlatok 100 frissen kipreparalt cadaver gé-
gén torténtek (50 férfi és 50 ndi). A gégefeddt és az
dlhangszalagokat a hangrésre torténd jobb ralatds
céljabol eltavolitottuk (1. dbra). A gégéket rogzits
eszkozbe helyeztiik, majd allvanyrél nagy felbontasi
Nikon D60 digitélis fényképez&géppel (Nikon 18-
55/F3.5-5.6 AF-S DX G VR objektiv alkalmazasa-
val) feliilnézetbdl felvételeket készitettiink. A rogzi-
t8 eszkoz kialakitdsa lehet&vé teszi, hogy minden fel-
vétel az adott gége megegyezS helyzetében azonos ta-
volsdgbdl torténjék.

1. dbra. Cadaver gége a rogzitd eszkozben. A jobb rdldtds
érdekében a supraglotticus részeket eltdvolitottuk.
A standard elhelyezés érdekében a rogzitési pon-
tokat jeloltiik

A vizsgalatok elss részében 60 gégén (30 férfi és
30 ndi) vizsgaltuk a kiilonbozs oltéstechnikaknak a
hdts6 commissura konfiguricidjara gyakorolt hatd-
sét. Els6 lépésben a gégét normil cadaver hangsza-
lagallasban dokumentaltuk. Ezt kévetSen a bal gége-
félen négy kiilonbozs dltéstechnikéra jellemzs hely-
zetet alakitottunk ki normal tlifogé és varréanyag se-
gitségével, majd a hurkokat a pajzsporcon csomoz-
tuk. Specidlis eszkozokre a jol hozzaférhetd glottis
miatt nem volt sziikség.

Az eljardsokat az irodalomban leirt médon végez-
tiik.

1. A klasszikus hangszalag laterofixdciés technika (VCL
— vocal cord laterofixation), mely sordn a hang-
szalag oldalra régzitését a processus vocalison vagy
elstte elhelyezett varrathurokkal végzik. Ennek
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2.abra. Ugyanazon a cadaver gége bal oldaldn elvégzett kiilonbozd fonaltechnikdn alapulé lateralizdlé eljdrdsok dsz-

szehasonlitdsa (18. gége, férfi, 63 éves). A wvizsgdlt hdtsé commissurdt leiré paramétereket jeloltitk: a kézép-
vonal és a bal processus vocalis tdvolsdgat, a hdtsé commissurdban a kézépvonal és a processus vocalis dltal

bezdrt szog

A: VCL 1 oltéssel, B: VCL 2 éltéssel, C: Schobel-miitét, D: EAL

két {6 tipusa ismert: a Lichtenberger-féle endo-ex-
ralaryngealis (11) és az Ejnell-féle exo-endolaryn-
gealis 6ltési médszer (6). Egy masik mérési csopor-
tot alkotva ezt a technikét — Lichtenberger utan —

2722

egy, az el6z8 varrathurok elé behelyezett masodik

hurokkal egészitettiik ki (11, 12) (2A és 2B dbra).

2. Az altalunk javasolt endoszkdpos arytenoid laterope-
xia (EAL) vizsgalatdra a lateralizal6é oltést a kan-
naporc el&zetes maximadlis abdukcids helyzetbe
toreénd ,billentése” utan helyeztiik fel a processus
vocalis koré (19) (2D dbra).

A vizsgalat soran e két, kis szoveti traumaval jar6

technikat véltott sorrendben alkalmaztuk, hogy a

miitéti destrukcié statisztikailag ne befolyasolja a

mérési eredményeket.

3. A nagyobb szdveti megterhelést jelents Schobel-
miitétet (S) alkalmaztuk utoljara. Két fonallal a
kannaporcot submucosusan megkertilve az egyiket
a pajzsporc hatsé élén atszlrva, a mésikat a pajzs-
porc felsS szarv koriil hurkolva lateralizaltuk a gé-
gefelet (14, 22) (2C dbra).

Vizsgélataink masodik részében 20-20 gégén ary-
tenoid lateropexia elvégzését kovetSen irreverzibilis
transzverzdlis chordotomidt (TC), illetve teljes aryteno-
idectomidt (A) végeztiink (3. és 4. dbra).

A preparatumok értékeléséhez ,Image ]J” digitalis
képelemz§ szoftvert alkalmaztunk. A hatsé commis-
sura tdgassiganak leirdsdra a kovetkezd egyszerfien

mérhets paramétereket vizsgaltuk: a gége median sa-
gittalis sikjara mer&leges vetiiletében a sagittalis ko-
zépvonal (az eliils§ és hdts6 commissura kozepét dsz-
szekotd egyenes) és a processus vocalis tavolsagat,
valamint a hdtsé commissurdban a processus vocalis
kozépvonallal bezért szogét mértiik (2. dbra). Aryte-
noidectomia utdn a kdozépvonal és a kialakitott hang-
rés legtavolabbi pontja kozotti tdvolsagot vizsgaltuk,
a szoget ebben az esetben a hangszalag él leghatsé
pontjdhoz képest hatdroztuk meg. A kapott eredmé-
nyeket statisztikailag egymintas T-prébaval értékel-

tiik.

Eredmények

A cadaver &lldshoz képest valamennyi fonalhu-
rokra épiil6 médszer szignifikdnsan tdgabb viszonyo-
kat eredményez (I. és 2. tdbldzat). VCL sordn nem
taldltunk érdemi kiilonbséget az egy, illetve két 6ltés
hasznélata soran, tehat a masodik 6ltés behelyezése
nem biztosit tdgabb viszonyokat a hatsé commissura-
ban. A szintén endoszképos beavatkozast modellezs
EAL esetében kedvez&bb paramétereket mértiink. A
kiils6 beavatkozasbdl torténd Schobel-technika szin-
tén egyértelmiien szélesebb héts6 commissura felta-
rast alakitott ki, mint a VCL, azonban ezek az ered-
mények némileg elmaradtak az EAL-t8l, bar a kii-
lonbség ebben az esetben nem volt szignifikdns. TC
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1. tdbldzat
A koézépvonal-processus vocalis tavolsag
egyoldali beavatkozas utan

2. tdbldzat
A hitsé commissura szoge
egyoldali beavatkozas utan (° = fok)

Atlag SD Min. Max. Atlag SD Min. Max.

(mm) +/- (mm) | (mm) ) +/- ©) ©)
Cadaver 1,69 0,67 0,58 3,26 Cadaver 10,67 4,4 3,35 21,0
VCL 1 6ltés 5,15 1,23 2,78 6,56 VCL 1 oltés | 30,46 7,45 15,56 47,63
VCL 2 6ltés 5,92 0,99 2,75 6,63 VCL 2 ¢ltés | 30,92 5,99 20,82 43,4
S 6,04 1,39 3,19 9,35 S 47,22 11,09 33,86 79,89
EAL 122 1,45 3,15 11,11 EAL 50,24 8,34 28,86 73,0
TC 1,83 0,66 0,66 3,26 A 10,79 4,59 5,34 20,8
A 6,63 1,91 4,14 8,66 TC 11,49 4,35 4,3 19,5

VCL: hangszalag laterofixatio, S: Schobel-mtitét, EAL: en-
doszkopos arytenoid lateropexia, TC: transzverz chordoto-
mia, A: arytenoidectomia

sordan a hétsé teriilet konfiguriciéja érdemben nem
véltozik a m{itét sordn, az irreverzibilis arytenoidec-
tomia soran nyerhetd javulas jelent&sen elmarad az
EAL altal biztositottdl, mivel a hangszalag helyzeté-
ben érdemleges lateralizicié nem torténik (3. tdblazat).

Megbeszélés

A hangréstagité mfitétek cadaver gégéken torténd
dsszehasonlitdsara mér kordbban torténtek vizsgala-
tok, azonban ezek megbizhatdsdga szdmos szempont-
bol megkérdsjelezhets. Eckel és Sittel (5) a glottis sik-

VCL: hangszalag laterofixatio, S: Schobel-m{tét, EAL: en-
doszkopos arytenoid lateropexia, TC: transzverz chordoto-
mia, A: aytenoidectomia

jaban készitett fagyasztott makroszképos metszeteket
a chordotomia és arytenoidectomia elméleti hatdsos-
sdganak pontos, szamszer(i Osszehasonlitasdra. Az
idGigényes, koltséges mddszer nem tett lehetdvé
nagy esetszamu vizsgalatokat, ami a gége anatémié-
janak nagy variabilitdsa miatt az eredmények korla-
tozott értékelhetségéhez vezet. Mddszeriik tovabbi
hidnyossaga, hogy a képletek tobb dimenziéban tor-
ténd mitéti elmozduldsanak horizontélis vetiilete
nehezen elemezhetd, illetve ugyanazon gégén a kii-
16nboz8 mddszerek hatdsa vethetd dssze.

A / B

3. dbra. Transz&& chodotomia (A) és EAL (B) képe

4. dbra. Arytenoidectomia (A) és EAL (B)

Az altalunk kialakitott, ma méar egyszer-
| nek tekinthetd digitdlis képértékelési morp-
hometriai mddszerrel ezek a technikai hia-
nyossagok kikiiszobolhetSek. A standardizalt
helyzetben rogzitett gége nagy felbontasi
fényképezSgéppel, j6 mindségli optikaval tor-
t soran a kép kozépss har-
maddban a torzulds elhanyagolhatd. A vizs-
galt miitét sebészi anatémiai sajatossdgai, a
megfelel§ paraméterek koénnyen, pontosan
vizsgdlhatok a gége hossztengelyére merdleges
vetiileten. A standardizélt korilmények ko-
zott, nagyszdmu cadaver gégén végzett bea-
vatkozds statisztikailag mér figyelembe veszi
az egyéni kiilonbségek befolyasolé hatésat.
Tovébbi elény, hogy a reverzibilis beavatkoza-
sok egymast kovetSen elvégezhetsk.

A hats6 commissurdban in vivo végzett se-
bészi beavatkozds sikere nagymértékben fiigg
attél, hogy a heg atvigasa utdni ismételt Osz-
szendvést hogyan tudjuk minimalizalni. Egyes
szerz8k a heg atvdgdsa utan kialakul6 sebfel-
szinek lokalis nyalkahartya-lebennyel torténd
fedésér javasoljik, ami kb. 30%-kal csokkenti
a restenosis kialakulasdnak lehet8ségét, azon-
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3. tdbldzat
Eredmények statisztikai korrelacidja
(+: a tablazat fiiggsleges sordban szereplé miitéti ered-
mény nagyobb, mint a vizszintes sorban szerepls; —*: a
rablazat fiiggSleges soraban szerepl$ miitéti eredmény ki-
sebb, mint a vizszintes sorban szerepls)

Kozépvonal — processus vocalis tav
VCL1 | VCL2 S EAL
Cadaver ek ek ek e
VCL 1 NS NS —*
VCL 2 NS NS
S NS NS NS
EAL S AR NS
Hatsé commissura szoge
VCL1 | VCL2 S EAL
Cadaver —E —FF —k &
VCL 1 NS —* —*
VCL 2 NS —* —*
S 3 4* NS
EAL AR a NS

VCL: hangszalag laterofixatio, S: Schobel-miitét,
EAL: endoszkdpos arytenoid lateropexia,
NS: nem szignifikans, *: p<0,01

ban a technika bonyolult és legtobbszor stent és
tracheostoma egyiittes alkalmazasat teszi sziikségessé
(7).

Elméletileg a hatsé commissurdban kialakul re-
stenosis és a kovetkezményes hangszalag-medializa-
ci6 annal kisebb lesz, minél tagabb, nyitottabb, stabi-
labb helyzetet tudunk kialakitani, és az esetleges re-
stenosis okozta hangszalag medializaci6 hatésa is ki-
sebb lesz. A teriilet anatdémiai jellemz&i miatt ez az
idedlis helyzet a kannaporcok maximalis inspirdcids
helyzetbe hozasaval érhets el. A klinikai tapasztala-
tok mellett a cadaver gégéken végzett vizsgalataink
egyértelm{ien aldtdmasztjik, hogy ez a kannaporc
hétrabillentésével, majd rogzitésével valdsithatd
meg, szemben a hangszalag egyszer( oldalra hazasa-
val. A cricoaryteniodealis iziilet mozgdsa ugyanis,
szemben az egyszer(i fiiggSleges tengely koriili elfor-
duléssal (26), ami mér elavult elképzelés, de sajnéla-
tosan jelenleg is a hangszalag laterofixacids techni-
kak elméleti alapja, lényegesen Osszetettebb, tobb
tengely koriili billenéssel irhaté le (18, 27). A java-
solt billent& mandverrel az EAL soran a kell6en mo-
bilizdlt kannaporc a fizioldgids abdukcids helyzetbe
hozhato, és ebben a helyzetben végezhetd el a late-
ropexia (20). Ez a magyardzata, hogy mddszeriink
sokkal jobb eredményt biztosit, mint a tobbi fonalhu-
rokra épiils hangszalag lateralizicids technika. Mivel
a klinikai gyakorlatban a beavatkozast két oldalon
végezziik, a m{itétek kozti kiillonbségek még markan-

sabban jelentkeznek. Nagy el6nye az eljarasnak,
hogy nem kell stentet alkalmazni és igy nem kell
fenntartani tracheostomat, ‘tovébbi teljes egészében
megkimélhetd a hangszalag fonécids felszine, ami
fontos a posztoperativ hangképzés szempontjabol.

Az egy és két oltéssel elvégzett VCL elemzése so-
ran lathato, hogy a posterior glottisban a masodik 61-
tés tovabbi teriiletet nem biztosit.

A kiilsg behatolasbdl végzett S mitér klinikai
eredményeit lényegesen jobbnak taléltuk, ezek ssze-
vethetSek a sokkal kevésbé invaziv EAL eredmé-
nyeivel.

TC sordn nem észleltiink szignifikans teriiletnove-
kedést a posterior glottishan az alaphelyzet, a cada-
ver allashoz képest. A TC légzést javité hatdsa egyér-
telm{ien a hangszalag dllomanyanak drasztikus csok-
kentésébdl ered, ami a hangmingség jelentds romla-
sdhoz vezet.

Az arytenoidectomia némileg tédgabb viszonyokat
hoz létre, mint a VCL, de az eredmények elmaradtak
az EAL-hez képest. Ennél a beavatizasnal a hang-
szalag helyzete nem véltozik, ami varhatéan kisebb
légzésjavulast okoz. A heges kornyezetben végzett re-
sectio utén gyakoribb a restenosis, tovdbba a kanna-
porc eltdvolitdsa a funkcié irreverzibilis kdrosodésa-
hoz vezet.

Kovetkeztetés

Cadaver gégéken végzett vizsgélataink aldtdmaszt-
jak, hogy a kannaporc belégzési helyzete fonalhurok-
kal, illetve a lateropexia sordn alkalmazott megfelelss
mandverekkel hatdsosan létrehozhats. Az igy elért
glottis konfigurdcié a hatsé commissura hegesedés
megolddsara minden szempontbdl elényosebb feltéte-
leket biztosit, mint a kordbbi endoszképos médszerek.
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ZUSAMMENFASSUNG: Emfithrung: Zur Behandlung der
Vernarbung der hinteren Kommissur fiithrten wir in den
vergangenen 10 Jahren in unserer Klinik eine neue en-
doskopische Operationsmethode ein, die nach Entfer-
nung der Narben auf einer beidseitigen Lateropexie der
beiden Kannaknorpel beruht. Um diesen Eingriff mit den
fritheren Operationstechniken objektiv vergleichen zu
koénnen, untersuchten wir die mit den unterschiedlichen
Naht- und Fixatinstechniken erreichbaren Aenderungen
an der hinteren Kommissur.

Methode: Die Messungen geschahen an 100 Kadaver-
Kehlképfen (50 minnliche, 50 weibliche), an denen die
unterschiedlichen Nahttechniken vorgenommen wurden:
klassische Stimmband-Laterofixation (VCL) mit einer
oder zwei Schlingen, endoskopische Arytenoid-Latero-
pexie (EAL), Schobel-Operation; anschlieBend wurden
fir den Operationserfolg wichtige Parameter mit digitaler
Bildanalysen-Me[itechnik ausgewertet. Im zweiten Schritt
beurteilten wir die zu erwartenden Ergebnisse der Aryte-
noidektomie und der transversalen Chordotomie (TZC) —
vergleichend mit den obigen Mefimethoden.

Ergebnis: beim Vergleich zur Stimmbandstellung am Kada-
ver bieten alle auf Nahtschlingen beruhenden Techniken
einen signifikanten Vorteil in der hinteren Kommissur, das
beste Ergebnis brachten die EAL und die Schobel-Tech-
nik. Bei der VCL war kein Unterschied zwischen einer
oder zwei Schlingen zu verzeichnen. Die Schobel-Technik
und die EAL sicherten in allen Fillen bessere Parameter.
Bei der TC fanden wir keine wesentliche Konfiguration-
sinderung, Die voéllige Entfernung des Kannaknorpels
fiihrte zu sofortiger wesentlicher Erweiterung der hinteren
Kommissur.

Besprechung: Unsere Untersuchungen an Kadaverkehl-
kopfen bestitigen, dafl die Fixation des Kannaknorpels in
einer der Einatmung entsprechenden Stellung die weites-
te und opertionstechnisch giinstigste Situation in der hin-
teren Kommissur garantiert. Auch die Arytenoidektomie
sichert eine wesentliche Erweiterung der hinteren Kom-
missur, jedoch muf} nach diesem Eingriff beim Lebenden
mit Funktionsverlust gerechnet werden.
SCHLUSSELWORTER: Arytenoid-Lateropexie, endoskopi-
sche Mikrochirurgie am Kehlkopf, Vernarbung der hintren
Kommissur.
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FOLYOIRATISMERTETES

Uj, fonalvezetd eszk6z az endoszképos

arytenoid lateropexia céljara
(A New Thread Guide Instrument
for Endoscopic Arytenoid Lateropexy)

Rové Ldszlé, Shahram Madani, Sztané Baldzs, Majoros
Valéria, Smehdk Gyorgy, Szakdcs Ldszlé, Jori Jozsef
Szegedi Egyetem, Fiil-orr-gége és fej-nyaksebészeti
Klinika és Anaesthesiolégiai Klinika,

Laryngoscope 120: October 2010, 2002-2005.

A kétoldali hangszal-mozgasképtelenség (bilateral
vocal cord immobility, BVCI) rendszerint méasodla-
gosan, neuropathia, musculéris zavarok vagy mecha-
nikus fixacié (MF) kévetkeztében alakul ki. Az oko-
zott dyspnoe miatt, mely mérsékelttsl nagy fokig ter-
jedhet, altaldban sebészi beavatkozdsra van sziikség.
Ujabban kiils feltaras helyett kiilonféle endoszképos
eljarasokkal helyre lehet allitani a légutat kétoldali
hangszalbénuldsnal (bilateral vocal cord paralysis,
BVCP), azonban a MF kezelése gyakran kiilsé beha-
tolast igényel (pl. laminotomia). A BVCP sokszor
véarhaté reverzibilitdsa tovébbi therdpids nehézséget
jelent, mivel olyan technikédra van sziikség, amellyel
a glottis fukncidja helyreallithato.

A szerz8k régebben foglalkoznak a kérdéssel, ko-
rabban mar beszamoltak sikeres esetekrél, melyek-
ben az aryporcot normalis, abdukalt helyzetbe latera-
lizdltak endoszképos varratokkal. Az eljaras elSnyeit
nem csak a BVCP-nél tapasztaltdk, hanem MF silyos
eseteiben is a crycoarytenoid iziilet (crycoarytenoid
joint, CA]) megfelels felszabaditdsa utan.

Mivel ehhez a fonalhurkot hatrébb kell felhelyez-
ni, ennek behelyezése gyakorlatilag lehetetlen kiviil-
8l bevezetett tiivel, mint ezt Ejnell eljardsa irja.
Ugyancsak nehéz a megoldds a Lichtenberger-féle
eszkozzel is, mert ezen a helyen a pajzsporc vasko-
sabb. Tovdbba mindkét mddszer problémaja, hogy a
fonalat 4t kell vezetni a szajiiregen, ami fert&zésve-
szélyt jelent. Ezen nehézségek elkertilésére fejlesztet-
ték ki Gj eszkoziiket, mellyel biztonsdgosan, pontosan
és gyorsan lehet elvégezni az endoszképos arytenoid
lateropexiat (endoscopic arytenoid lateropexy, EAL).

Anyag és mddszer

Az endolaryngeilis, fonalvezets eszkéz (endo-
laryngeal thread guide instrument, ETGI) lényege a
beépitett, mozgathatd, hajlitott kés, hegyén egy nyi-
lassal, mely lehet&vé teszi a fonal ki- és befelé toreé-
nd atvezetését a nyak kiils® felszine és a gége firtere

kozoee. Az eszkdz nyele vékony, merev acélesd, dista-
lis végén meghajlitva Ggy, hogy beleférjen egy kozép-
méretii laryngoszkdpba. Ebben a cs6ben csiszkal egy
hajlékony fémpdlca, melynek proximalis végén gyfirii
van az operatdr hiivelykujja szdmadra, disztalis végén
pedig egy hajlitott penge, mely illeszkedik a nyél haj-
litott végébe. A penge a palcéara flexibilisen, de fixen
van feler8sitve, ami lehet8vé teszi az erételjes, el&re-
hatra valé mozgatdsat. A harmadik lényeges része a
miiszernek a markolat, mellyel az egészet irdnyitani
lehet, mivel a nyél ehhez egy szorit6csavar segitségé-
vel csatlakozik a kell irdnyba valé beillitas végett.
(Az eszkozt elfogadta a Magyar Orvosi Miiszertigyi
Intézet.)

Alapfeltétel a jetlélegeztetéssel kombinalt narko-
zis. Az eszkdzt Weerda vagy Mclntosh laryngoscopon
at vezetik be. Ha a hatsé glottis-stenosis hegkimet-
szésére is szitkség van (MF), akkor egy maguk altal
tervezett, derékszoghen hajlitott, kasza alakd kést
haszndlnak a CA] 6sszendvéseinek atvigasara, igény
szerint kiegészitve CO,-1ézerrel. Altalsban a BVCP
esetekben egyoldali EAL-t végeznek, az MF-nél pe-
dig kétoldalit.

A beavatkozashoz az ETGI-t laryngoscopon 4t ve-
zetik be a glottis szintjéig. A mobilis vagy mobilizalt
kannaporcot hatra- és felfelé hajtjak az eszkdz végé-
vel, majd az addig behtzott pengét a processus voca-
lis alatt d&tcnyomjak a nyak kiils6 felszinére, ahonnan
a nyilasaba belefiizott, dupla, fel nem szivodé fonalat
visszahtzzak a gégébe. Ezutan a kést a kannaporc fe-
lett ismét dtnyomjik a felszinre a fonallal egyiitt, me-
lyet dtvagva kivesznek a penge nyilasabol. Ekkor mar
az eszkoz eltavolithatd. Az igy keletkezett dupla hurkot
kis b&rmetszés utdn megcsomodzzak a m. sternohyoi-
don, ami éaltal két fixalé hurok biztositja az aryporc
maximalis, fiziolégids abdukcidjat. Mindez kb. 5 perc
alace.

Utckezelés: Hatso glottissziikiilet (posterior glottic
stenosis, PGS) esetében lokélis mitomycin-C-t is ja-
vasolnak. A miitét utdn parenterdlis antibiotikum és
szteroid ajanlott par napra, valamint egyhetes be-
szédtilalom. Altaldban a kérhazi tartézkodsas harom
nap. A fonalak eltavolithaték kb. nyolc hét milva,
ha a hitsé comissura dathdamosodasa befejez&dott.

Betegek:

2005 és 2008 kozote 34 beteget (21 nd, 13 férfi)
kezeltek BVCI miatt. Az utdnkovetési id6 12 — 47
hénap (atlag 27 ho) volt, az életkor pedig 18 — 68 év
(aclag 49 év). A BVCP csoportba 22 beteget sorol-
tak: 18 pajzsmirigymiitéti szov8dmény, egy crico-tra-
chealis rezekcié és harom, nyel8csétumor aleal be-
szlirt nervus recurrens miatti paresis. A fennmaradé
12 eset MF volt, tiz PGS és két rlheumatoid arthritis
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(RA). A beavatkozas el6tt a betegeket felvilagositot-
tak hangjuk varhato rosszabbodasardl, mégis mind az
EAL-t valasztott a tracheostoma vagy a ,figyeljiink
és varjunk” allaspont helyett.

Eredmények

Csupén két problémas esetiik volt: egy RA-s, im-
munsuppressio alatt 4ll6 nénél dtmeneti, és egy nye-
16cs6rakos, kemoterapias férfinél végleges légcsémet-
szést kellett végezni. Ezeket kivéve nem fordult els
sem jelentds postoperativ szévédmény, sem hangszal
remedializdcié. A lényegesen javult belégzési cstcs
(peak inspiratory flow, PIF) az els§, m@tét utdni na-
pon, és az egy évvel késbbi, csaknem megduplazd-
dott érték igazolta az eljaras kozvetlen és hosszd tavi
eredményességét.

Ami a fondaciot illeti a 33 sikeresen kezelt beteg
koziil teljes hangszal-gyogyulast észleltek hat BVCP-
nél (négy kéroldali, két egyoldali) és hat MF-nél. A
hang-paramétereik a fixal6 varrat eltdvolitdsa utdn
kifejezetten javultak, illetve teljesen normalis mind-
ségliek lettek. 13 BVCP beteg mutatott inkomplett
javulast, melyet az addukciés kompenzacié hozott
létre a nem-fixalt oldalrdl. Hirom MF-nal a kétolda-
li EAL jelent&s glottistagulast eredményezett, de az
addukcié nem allt vissza. Ezen utébbi 16 betegnél
hatso zarési elégtelenség maradt fenn rekedtséggel,
bar szocidlisan elfogadhatdan. Két nagyfoka PGS és
egy RA esetben viszont romlott az addukcié stlyos
dysphoniaval. Két allandé6 BVCP-nél (egyik nyels-
cs6tumor, a masik COPD-hoz tarsult chronikus
laryngitis) az aphonia teljes maradt.

Megbeszélés

Egészséges esetekben abdukcié alatt a processus
vocalis oldalra tdrténd csiisz6 mozgasa tarsul egy fel-
felé és alkalmanként enyhén hatrafelé mutaté moz-
géssal, mialatt az arytenoid porc oldalra és felfelé for-
dul a cricoid porc felszinén. Ez a kulcsa a valéban ha-
tasos és egyszer(i lateralizalé varrat behelyezésének,
mert nyilvanvald, hogy a fixalé varrat ellen valé alsé
ellenallds akkor 1ép fel, ha az iziilet a természetes ft-
jan mozog. Ez a pozicié egy szignfikdnsabb glottisté-
gulatot eredményez, mint a szokasos, duplahurkos
(Lichtenberger-féle) hangszal-laterofixacié. Ezt a
morfometrids méréseink soran allapitotttuk meg,
melyeket 60 kaddver gégén végeztiink el. S6t ez ma-
gyarézza a PIF nyereséget a BVCP betegeknél (45%-os
javulas), valamint azt, hogy a hurkok a porc stabil
felszinén maradnak, nem tudnak elcsiszni, ezaltal
bevagni a hangszélat. A kordbbi médszereknél éppen
a huroknak ez a hétrabb val6 behelyezése volt ne-

hézkes. Az is figyelemre méltd, hogy az ETGI folya-
matos varratvezetésre ad lehet8séget, nincs sziikség
az eszkdz ismételt, kils§ befizésére — mint a Lich-
tenberger-féle eszkdznél. Az Ejnell-féle eljaras pedig
joval hosszabb id&t igényel a pajzsporc széles feltdra-
sa miatt. Szerz8ink kijelentik, hogy az EALhoz sziik-
séges, pontos hurokképzés gyorsabb és biztosabb az
ETGI segitségével.

Tovdbbi elonyik:

1. konnyen elvégezhetd;

2. az egyetlen mandverrel képzett dupla hurok
amellett, hogy fokozza a hatékonységot, csok-
kenti a remedializaci6 kockazatat;

3. a fonal a fertStlenitett gégelirtéren belil és a
b6rén at mozog, ezaltal csokken a fert6zés ve-
szélye;

4. a médszer kihasznalja az abdukcié normal me-
chanizmusit, igy kevesebb a lehetséges kontra-
indikacié. A BVCI viélogatas nélkiili eseteiben
fellépett két szov8dmény az immunszuppresszio-
nak tudhat6 be. Légiiti fert&zés jelenthet ellen-
javallatot.

Végkovetkeztetés

Az EAL minimalisan invaziv, hatékony és dinami-
kus megoldas a legtobb BVCI esetben. Az ETGI-t ki-
fejezetten erre a moddszerre fejlesztették ki, mely
nagyban megkonnyiti az eljarast. A beavatkozas egy-
szerisége, a reverzibilitds nagy foka, a gégefunkcio
kénnyen kimutathaté javulasa, és a j6, hosszii tava
eredmények leegyszer(isitik ezeknek a betegeknek a
kezelését, akiknél sokszor jatrogén aetioldgia all fenn.

Referdlé megjegyzése: A magyar szerzknek a legte-
kintélyesebb, kiilfoldi folyéiratban megjelent kozle-
ményét azért tartottam referdlasra érdemesnek, mert
igéretes, U eljarast és eszkdzt mutat be, mely méltan
illik a jeles hazai gégészeti hagyoméanyok soraba, Var-
juk, hogy a szerz6k itthon is mutassdk be még na-
gyobb anyagon mddszeriiket.

Sarkady Ldszlo dr.
Budapest
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A NEW ENDOLARYNGEAL THREAD GUIDE INSTRUMENT FOR
ARYTENOID LATEROPEXY

Laszlé Rovo, MD, PhD,; Shahram Madani, MD; Balazs Sztano, MD; Valéria

Majoros, MD;* Kincs6 Venczel, MD; Attila Torkos MD, PhD; Jézsef Jéri, MD,
PhD

Departments of Otorhinolaryngology and Head & Neck Surgeryand

*Anesthesiology & Intensive Therapy,Faculty of Medicine, University of

Szeged, Szeged, Hungary

SUMMARY

Objectives: The varied etiology of bilateral vocal fold immobility (bVFI)
requires a wide range of surgical approaches. A new endolaryngeal thread
guide instrument (ETGI) is presented here for a minimally invasive

endoscopic lateropexy of the arytenoid cartilage, which may serve as a basis

for a simple solution of main types of bVFI.

Study Design: Prospective study of 34 bVFI patients who underwent surgery
(22 paralyses, 10 posterior glottic stenoses, and 2 rheumatoid ankyloses).
Methods: The ETGI is based on a built-in movable curved blade with a hole
at its tip in order to guide a thread in and out again between the skin and
the laryngeal cavity. The loops formed around the arytenoid cartilage cause
abduction. In cases of fixations, the cricoarytenoid joints were properly
mobilized as a first step with a combination of cold technique and CO2 laser.
Results: As spirometric tests proved, 32 patients achieved improved
breathing ability. One temporary tracheostomy was necessary and 1 patient
with ongoing radiotherapy could not be decannulated. Subjectively, twelve
patients’ voices improved or approximated normal quality due to complete
vocal cord recoveries on at least one side after lateropexy was ceased.
Incomplete recovery with more or less hoarse voice was observed in 17 cases.
Five patients had permanent complete laryngeal paresis associated with

severe aphonia.

Conclusions: Combined with simple and readily avaliable methods,



endoscopic arytenoid lateropexy is an effective solution for bVFIs with
various etiologies. The ETGI facilitates this procedure with rapid and safe

creation of fixating loops at the proper position.

Key Words: arytenoid lateropexy, laryngeal microsurgery, laryngeal

rheumatoid arthritis, vocal cord immobility.

INTRODUCTION

Vocal fold immobility (VFI) is a collective term used to describe vocal folds
that are restricted secondary to mechanical fixation, neuropathy or
muscular disorders (1). Nowadays posterior glottic stenosis (PGS) due to
prolonged intobation has become the most common cause of mechanical
vocal cord fixation (MVF) (2), but this may result from many other ankylotic
processes in the cricoarytenoid joint (1). The more common vocal cord
paralysis (VCP) due to neurogenic immobility may occur most frequently
after recurrent laryngeal nerve injury during thyroid surgery (3).

In case of bilateral VFI the magnitude of the dyspnea depends on the
position of the vocal folds and on the cardiopulmonary reserve, but most
patients require surgical treatment. From the aspect of breathing the
recently commonly used various types of endoscopic treatment modalities,
as arytenoidectomy and/or cordotomy (4,5) may provide an appropriate
solution for paralytic bVFIs, but the treatment of mechanical fixations often
means a difficult question and often necessitates external approach with
temporary tracheotomy and stenting (6). A further problem of making the
right decision is that in mechanical fixations the motor innervation is
generally intact and the paralytic cases are often potentially reversible, so
surgical techniques based on any kind of resection of the glottic structures
mean a sacrifice of laryngeal function to some extent (3). These facts point
out that making the right choice from the various therapeutic options is
often based on compromises, and the optimized care of patients must rely on

multiple, often inconvenient diagnostic interventions.

Our earlier studies (2, 3) demonstrated that the direct endoscopic



arytenoid cartilage lateropexy to normal abducted position by a suture loop
ensures an immediate adequate airway with the possibility of function
recovery even in cases of severe stenoses. This minimally invasive technique
may therefore simplify VFI patient care; hence, the diagnosis of and solution
to dyspnea can be brought about with one endoscopic procedure.
Nevertheless, the proper endoscopic insertion of the fixating loop is often
difficult with the earlier methods because of the peculiarity of laryngeal
anatomy. We hereby present an alternative way of suture loop creation by
the prototype of a new endolaryngeal thread guide instrument, which is

designed for a safe and simple endoscopic arytenoid lateropexy

METHODS AND PATIENTS
Endolaryngeal thread guide instrument (ETGI) (Figure. 1a)

The principle of the ETGI is based on a built-in movable curved blade
with a hole at its tip (Figure. 1b) in order to guide a thread in or out between
the outer surface of the neck and the laryngeal cavity. The stem of the
instrument is a rigid steel pipe which is curved at its blade-holding distal
end in order to fit into mid-sized closed laryngoscopes. The second part is a
rod placed in the sheath mentioned with a freely rotating finger clip at the
proximal end and a curved blade which is appropriately inflected to the
curvature of the stem. The fixed but flexible connection between the blade
and the rod ensures a smooth and forceful in or out movement of the blade
inserted into the tip of the instrument (Figure 1 A and B) by pulling or
pushing the finger clip with the thumb. The third part is an ergonomic
handle, which also serves as a shaft to hold the instrument in a straight
position. The direction of the curved part can be changed by turning the
stem in the desired direction and fixed to the shaft with a binding piece and

a bleed clamping screw.

Surgical procedure and postoperative care



The procedure is performed under general anesthesia. Supraglottic jet
ventilation is suggested. For the sake of maneuverability, the larynx is
exposed with a Weerda laryngoscope (Figure 1C-F). Afterwards, the mobility
of the cricoarytenoid joints is examined. In cases of joint immobility CO:;
laser and a strong, right-angled sabre-shaped scythe designed by our team
(2) is used for dividing the adhesions between the arytenoids and/or the
cricoid cartilage

The ETGI is led through the laryngoscope to the glottic level. The
arytenoid cartilage is tilted backwards and upwards with the end of the
instrument, and then the built-in curved blade is pushed through under the
vocal process out to the surface of the neck (Figure 1D). After this, a
nonabsorbable thread (Prolene 1.0) is laced by an assistant surgeon up to its
midpoint through the hole at the tip of the blade. The thread folded this way
is pulled back with the blade to the laryngeal cavity. After a repeated tilting
of the arytenoid cartilage, the blade is pushed out with the thread above the
vocal process (Figure 1E). Then the assistant surgeon removes the double-
folded thread with a cut from the blade. Following this the blade is pulled
back and the ETGI can be removed. A small skin incision (appr. S mm) is
made and the ends of the thread are withdrawn by a Jansen hook through it
to the surface of the sternohyoid muscle, and the corresponding ends are
knotted above it. This simple and fast procedure enables the creation of two
fixating loops in one step in the appropriate spot to approximate the

maximal physiological abduction of the arytenoid cartilage (Figures 1F).

Figure 1. |
The ETGI and its operation‘

demonstrated on a 62-year

woman with bilateral VCP




In the peri- and postoperative period the patients are administered
antibiotics and corticosteroids. The fixating sutures can be removed via a
small skin reincision if vocal cord recovery is detected on at least one side.

Patients were followed up every 2 weeks during the first 2 months,
then monthly until the end of the second year. Their laryngeal status was
examined by videolaryngoscopy and by spirometric measurements. Peak
inspiratory flow (PIF) was documented preoperatively. This was repeated for

all patients after surgery (1-4 days) and finally at the end of the first

postoperative year.

Patients

From February 200S to November 2008 34 patients (21 females and
13 males) were diagnosed and treated by ETGI for bilateral VF] at our
department. The ages ranged from 18 to 68 years with a mean of 49 years.
There were 22 patients in the VCP group. Bilateral VFI was observed after
thyroid surgery in 18 cases and after a cricotracheal resection in 1 patient.
Bilateral tumor infiltration of the recurrent laryngeal nerves was the causing
factor in another 3 cases.

Ten of twelve cases of MVF considered being PGS developed after
prolonged intubation. The remaining 2 patients had bilateral ankylosis due
to the laryngeal involvement of rheumatoid arthritis. 4 patients wore cannula
and 2 were intubated upon admittance, the others had moderate to severe

stridor at rest and severe stridor on exertion.

RESULTS

The ETGI enabled us to create the fixating loops in the desired position
in all patients without any complications. In all except 2 patients, breathing

improved immediately and considerably after surgery. ®ne patient with



rheumatoid arthritis required a tracheotomy for 2 weeks for an
uncontrollable edema. The cannula became permanent in a VCP case due to
an infiltrating tumor in which the arytenoid lateropexy had been performed
during ongoing radiotherapy. Apart from these, the increase of postoperative
PIF values in both groups supports the immediate efficacy of the procedure.
The approximately doubled final values also confirm the long-term reliability
(Table I}. This further increase may be explained by the complete or partial
vocal fold recovery detected in many patients and by the improvement in
their overall health. Considerable restenosis occurred in only severe PGS
patients. Even in this case breathing was adequate at rest with stridor
presenting only on effort. Subjectively, the breathing of the patients with
rheumatoid arthritis also normalized, but the progress in their spirometric
values was not so remarkable.

Subjectively, twelve patients’ voices improved or approximated normal
quality due to complete vocal cord recoveries on at least one side after
lateropexy was ceased. Incomplete recovery with more or less hoarse voice

was observed in 17 cases. Five patients retained permanent complete

laryngeal paresis associate with severe aphonia.

Table 1. Early and late spirometric results.

*1 patient with cannula, 2 intubated patients, and 3 patients with severe
suffocation were not measured. 13 patients with cannula and 2 patients with
severe suffocation were not measured. $ Temporary tracheostomy for 2 weeks.
x ] patient was not decannulated. ¢At least 8 weeks after the releasing of the
vocal folds or at least 6 months after the operation in the case of permanent

VFI. PIF = peak inspiratory flow; SD = standard deviation



Bilateral recurrent nerve paralvses (n=22; female/male=17/5)

Age PIF (i/s)
(years) Preop.? Postop.* Final results’
Mean 53.0 1.47 2.39 2.79
Min./max. | 26/78 0.5/2.12 0.78/3.62 1.75/4.0
SD 124 +0.42 +0.78 +0.67

Mechanical fixations
Posterior glottic stenoses (n= 10; female/male=3/7)

Age PIF (1/s)
(years) Preop.’ Postop. Final results’
Mean 45 1.7 2.72 4.04
~ Min./max. | 28/66 1.25/2.37 1.75/4.37 3.12/5.62
SD +15.65 +0.45 +0.83 +0.98
Rheumatoid arthritis with ankylosis (n= 2; female/male=1/1)
Sex/Age PIF (V/s)
L (years) Preop. Postop. 12® month
female/49 1.15 11.87 1.75
male/18 1.85 2225 2.37

DISCUSSION

The simple rotation around the vertical axis, which is generally
considered to be the theoretical basis for simple vocal cord laterofixation
techniques (7, 8), exists only in standard anatomy textbooks (9) but is not
found in investigations on the subject. A helical axis close to the vertical has
been suggested (10, 11). Wang (11) has convincingly demonstrated that

during abduction the lateral

sliding motion of the vocal process is
simultaneously accompanied by an upward and occasionally slightly
posterior movement with the aryvtenoid cartilage turning laterally and
upward on the cricoid cartilage facet. It is obvious that the lowest resistance
against the fixating sutures arises if the joint was moved its natural way.
With our surgical refinement technique a thoroughly mobilized (2, 3)
arvtenoid cartilage can be brought endoscopically to a physiologically
abducted position with the described tilting maneuver as by the earlier

effective external arytenoidopexy procedures {10).



vibration may badly affect voice production. This can also be avoided if the

loops stay on the arytenoid cartilage. The preservation of the fine laryngeal

structures ensures the reversibility of the procedure to a large extent .

CONCLUSION

Endoscopic arytenoid lateropexy, which is designed by the new
anatomical observations of the cricoarytenoid joint, may serve as a minimally
invasive, effective, dynamic primary solution for most bilateral VFI.
Commercial availability of an instrument specially designed for this
procedure, as the ETGI with the described new way of thread guiding, can
facilitate this procedure with the rapid and safe creation of fixating loops at
the proper position. The simple surgical procedure, the great extent of
reversibility, the easily detectable laryngeal function recovery, and the good

functional results may simplify the management of these patients with

usually iatrogenic etiology.
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(igazgatd: Jori Jozsef dr. egyetemi tandr)

A cricoarytenoidalis iziilet mozgasanak vizsgalata digitalis
képelemzessel

Rowé Laszlé dr.*, Madani Shahram dr., Téth Ferenc, Kiss Jozsef Géza dr.

OSSZEFOGLALAS: A circoarytenoidalis izilet pontos
anatémidja  és mikodése napjainkban is vitatott
kérdés. Az iziletek kozti méretbeli és strukturalis,
gyakran egy gégén beliil észlelhetd kiilonbségek meg-
nehezitik a dominilé mozgisforma felismerését a tobb-
ségében kis esetszimon tértént, az anatémiai részle-
tekre koncentrald vizsgilatok alapjan. A gégesebé-
szet fejlédése, az eddig szinte csak elméleti probléma-
ként kezelt kérdésnek jol koriilire, gyakorlati jelentd-
séget ad. A szerz6k 100 gégét vizsgilva, a kannapor-
cok feliilnézeti sikban t6rténd elmozduldsi értékeit
képdigitalizaciés technikaval 4tlagoltak. A kapott el-
mozduldsi mintdzatot ©sszehasonlitottdk a harom leg-
gyakrabban feltételezett mozgasforma, a roticié (verti-
kalis tengelykorili forgas), az oldalirdnyd csdszas, il-
letve billenés (az iziilleten 4thaladd vizszintes tengely
korili elfordulds) alapjan varhaté mintdzattal. Az
eredmények alapjan az utébbi mozgdsforma dominal a
gége mozgdsa sordn, ami jol egyeztethetS az izilet leg-
Gjabb anatémiai vizsgilatainak kovetkeztetéseivel is. A
kannaporc és a processus vocalis haromdimenzids
rendszerben torténd mozgdsa egy hatdrozott izileti me-
chanizmushoz kapcsolhaté. Ennek ismerete alapvets a
hangszalag helyzetét korrigdls, medializicids, vagy late-
rofixatiés miitéteknél a hosszantarté j6 eredmények
biztositasdhoz.

KuLcsszavak:  cricoarytenoidalis iziilet, digitalis kép-
elemzés hangréstagité mitét, hangszalag-medializicio,
hangszalagmozgas

Bevezetés

A circoarytenoidalis iziilet anatémidja és mii-
kodése napjainkig vitatott kérdés (13, 20, 21,
29). Galenus (ie. 201-130) a gége zarasit és nyi-
tasat a kannaporcnak a gyfir(iporc iziileti felszi-
nén torténd medialis és lateralis cstszdsiaval ma-
gyarazta (6). Willis 1829-ben az iziilet miikodését
a kannaporc el6re, illetve hatra billenéseként ér-

Kézlésre érkezett: 2002. 11. OI.

Szegedi Tudoményegyetem AOK,
Fiill-Orr-Gégészeti és Fej-Nyaksebészeti Klinika
Cim: 6725 Szeged, Tisza Lajos krt. 111.
Telefon.:

E-mail: rovo@orl.szote.u-szeged.hu

SUMMARY: The exact anatomy and workings of the
cricoarytenoid joint is still a matter of debate today.
Due to the small number of study cases and the
investigations concentrating mainly on anatomical
details, the anatomical and structural differences
between the cricoarytenoid joints make the detection
of the dominant type of motion difficult. The devel-
opment of laryngeal surgery makes the hilter to the-
oretical question a very practical one. The authors
averaged the motion values of the arytenoid cartilages
in top view plain using a digital picture analyzing
method. The movement pattern thus received was
compared to the three most often assumed forms of
motion: rotation, sidewise sliding and rocking.
According to the results the latter is the dominant
form of motion, and this correlates with the newest
results of anatomical investigations. Understanding the
motion of the arytenoid cartilage and the vocal
process is of utmost importance in vocal cord medi-
alization and lateralization procedures.

Keywords: cricoarytenoid joint, digital picture analyz-
ing, vocal cord lateralization, vocal cord medialization,
vocal cord motion

telmezte (30). 1907-ben Morris és Mcmurrich (10)
és tolik fliggetleniil Piersol (14) harom kiilonalls
mozgis, — eldre-, illetve hatradélés, kifelé és be-
felé torténd cstszas, valamint egy fiiggsleges ten-
gely korili forgas, illetve csavarodas — kombina-
cidjanak irta le. A kozismert, az iziilet mozgésat
egyszer(i vertikélis tengely koriili elforduldssal ma-
gyarazé elmélet, a nemzetkdzi irodalmi adatok
szerint  Negus-tol (1929) szarmazik (12), bar
Navratil az 1887-ben megjelent ,Gégebetegségek
torténete” cimfi konyvében mar ezt a mechaniz-
must tartja helyesnek (11). Ezt kovetSen egészen
a legutébbi idskig (2) ez a feltételezett mozgas-
forma taldlhaté meg legtobb nemzetkdzi és hazai
anatémiai (8, 25) és gégészeti szakkdnyvben (26).
Sonneson 1969-ben visszatért Willis elméletéhez, és
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a cricoarytenoidalis iziiletet, a gy{ir{iporc median-
sagittalis tengelyéhez képest ferde, egytengelyii
hengeriziiletként  (24) értelmezi. 1961-ben  Von
Leden és Moore (28) az iziiletet egy ,sekély gomb-
iziiletként” definidlta, melyben el6re- és hatrads-
lés, az alsé iziileti felszin hossztengelyén torténd
csiszds, és limitalt forgas torténik. 1966-ban
Ardran és Kemp (1) radioldgiai vizsgdlatokkal ,in
vivo” megillapitotta, hogy az abductié6 sordn a
kannaporc kb. 30-45 fokkal hatrafelé billen az
adductié helyzetéhez képest. 1975-ben Fink (4)
gyakorlatilag visszatér Galenus elképzeléséhez, ki-
egészitve azt a rotdcidé lehet8ségével.

Ezek, az egymasnak tobbé-kevésbé ellentmon-
d6 elméletek, altaldban a gégetiikri kép értelme-
zése, és tobbnyire kisszimt anatémiai prepardtu-
mon végzett vizsgalatok, — pl. passziv mozgatis,
vagy a bels§ gégeizmok izollt elektromos stimu-
laciéja — alapjan sziilettek. A cricoarytenoidalis
iziiletet borité lagyrészek és az iziilet rejtett hely-
zete a kozvetlen vizsgalatot nem teszik lehet&vé.
Az iziilletek kozti méretbeli és strukturdlis, gyak-
ran egy gégén beliil is észlelt kiilonbségek (23)
is megnehezitik a dominalé mozgasforma felisme-
rését, a tobbségében kis esetszimon tdrtént vizs-
gilatok alapjan. Ez magyarazhatja azt a tényt, mi-
szerint olyan alapvetd kérdések sem tisztdzodtak
egyértelmiien, hogy az iziileti felszinek egymashoz
valé viszonya a mozgas kiilénbozd fazisaiban mi-
lyen (4, 23, 28, 30).

A modern gégesebészet fejlédése, a kiilénbozs
hangszalag medializaciés illetve laterofixacids
technikdk alkalmazdsa az egy-, illetve kétoldali
hangszalagbénulasnél, az eddig szinte csak elmé-
leti problémaként kezelt kérdésnek jol koriilire,
gyakorlati jeleﬁtcﬁséget ad. Nagy esetszimon vég-
zett endoszkdpos, képdigitalizaciés technikaval fel-
dolgozott, a gégész ,szemszogébdl” végzett felvé-
telek értékelésével és dtlagolasaval megéllapithato
a kannaporc helyzetének valtozasa ab-, és adduc-
ti6 sordan. Az eredményt Osszevetve a modern
anatémiai vizsgalatok kovetkeztetéseivel eldénthe-
t8, hogy mi a legvalészinibb mozgas a cricoary-
tenoidalis iziiletben.

Anyag, modszer

A vizsgilat soran 17 és 67 év kozotti, ép gé-
géjti, 50 férfi és 50 ndi Onkéntes gégemozgasat
elemeztiik. Az atlagéletkor 45 év, eldzsleg gége-
miitétiik vagy a gége integritisat befolyasold be-
tegségiik nem volt. Tovabbi 13 személyt, a meg-
felels egyiittmiikodés hidnya, az anatémiai viszo-

nyok (pl. émega epiglottis), vagy a vizsgalt ana-
tomiai képletek nem kell§ felismerhet&sége miatt
zartunk ki.

A garat 10%-os lidocainoldattal tértént érzés-
telenitése utin a kozépvonalban bevezetett 70°-
os Storz-endoszkép segitségével SVHS videdsza-
lagra rogzitettiik a gégét legalabb 3 halk ,,i” hang
(adductio) és mély belégzés (abductio) valtakozo
fazisaban. A felvétel soran fokozott figyelmet for-
ditottunk arra, hogy a gége és az optika helyze-
te ne valtozzon. A felvételeket IBM Pentium III
szamitégépbe  épitett miro  Video DC-30
videdkartya segitségével digitalizaltuk. Mindegyik
gége adductidjat és a legjobb abductiés helyzeté-
nek egy-egy képét kiilon rogzitettiik, taroltuk. Az
igy nyert képeket a tovdbbiakban Microsoft
Adobe Premier 5.1 ¢, valamint Microsoft Power
Point képelemz8 programokkal dolgoztuk fel és a
kapott adatokat Microsoft Excel programmal ér-
tékeltiik.

Minden esetben a jobb oldali gégemozgast vizs-
galtuk. Az Osszetartozé adductié (l. a dbra) és
abductié (I. b dbra) képén 4-4 pontot jeldltiink
meg: az eliils6 commissura (A); a gylr{iporc le-
mezének hits6 éle (B); a kannaporc csticsat rep-
rezentalé cartilago corniculata (Cl, C2); a
processus vocalisok (D1, D2). Ezek a pontok
minden vizsgalt esetben, olykor lassitdssal ugyan,
de biztonsaggal felismerhetSek voltak. A felvéte-
lek sordn egyértelmii volt, hogy az A és B pont
helyzete lényegesen nem valtozik, tehat egyiitt al-
kalmas a kiilénb6z8 mozgasfazisok referenciapont-
janak. Ezek felhasznéalasival az adductié és az
abductié képeit egymdsra vetitettik, majd az
alapképeket eltiintettiik. Az endoszképos techni-
ka nem teszi lehet6vé az elmozdulas értékeinek
pontos, szamszer{i meghatarozasat, de jol leirja
ezek feliilnézeti sikra torténd vetiiletvaltozdsanak
ardmydt és irdnydt az egy gégében éllandénak tekin-
tett AB szakaszhoz képest. A kiilonbozg gégék
kozti anatémiai méretkiilonbségek miatt, a kan-
naporcok mozgdsa kiilonben sem vethetd 6ssze
kozvetleniil, ezért az atlagolhatdsag érdekében, a
vektoralgebraban hasznalt normalizdlds médszerée
alkalmaztuk (5). A fenti médon mért viszonyla-
gos elmozdulasi értékeket minden esetben gy
felnagyitottuk, hogy minden AB szakasz 10 cm-
es legyen (a jobb vizualizdciés megértés érdeké-
ben), igy a kiilonboz& kannaporcok elmozdulasa-
nak ardnya Osszehasonlithatéva, statisztikailag fel-
dolgozhatéva valt.

Az igy kapott abrian (I.cdbra) jol vizsgalhatd
az adductiébsl abductiéba keriils kannaporc fe-

FUL-, ORR-, GEGEGYOGYASZAT 48, 4, 2002

245



1. dbra: 29 éves nd dtlagos iziileti mozgdst jol reprezentdld gégéje. A jobb kannaporc feliilnézeti sikra torténd wvetiilet
vdltozdsa a gége zdrt (a), és nyitott (b) helyzetében; c: a két helyzet egymdsra vetitésével kialakitott, fel-
nagyitott geometriai dbra; sziirke csillagok: a referenciapontként haszndlt eliilsé commissura (A) és a gyiirii-
porc hdtsé élének kozepe (B), C1, C2: a kannaporc csitcsdn elhelyezkedé cartilago corniculata
D1, D2: a processus vocalis a gége nyitott, ill. zdrt helyzetében

lilnézeti sikra torténd vetiiletvaltozasa (C1D1 és
C2D2 szakasz). Az altaluk meghatirozott egyene-
sek 4ltal bezart szog (a): a fiiggSleges tengely ko-
riili esetleges elfordulds (alfa pozitiv: ha az
abducti6 sordn a kannaporc vetiilete kifelé for-
dult). A processus vocalis és a kannaporc csi-
csanak vetiileti elmozdulasi vektora is meghata-
rozhatd a gége median-sagittalis tengelyével (AB
szakasz altal kijelolt egyenes) parhuzamos (O1D2,
C1O2 pozitiv, ha hatrafelé, a B pont felé mu-
tat) és az erre merSleges (D101, C202 pozitiv:
ha az irdny lateralis irdnyba mutat) vektorok &sz-
szegével. A kannaporc vetiiletvéiltozdsat egymin-
tas t-prébaval, a nemek kozti kiilonbségeket két-
mintéds t-prébéaval vizsgaltuk.

Eredmények

Abductiéban a kannaporc vetiilete szignifikan-
san (P=1,32 x 10-15) nagyobb, mint adductiénal
(C2D2-C1D1>0) ami a kannaporc billenését bi-
zonyitja (1. tabldzat). A két vetillet két, hatdro-
zottan megkiilonboztethetd egyenest hatdroz meg.
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A két egyenes szoge (a feliilnézeti sikra vetitett
elfordulasi szog) férfiaknal 2,78° a néknél —-2,47°,
az Osszesitett atlag —0,12°, tehat a két egyenes
gyakorlatilag parhuzamos! A processus vocalis je-
lentSs lateralis elmozdulds mellett kismértékben
hétrafelé mozdul, a kannaporc csiicsa ekozben
nagyobb mértékben mozdul hatrafelé, és megko-
zelitSleg a processus vocalisszal azonos mértékben
lateralis irdnyba. Az abductié sordn a kannaporc
vetiilete tehat hosszabb lesz, hatrébb és jelents-
sebben lateralis irdnyba keriil, szinte parhuzamo-
san az adductié vetiiletével. A szogeknél, az el-
mozdulédsi vektoroknal szignifikins nemi eltérést
nem taldltunk. A vizsgélt tényezsknél feltinGen
nagy volt az értékek szorasa.

Megbeszélés

A huszadik szizad masodik felében végzett
klasszikus anatémiai tanulméanyok, melyek koziil
esetszam tekintetében kiemelkednek Sellars és Keen
45 gégén végzett mérései (23), részleteiben is
tisztaztdk a cricoarytenoidalis iziilet felépitésé-
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1. tabldzat

A 100 vizsgalt gége alapjan a kannaporc feliilnézeti vetiiletvaltozasanak
atlagos szogelfordulasa és elmozdulasi értékei
(az értékek cm-ben értenddk, ha az AB szakaszt 10 cm-esnek tekintjiik;
jelolések az 1.c dbra alapjan, részletes magyardzat a szdvegben)

7 C1IDI1 C2D2 Cl02 02C2 D101 O1D2  CD-CIDI (o)
nék atlaga 3,32 4,05 1,66 2,07 2,04 0,96 0,73 ~2,47
nék szérisa 0,86 0,98 0,99 1,01 0,71 0,58 0,76 13,81
férfiak atlaga 3,12 3,98 1,64 2,42 2,18 0,95 0,86 2,78
férfiak szérasa 0,75 0,96 1,28 1,22 0,74 1,14 0,93 17,87
OSSZATLAG 3,22 4,02 1,62 2,26 2,12 0,93 0,80 -0,12
OSSZSZORAS 0,83 0,98 1,13 1,12 0,70 0,90 0,85 15,95

Napjainkban Newman és mtsai (13) 8 cadavergégén
CT-vel, Wang (29) 7 cadaver gégén a tér 3 ira-
nyabdl rontgenatvilagitéval készitett videdfelvéte-
lek elemzésével probéltak pontositani az iziiletben
torténd 3 dimenziés mozgast.  Selbie és mtsai (21)
két férfigége izileti felszineinek MRI segitségével
tortént digitalizlasdval tettek kisérletet a lehet-
séges mozgastengelyek szdmitégépes modellezésére.

A cricoarytenoidalis izillet a kannaporc és a
gyliriporc kozott helyezkedik el. A gyfir{iporc pe-
csétjén 1évs iziileti felszin hosszabbik tengelye
5,4-9 mm, atlagosan 7,4 mm, ami a median-sagi-
talis tengellyel, altaldban a gyfir{iporc pecsétje fe-
16 mutaté 30-60%o0s szoget zar be (9, 29), de
néha azzal parhuzamos is lehet (23). Az iziilet
felszin el6refelé inkdbb a gy(irtiporc fels§ felszi-
nén helyezkedik el, majd hétrafelé az oldalsé fel-
szin felé fordul at (29). Oldalnézetbsl tehat a
szélesebb felével hatrafelé nézs, feliilrsl pedig els-
refelé néz8 vizcsepphez hasonlithaté (2. dbra). Az
iziileti felszin <eriilete hatul oldalt nagyobb és la-
posabb (23), mint a fels6-eliils6. A harantatmé-
18 a felszin egész hosszaban konvex, legnagyobb
szélessége 3-5,7 mm, 4atlagosan 4,2 mm. A ké-
toldali iziileti felszin, s6t a gyfirliporc két oldala
kozott is szdmos esetben jelentds aszimmetria mu-
tathaté ki (23). A kannaporcon alul taldlhato,
hosszabbik 4tmérsjében konkav iziileti felszin, a
processus vocalisra is kiterjed. A rovidebbik 4t-
mérének megfeleld felszin viszonylag lapos (9) és
parhuzamos (22) a kb. 2,5 mm-rel hosszabb cri-
coideus iziileti felszin hosszabbik atmérsjével. A
hosszabbik, konkdv 4atmérgjével fekszik fel a
cricoideus felszin révidebb, convex tengelyére. A
processus vocalis a kannaporc iziileti felszinének
kozéppontjahoz képest medialisan helyezkedik el,
és hatrafelé mutaté hegyesszoget zar be az iziilet
h ezért a processus vocalis tobbé-
kevésbé sagittalis helyzetfi.

A laza iziileti tok az iziileti felszinek peremén
ered, és tapad (8, 16, 22, 29). A tokot egy vas-
tag, kiilsd, az izilettl medialisan a gyf(ir{iporc
medialis élérsl ereds, a kannaporc kodzépmagassa-
gaig legyezd alakban hatul-felil, elsl-alul, néha
hatdrozottan kettévalva tapadd szalag, a ligamen-
tum cricoarytenoidale er&siti. Wang (29) két to-
vabbi, az iziileti tok meger&stdésének tarthaté kis
szalagot ir le. A hatsé a ligamentum cricoary-
tenoidaletdl kissé lateralisan helyezkedik el, mig
az eliils6 a conus elasticus leghdtsé rostjai aldl
ered és a ligamentum cricoarytenoidale legeliilss-
alsé rostjai alatt, a kannaporcon tapad.

A kannaporc haromdimenziés térben mozog.
Vizsgélataink sordn ebbsl csak a két, a feliilné-
zeti sfkra vonatkozé véltozét vizsgalhattuk, ezért
a mozgasok pontos, szdmszer(i elemzése igy nem
lehetséges. Az altalunk mért vetiileti értékeket
azonban Osszevetve az iziilet anatémiai konfigura-
cidjaval, az izilletben torténé mozgas 6 tenden-
ciai tisztdzhatéak. Az eddigi elméletek 3 {6 mo:z-
gasforma 6nalls, vagy kombinélt jelenlétét felté-
telezik: a feliilnézeti tengelyre tobbé-kevésbé me-

b

d

2. dbra: A cricoaytenoidalis iziilet gytiriiporcon lévd
iziileti felszine Wang szerint.
a: oldalnézet; b: feliilnézet
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réleges az izilleten 4thalad6 tengelykoriili rotdcioe
(8, 12, 13, 27); az iziileti felszinen torténd
mediolateralis csitszdst (4, 6); valamint az iziilet
sikjaban 1évs tengelykoriili forgast, elére, vagy
hatra torténd billenést (21, 24, 28, 29).

A mozgésvetiiletek parhuzamossiga a roticiét
egyértelmiien kizarja, mivel ez legaldbb 30°-0s
szoget feltételez (8, 12, 27) (3. a dbra). Selbie ki-
netikai modellje is aldtdmasztja ezt, mivel rotaci-
6nal az iziilet valészintileg luxalédna (21). A
mediolateralis cstszds abductiénal csak dgy johet-
ne létre, ha a kannaporc a gyfiriporc hosszanti
iziileti tengelyén hatulrél elére keriilne (3. b db-
ra). Méréseink alapjan a kannaporc vetiilete ol-
dalra, de hdtrafelé keriil, tovabbi az abductiés ve-
tiilet szignifikinsan hosszabb, ellentétben az eb-
ben az esetben az eltolds matematikai térvénysze-
riiségei alapjan elvdarhaté megkozelitsleg egyenld
szakaszhosszal. Mivel a gy(ir{iporc anatémiai sajé-
tossdgai miatt az anterolateralis {zfelszin lejjebb
helyezkedik el, mint a posteromedialis, az ebben
az esetben az optikdt6l val6 tédvolodds miatt az
abductids vetiiletnek is inkabb kisebbnek kellene
lenni. Tovabbi fontos ellenvetés az elmélet ellen,
hogy az iziileti felszinek kozti kiillonbségek és a
szalagok  csak kicsi, kb. 2 mm-es elmozdulast
tennének lehetsvé (9, 21, 29). A billenés elfordu-
l4si tengelye Sonneson szerint a sagittalis sikhoz
képest ferde, megkozelit6leg megegyezik az iziilet
hossztengelyével (24). Az utébbi egyenest forgas-
tengelynek tekintve (28, 29), és elvégezve a kan-
naporc hatra-oldalra torténd ,billentését”, a ko-
vetkezd eredményt kapjuk (4. a. dbra): a kanna-
porc oldalra, és hatradél, mikozben a kannaporc
csticsdt és a processus vocalist Osszekots szakasz
tobbé-kevésbé parhuzamos marad, bar a hatrads-
lés miatti nagyobb szogben torténd rélatas kovet-
keztében ugy tiinik, mintha némileg meghosszab-
bodna (4. b dbra). A processus vocalis pedig late-
rdlisabb helyzetbe, és kissé hdtrébbkeriil. Ez a min-
tazat felel meg leginkdbb sajat eredményeinknek.
Wang szerint (29) ez a billenés tdgy jon létre az
iziiletben (4. abc dbra), hogy az adductiénil a
kannaporc a cricoideus izfelszin lateralis, el&l és
lejjebb 1évé, de superficidlis helyzetii felszinén tar-
tézkodik. Abductional a feljebb 1év8, medialisabb,
de kifelé forduls hétso felszinre keriil. Az adductio-
nil a folyamat forditott. Ez Sonneson elméletét
annyiban modositja, hogy a forgastengely, irdnya-
ban és helyzetében valamelyest folyamatosan vél-
tozik a mozgds sordn. Az iziilet mozgasidnak ki-
netikai modellje is ezt tdmasztja ald (21). Az izii-
leti felszinek egymdéson torténd elmozduldsa rész-

3. dbra: A jobb processus vocalis (kor), és a kannaporc
(négyzet) helyzetének feliilnézeti vdltozdsa fiig-
gbleges tengely koriili elfordulds (a), vagy
medio-lateralis csiiszds (b) feltételezése esetén.
Az adductio sdrga, az abductio kék szinel
jeloloe.

4. dbra: A jobb kannaporc helyzete a cricoarytenoidalis
iziilet hossztengelyére torténd forgatdsndl.

a: feliilnézet; b elolnézet:, c: oldalnézet.; a
sdrga jelzések adductidban , a kék jelzések
abductiéban mutatjdk a processus vocalis (kor)
és a kannaporc csiicsa (négyzet) helyzetét; a
kannaporc és a gyiiriiporc izfelszineinek viszo-
nya az abductiéndl (sdrga) és adductiondl (kék)
Wang szerint; FT: forgdstengely
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ben kismértékii cstszassal, részben a hossztenge-
lyén domborid alsé iziileti felszin és a fels lapo-
sabb iziileti felszin (9) kozott kialakuls, kismér-
tékii ,gordiiléssel” magyarazhaté Az iziillet tehat
leginkdbb egytengely(i hengeriziilet (gynglimus, pl.
a kozépsd ujjiziiletek), egy moédositott véltozata,
melyben a fix alsé izfelszin (iziileti fej) a forgas-
tengely irdnyaban kissé elfordult, eltolt. Ez a
mozgds fiziolégiai szempontbdl is el6nyds, mert
igy az egész kannaporc, a processus vocalisszal
egylitt, belégzésnél kifelé mozdul, teljesen szabad-
da téve a gyfrliporc lumenét (4.c dbra).

A nyitds sordn a processus vocalis folyamato-
san sagittalis helyzet(i, és kissé hatrakeriil, ami a
feliilnézeti képet 6nmagdban vizsgilva az oldalra
csuszas, vagy rotacié illazidjat adja. Az abductié
soran felfelé is mozdul {4.b dbra), tehat kiemel-
kedik a Morgagni-tasak felé a musculus thyreo-
arytenoideusok stkjabél. Ha ez nem tdrténne
meg, akkor a kannaporc testének lateralis felszi-
nén és a processus vocalison tapadé izom az
abductié mechanikai akadilya lenne (29). Elmé-
letileg egyéb, Osszetett mozgas is létrehozhatja az
altalunk lefrt atlagolt feliilnézeti képet, (példaul
az iziiletben torténé el6re-oldalra cstiszds nagy-
mérték{i hatradsléssel kombinalva stb.), de az
iziileti felszinek geometridja alapjan ezek olyan
bonyolult izominterakciét tételeznének fel, ami
gyakorlatilag kivitelezhetetlen.

Az iziillet mozgésianak a klasszikus rotdcidés me-
chanizmustdl eltérd értelmezése felvetheti, hogy
mennyiben moédosul ebben az esetben az egyes
belsé gégeizmok mozgasban elfogadott szerepe. A
pajzsporc belss felszinén, az eliilsé szogletben ere-
ds, a kannaporc testén lateralisan és a processus
vocalison tapadé robusztus musculus thyroary-
tenoideusok dsszehtizédasa a kannaporcot el6refelé
mozditja, és elére-befelé buktatja az alsé {zfelszi-
nen, tehat az adductié f& izmanak tarthaté. A
musculus interarytenoideusok helyzetiiknél fogva, a
musculus thyroarytenoideusokkal egytitt 6sszehtizod-
va a hangszalagok hatsé részét kozelitik az
adductio sordn (15). Hasonléan egyértelm{i a
musculus cricoarytenoideus posterior abductiéban jat-
szott szerepe, mivel a gy(ir{iporc hétsé felszinén
a kozépvonal kozelében ereds, és a processus
vocalison medialisan tapadé izom, a kannapPbrcot
a gy(irliporc f{zfelszinén hatra, felfelé mozditja, és
hétrafelé billenti. Az izmok izolalt ingerlése (22)
is aldtdmasztja ezt az elképzelést. Az eddig egy-
értelmiien zaréizomként szamon tartott, az eléz8-
eknél gyengébb, a gy(ir(iporc oldalsé kiilsg élén
(8), és oldalsé felszinén eredd (22), és a proces-

sus vocalis lateralis oldalan tapadd musculus
cricoarytenoideus lateralis részt vesz az adductiéban,
mivel izolalt ingerlésével a kannaporc elére, lefe-
lé és oldalra mozdul el. Helyzete alapjan a mus-
culus cricoarytenoideus posteriorral egyiittmiikodve
azonban el@segitheti a kannaporc oldalra-kifelé
torténd billenését, és igy az abductiét is (22). Sel-
lars  szerint, figyelembe véve a ligamentum
cricoarytenoidaleval ellentétes tapadasit a kanna-
porcon, az izom a szalag aktiv antagonistdjaként
wkiegyensilyozza” a két er8sebb izom miikodését,
stabilizdlja az iziiletet.

Az atlagos” cricoarytenoidalis iziilet dominal6
abductiés mechanizmusa tehat az oldalra, kifelé
torténd billenés. Az elmozdulasi értékek viszony-
lag nagy szérdsa azonban jelentds egyéni eltérés-
re utal, s6t mozgési asszimetria gyakran egy gé-
gén beliil is észlelhetd volt, bar ezt részleteiben
nem vizsgaltuk. Ez valdszinfileg az esetlegesen ol-
dalanként is eltérg iziileti felszinek anatémiai va-
ridci6javal magyarazhaté (23). Felmeriil azonban
az a kérdés, hogy ebben az esetben az adductié
rendkiviil preciz, hangszalag egyeztet6 mechaniz-
musa hogy jon létre. Sellars (22) ezért az abduc-
ti6 végén egy kiilonalls, finombeallité roticids
mechanizmust feltételez. Wang szerint (29) azon-
ban ez a mechanizmus nem sziikséges, mivel a
hangszalagok az egyedfejlédés sordn adductiban,
egy kozos lemezbdl fejlédnek ki (27), igy a to-
kéletes zérds a hangképzés sordn eleve adott. Az
abductio szimmetridja viszont nem sziikségszer{i a
belégzésnél. Ennek ellenére nem zarhaté ki, hogy
az egyes iziiletekben kisfokd, de a folytonos moz-
gds részeként jelentkezd, rotdciés mozgds is létre jo-
het (22).

A kannaporc, és a processus vocalis haromdi-
menziés rendszerben tortén8 mozgdsa tehat egy
jol meghatarozott iziileti mechanizmushoz kap-
csolhat6. Ennek ismerete alapvetd fontossigi a
hangszalag helyzetét korrigalé, medializicids, vagy
laterofixatiés mfitéti beavatkozdsok kapcsin. A
hosszantarté, j6 eredmények biztositasihoz véle-
ményiink szerint feltétleniil sziikséges a kanna-
porc mfitét alatti szabad mozgathatésiga. Ezt sa-
jat tapasztalatunk szerint egy szétnyithaté szard
laryngoszkép (pl. Weerda-féle) sokkal jobban els-
segiti, mint a hagyomanyos Kleinsasser-féle. A
héts6 commissurdban 1évd tubus kozvetleniil —
laryngoszképpal, az eliils6 comissurdba emelt tu-
bus a processus vocalison tapadé ligamentum
vocale megfeszitésével kozvetve — szintén hatra-
nyosan befolydsolja a kannaporc mobilitasat, igy
a megfelel6 pozicidba toérténd elmozditasat. En-

FUL-, ORR., GEGEGYOGYASZAT 48, 4, 2002

249



nek kikiszobolése érdekében a miitéteknél java-
soljuk a supraglotticus JET-ventillacié alkalmaza-
sat az altaté tubus helyett, a nem tracheotomizélt
betegeknél.
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ZUSAMMENFASSUNG: Die genaue Anatomie und Funk-
tion des cricoarytenoidalen Gelenkes ist auch gegen-
wiirtig eine Streitfrage. Die unterschiedlichen Gréfen-
und Strukturverhiltnisse der Gelenke, oft innerhalb
eines Kehlkopfes, erschweren @s Erkennen der domi-
nierenden Bewegungsform bei den sich zumeist auf
anatomische Einzelheiten konzentrierenden, wenigen
Untersuchungen. Die Entwicklung der Kehlkopf-
chirurgie gibt der bisher fast nur als theoretisches
Problem diskutierten Frage gezielte, praktische Bedeu-
tung. Verff. untersuchten in 100 Kehlk&pfen die Bewe-
gung der Aryknorpel in der Sicht von oben mit der
Bild-digitalisierenden Technik und mittelten die Werte
der Flichenverschiebung. Die so erhaltenen Bewe-
gungsmuster verglichen sie mit den zu erwartenden
Bewegungsmustern der drei vermutlich hiufigsten
Bewegungsformen: der Rotation (vertikale Drehung
um die Achse), der seitlichen Verschiebung bzw. dem
Kippen (Drehen um die horizontale Achse des
Gelenkes). Aufgrund der Ergebnisse dominiert die letz-
tere bei den Bewegungen des Kehlkopfes, was auch
mit den neuesten anatomischen Untersuchungen
tibereinstimmt. Die dreidimensionale Bewegung von
Aryknorpel und Processus vocalis kann mit einem
bestimmten Gelenkmechanismus in  Verbindung
gebracht werden, dessen Erkenntnis langdauernde und
gute Ergebnisse fiir die stimmbandkorrigierenden Ope-
rationen (Medialisierung oder Laterofixation) ermdg-
licht.

SCHLUSSELWORTER: Bild-Digitalisierungstechnik, chirur-
gische  Stimmritzenerweiterung, cricoarytenoidales
Gelenk, Stimmbandbewegung, Stimmband-Medialisie-
rung
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Introduction

Bilateral vocal cord immobility (BVCI) due to vocal cord paralysis is a life threatening condition, that
can be managed in numerous way. Although most of these methods help to avoid tracheotomy,
anatomical destruction of the vocal fold and irreversibility remain a problem. Moreover, unfavorable
effect of these methods on voice quality, aspiration, and consequent lower airway complications leads
to deterioration of patients’ quality of life. To maximize airway restoration in BVCI with minimal long
term side effect, an Endolaryngeal Thread Guide Instrument (ETGI) was developed in our
department. With this equipment, Endoscopic Arytenoid Abduction Lateropexy (EAAL) is performed,
which provides a wide-open glottis by allowing the vocal cords to be kept in an abducted position with
a double loop suture. The method is reversible and does not result in anatomical destruction.
Therefore there is a possibility of the vocal cords to have motion due to residual innervation or re-

Patients and " methods

The aim of the study was to define the ideal size of ETGI blade; to avoid spatial limitation of the method due to disproportion between instrument
and laryngeal spaces, ETGI blade size was designed after having evaluated cervical CT scans [n=56 male, n=41 female, Caucasian participants,
51+18 year, (50+17 year in male group, 54+20 in female group] with Picture Archiving and Communication System (PACS). Our measurements
aimed to assess glottal space, endolaryngeal distances between different anatomical structures and surfaces, density of the thyroid cartilage
[Hounsfield units (HU)] and compressibility of soft tissue at the level of the thyroid cartilage. Statistical analysis was performed with SigmaStat 4.0
statistical software (Systat Software Inc, California). Data are expressed in mean + SD.

Radiological " measurements Results

. Figure 1:Parameters
a0 — E— of the glottic opening:
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boxes represents
female group. * Level
o of significance:
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Picture 1: Representative image from our study. Different of the thyroidf 3
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Picture 2: Representative image from our study. All measurements H \\\
were made in both sides right and left at symmetrical points and T o N S
the density was measured in HU. 13: 20 28 o3> 350 4Dy 45T B0/ 8h. 60 B 4,
Specific laryngeal distances: distance- vocal pracess-skin surface (mm) distance- vocal process-skin surface (mm)
> VP-TC: vocal process -internal lamina of thyroid cartilage
> TC: thyroid cartilage-inter lamina of thyroid cartilage Figure 3.: 3A: Distribution (grey boxes and black curve) of tissue thickness i.e. distance between the
> TC-Skin: external lamina of thyroid cartilage-surface of the surface mucosa of the vocal process to skin surface. Average thickness is shown with red line
skin (mean) and box (standard deviation i.e. SD). 3B Distribution of tissue thickness i.e. distance between
> VP-Skin: vocal process -surface of the skin the surface mucosa of vocal process to skin surface with and without soft tissue compression. Full
lined curve indicates thickness distribution without compression of surface soft tissue. External
Density measurement of the thyroid cartilage: compression of surface soft tissue shifts the distribution to the left and reduces average tissue
> DC: density-central: density at the level of anterior angle thickness, marked with red line and box (mean +SD). Based on the results, length of the ETGI
> DA: density-anterior: density at the anterior one third of the blades determined (41 mm and 55 mm) shown with blue line on picture A and dotted line on picture
lamina B. With tissue compression, 90% of the cases can be solved with a 41 mm and 99% with a 55 mm
> DC: density-posterior: density at the level of vocal process. blade (without compression this ratio is 69% with 41mm and 94%).

male glottis proved to be significantly larger than the female glottis

/ (/ 5 > although the blade trajectory from the vocal process to the skin was equal in both genders, the distance
‘)M W / between the vocal processes to the internal lamina of TC was longer in males (non-compressible), while neck
h soft tissue (compressible) was significantly thicker in females

55mm 41mm > on the basis of our measurements, two blade sizes were developed: a 41 mm in length for female patients
with higher compressibility and a 55 mm in length for male patients. Without tissue compression, 69% of all
cases can be treated with the 41 mm and 90% with the 55 mm blade. With compression, this ratio is 90% and

’I 99%, respectively

A new thread guide instrument for endoscopic arytenoid lateropexy. (Rovo et. al. 2010 Laryngoscope)
Comparison of endoscopic techniques designed for posterior glottic stenosis--a cadaver morphometric study. (Sztané et. al. 2014.
Larynoscope)
A comparison between transoral glottis-widening techniques for bilateral vocal fold immobility. (Szakacs et. al. 2015)
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