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Two children (33%) could not be
extubated, and a tracheostomy was
performed. One had severe laryngotra-
cheobronchomalacia and the other la-
ryngomalacia and edema, with granu-
lation tissue in the supraglottic region.
Both had no subglottic pathology at the
graft site and have undergone endos-
copic surgery for the laryngomalacia.

‘D ISCUSSION

During the past 30 years, LTP has
been the treatment of choice in children
with severe subglottic stenosis. Even
though LTP is indeed the procedure of
choice in children with severe subglot-
tic stenosis, the best interposition ma-
terial is still controversial. Several
types of materials have been described:
nasal septum (4), auricular cartilage
(5), costal cartilage (6), thyroid carti-
lage (7) and hyoid bone (8). Regard-
less of the type of material employed,
it is important to ensure that the graft
will be capable of surviving and gro-
wing.

Costal cartilage has been the most
common tissues employed successfully

“in LTP. However, donor site morbidity
and an increase in operative time are
important considerations when deci-
ding on a donor site. The use of thyroid
cartilage as a graft in LTP is not new
(9). However, the employment of the
superior (alar) portion of the thyroid
cartilage in one-stage LTP was only
recently introduced by one of the au-
thors (VF). The same authors reported
an experimental study comparing the
application of costal, auricular, and
thyroid cartilage in LTP, and observed
that the results obtained with thyroid
cartilage were similar to the results
achieved with the other tissues (2).
Therefore thyroid cartilage seems to be
good alternative for laryngotracheal
reconstruction. However, despite these
promising results, until the present mo-
ment there were no reports of this sur-
gical technique in children with docu-
mented severe subglottic stenosis.
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Our study describes children with
severe subglottic stenosis (grades II
and III), with and without tracheos-
tomy, who underwent a one-stage TAC
laryngotracheoplasty. Correction of
complete obstruction of the subglottic
region (grade IV stenosis) usually re-
quires a staged procedure with prolon-
ged stenting and tracheostomy or cri-
cotracheal resection (10).

At the beginning of our study, we
waited 3 weeks before attempting ex-
tubation. However, after the acciden-
tal extubation of one of our children on
the 11th postoperative day, without any
signs of obstruction, we felt encoura-
ged to try extubation earlier. Our last
patient was extubated 9 days after the
procedure. We prefer to perform an
endoscopic evaluation of the airway
prior to extubation rather than rely on
other pre-extubation criteria, such as
an endotracheal tube air-leak test.

The use of thyroid cartilage graft
has advantages over other types of car-
tilage grafts. The thickness of the
thyroid alar cartilage is almost identi-
cal to that of the cricoid cartilage and
requires less carving. The graft is har-
vested through the same incision
used to expose the cricoid cartilage,
eliminating the need for a second
surgical incision. In our study we did
not observe any complications at the
donor site (mean follow-up = 26
months).

Changes in laryngeal stability have
been observed in laryngotracheoplas-
ty with any type of cartilage (1). The
most commonly described changes are
prolapse of supraglottic structures
(arytenoid and epiglottis). The worse-
ning of the laryngomalacia observed in
our patients may have been associated
with thyroid cartilage laryngotracheo-
plasty. However, this type of compli-
cation was not observed in experimen-
tal studies (3). Cases of significant pro-
lapse usually improve after endosco-
pic resection of the redundant supra-
glottic tissue (1).

Removal of the superior portion of
the thyroid cartilage does not affect the

growth of the larynx (3). Itis likely that
the preservation of the internal peri-
chondrium at the donor site induces the
formation of neocartilage, promoting
regeneration (3).

We have found that the use of TAC
for laryngotracheal reconstruction is a
viable alternative in children with se-
vere subglottic stenosis.
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