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Laryngotracheal Separation for Chronic Intractable Aspiration

Kang-Jin Lee, MD, Myung-Whun Sung, MD, Bum-Jung Park, MD, Weon-Jin Seong, MD,
Jong-Lyel Roh, MD, Yang-Gi Min, MD, Chul-Hee Lee, MD, Chae-Seo Rhee, MD,
and Kwang—-Hyun Kim, MD.

Department of Otorhinolaryngology-Head and Neck Surgery, Seoul National University,

College of Medicine, Seoul, Korea

Background and Objectives : Intractable aspiration in patients with impaired protective
function of the larynx often results in multiple episode of aspiration pneumonia, repeated
hospitalizations and expensive nursing care. The purpose of this study was to review the
authors’ experience and patient outcome with the laryngotracheal separation(LTS) procedure.
Materials and Methods : A retrospective review of 9 patients who underwent LTS between
1996 and 2001 was conducted. Ages ranged from 3 to 72 years.

Results : Seven patients were expected to have morbid aspiration as a consequence of
acquired neurologic injuries and two were congenital neurologic injuries. Two patients had a
postoperative fistula, which was well controlled with local wound care and minor procedure.
Following LTS, aspiration was effectively controlled in all patients and four were able to
tolerate a regular diet.

Conclusion : LTS is a low-risk, successful, definitive procedure which decreases the potential
for aspiration, pulmonary complication, hospitalizations and increases quality of life, especially
in patent with irreversible upper airway dysfunction and poor speech potential.
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Fig 1. Llaryngotracheal separation and tracheoceophageal
diversion.  (A)After  separation at level of existing
tracheostomy, the last cartilage ring of proximal trachea is
removed and underlying mucosa is inverted and sutrured to
make subglottic tracheal pouch. (B)Techniques as originally
described by Lindeman® consisting of proximal end-to-side
tracheoesophageal anastomosis and distal tracheostomy.
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Fig 2. Barium esophagography (lateral view) following
laryngotracheal  separation. Note constrast pooling in
subglottic tracheal pouch (arrow)
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Table 1. Preoperative summary of patients.
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History -of

Duration. of

Patient Sex Age Underlying diseases aspiration ~ess mm?(a"n ; Tm~t Vot;:;lI sc;ord lﬁ!égl f::tdlhgg
1 M 72 Cerebrovascular accident + 6 45 Biatera  Absent NG tube’
2 M 66 Cervical spine injury + 15 19 Bilateral  Absent NG tube
3 M 63 Parotid cancer involving skull base + 5 3 Unilateral  Absent NG tube
4 M 48 Nasopharyngeal cancer - 3 3 Bilaterat  Absent NG tube
5 F 3 Hypoxic brain damage + Vegetative 3 45 Bilateral  Absent NG tube
6 M 13 Hypoxic brain damage + Vegetative 10 4] Absent  Absent NG tube
7T0M 4 Cerebellar tumor + 13 16 ?  Absent NG tube
8 M 4 Congenital neurologic injury + Vegetative 2 21 Bilateral ~ Absent Gastrostomy
9 F 3 Congenital neurologic injury + Vegetative 13 20 Bilateral  Absent NG tube

‘Average: 63 months ' Average: 19 months

i Nasogastric tube

$Unable to evaluate
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Table 2. Postoperative results of laryngotracheal separation

Patient  Complications{day)* Management of complications  Aspiration pneumonia Oral feedings(day)"
| o el Dirdeen s 9
2 Tracheocutaneous fistula(15) Surgical obliteratioﬂr;1 pwith strap muscle Absent 37
3 - - Absent No
4 - - Absent 8
5 Tracheocutaneous fistula(15)  Spontaneous closure with local care Absent No
6 - - Absent No
7 - - Absent 25
8 - - Absent No
9 - - Absent No
*Days after laryngotracheal separation ' Average: 22 days
* Biateral lower cranial nerve paralysis
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[ Aspiration I

.

Conservative management
with or without gastrostomy

«———l AA+CPM' o Laryngoplasty ]

Intractable aspiration of pharyngeal secretion
significantly impacting total medical care

Presence of tracheostomy |—>l<——— +Usable voice

Laryngotracheal separation

Fig 3. Algorithm for management of patient with intractable aspiration. °Arytenoid adduction, ' Cricopharyngeal myotomy
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