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Table 1. Surgical management of thyroid carcinoma with laryngotracheal invasion(Friedman M, Otolaryngol Clin North Am 1990 ;

23 : 495-507)

A Thyroid cartilage
Minimal invasion of thyroid cartilage (Fig. 8)

Full-thickness resection of the involved cartilage without reconstruction

Moderate to severe invasion
Partial or total laryngectomy
B. Cricoid cartilage & 1% tracheal ring
Upto 15 % of circumference (Fig. 9)
No specific reconstruction
15~35 % of circumference (Fig. 10 & 12)
SCM myoperiosteal flap
35~70 % of crcumference (Fig. 11 & 17)
SCM myoperiosteal flap with stent
C. 2 & 3" tracheal rings

Anterior midline invasion less than 30 % circumference (Fig. 13)

Excision and tracheotomy tube insertion
Decannulation within 3 to 5 days
Resection of 30 - 60% of circumference (Fig. 14)
SCM myoperiosteal flap with stent
Circumferential resection and end-to-end anastomosis
D. Larger defect of trachea

Defect is greater than 30 % of circumference but less than 6 ¢m in length

SCM myoperiosteal flap with stent
Circumferential resection and end-to-end anastomosis
Defect is longer than 6 cm in length (Fig. 15 & 16)

Montgomery T-tube can serve as a tracheotomy tube and stent for SCM myoperiosteal flap

Defect is greater than 60 % of circumference
Circumferential resection with end-to-end anastomasis

E. Extensive invasion of tumor into the larynx and/or trachea

Total laryngectomy

F. Extensive invasion of tumor into the larynx and/or trachea and pharynx, cervical esophagus
Laryngopharyngoesophagectomy with free jejunal graft or forearm free flap

& 4749 L5 2t F¢ $HE Table 13
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1) YA} ZMl(Shaving-off, resection of outer layer
of larynx and/or trachea)
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A T2 ZAAAE A5t gQ5keof it

2 R A2 Y Do A% HX(Anterolateral
cricoid and/or tracheal resection)
- w4 Aoy 7F EdY 0~30%7HA= FA
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Zolo] Wz} Fenestration, SCM myoperiosteal flap
with or without stent, Circumferential resection with
end-to-end anastomosis 59 €48 H&¥ + Aot
(Table 2).

) FFHE HE2(Table 2
4 ¥FAT HoEE R 7d3TMHETable 2

5 MA Wy

FAFETIGAB2 71¢ 94 FF A 713
de] ARgHA AL ok HZdE A2E AEZ A
9 A} dFHE oY HERIWLS ol &IAY
FAFEIY B9 ol HEE Zo] AR
3 FE= Adske WYl TRHAT

ol gAMNAY gl W 1 &40 Folsrz

Table 3. Intraoperative decision-making in tracheal invasion
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Table 2. Surgical procedures in patients with laryngotracheal
invasion of well-differentiated thyroid carcinomas

Resection of outer layer of larynx and/or trachea
Anterolateral cricoid and/or tracheal resection
Upto 20~30% of circumference:
No reconstruction
Primary closure
Over 20~30% of circumference:
Fenestration
SCM myoperiosteal flap with or without stent
Circumferential resection with end-to-end anastomosis
Partial laryngectomy
Laryngopharyngoesophagectomy with free jejunal graft

Tracheal involvement is minor

No gross intraluminal invasion

Longitudinal extent is less than one ring in height
Circumferential extent is less than 30%

full thickness, horizontal, efliptic resection & primary reapproximation & no tracheostomy
Moderate size invasion (5~15mm in length and up to 30% of the circumference)
i) “windows” resection & reconstruct immediately with SCM myoperiosteal flap & no tracheostomy (Friedman, 1982, 1990)
i) composite grafts from nasal septum or auricle (Gandon et al, 1981)
iii) sternothyroid muscle flap with thyroid perichondrium (Shili et al, 1985)

: may not acceptable if cancer is locally aggressive

Extent of invasion is slightly longer {10~20mm, less than 40% of the circumference)
SCM myoperiosteal flap(with clavicular periostium) & T-tube stent (3~4 months later removal)

35~40% of circumference

complete circumferential resection with primary end-to-end anastomasis, laryngeal release technique & tension-free

anastomosis (Har-E1, 1993)
First tracheal ring invasion

half of height of cricoid cartilage resected & primary cricotracheal anastomosis

i) resection margin should be proved by frozen biopsy
i) clear margins of about 2~3mm
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