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Management Principles of Bilateral Vocal Fold Immobility

Tae Wook Kim, MD and Young-lk Son, MD, PhD

Department of Otorhinolaryngology-Head and Neck Surgery, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul, Korea

Bilateral vocal fold immobility (BVFI) is a challenging condition which may result from diverse etiologies including vocal fold
paralysis, synkinesis, cricoarytenoid joint fixation, and interarytenoid scar. Most patients present with dyspnea and stridor, but
sometimes with a breathy dysphonia. Careful history taking, laryngoscopic evaluation under general anesthesia or awaken status,
laryngeal EMG, and imaging studies with CT and/or MRI are helpful for providing a precise diagnosis and planning appropriate
managements. In children, congenital neurological disorder is one of the most common etiologies, and spontaneous recovery has
been reported in more than 50% of cases. Therefore, observation for more than 6 months while securing the upper airway with
tracheostomy if needed is a generally accepted rule before deciding any destructive procedure to be undertaken. In children with
advanced posterior glottic stenosis, laryngotracheal reconstruction with rib cartilage grafi should be considered. In contrast to
children, BVFI most commonly occurs as sequalae of surgical complication in adults. Diverse static or dynamic procedures can
be applied ; posterior cordotomy, vocal fold lateralization, endoscopic or open arytenoidectomy, arytenoid abduction, and rein-
nervation, electrical laryngeal pacing, which need to be carefully selected according to each patient’s needs and pathophysiology

of BVFI.

KEY WORDS : Vocal cord paralysis, bilateral - Laryngostenosis - Ankylosis * Disease management - Surgery.
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Table 1. Eticlogies of bilateral vocal fold immobility4

Paralysis/neurologic
Surgical trauma
Prolonged intubation
Thyroid, esophageal, fracheal malignancies
Midbrain stroke
Amyotrophic lateral sclerosis
Armold-Chiari malformation
Diabetic neuropathy
Post-polio syndrome
Multiple sclerosis
Guilldin-Barré syndrome

Cricoarytenoid joint fixation
Arytenoid dislocation (blunt or intfubation trauma)
Rheumatoid arthritis
Ankylosing spondylitis

Infiltrative or inflammatory lesions
Sarcoidosis
Amyloidosis
Wegener's granulomatosis
Lipoid granulomatosis
Radiation therapy
Laryngeal neoplasams
Idiopathic fibrosis

Cicatrical webs
Prolonged intubation
Cicatrical pemphigoid
Endolaryngeal surgery
Gastroesophageal reflux disease
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Fig. 1. Endoscopic arytenoidectomy.® A : An incision is made
on overlying arytenoid cartilage. B : Arytenoid cartilage is sep-
arated and removed. C : Needlepoint electrocoagulation is
applied to the arytenoid bed. D : Vocal fold lateralization by
cicatricial contraction.
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Fig. 2. Endoscopic vocal fold lateraliza-
fion.6! A @ An incision is made lateral and
parallel to the vocal fold. B : A wedge of
thyroarytenoid muscle is removed, and the
base is cauterized. C : Placement of trans-
cutaneous sutures. D : The vocal fold is
lateralized by a temporary suspension su-
ture. E : The site 6 weeks after sutures are
removed.
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Fig. 3. Transverse cordotomy using COz laser.8) A : The site of the
vestibulectomy incision is designed fo improve access for cor-
dotomy. B : The site of cordotomy is outlined anterior to the vo-
cal process. C ! Initlal posterior glottal enlargement s obtained
with cordotomy. D : Endoscopy result after the healing process.
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Fig. 4. Posterior glottic stenosis. A . Interarytencid adhesion with a mucosally lined tract posteriorly. B : Posterior commissure cm_d
interarytencid scar without a mucosally lined troct posterionty. C : Posterior commissure scar extending into the right cricoarytenoid
joint. D : Posterior commissure scar extending into both cricoarytenoid joints. I1A @ interarytenoid area, PC : posterior commissure,

CA ! cricoarytenoid.

- 122 -



2ES - 289

Fig. 5. Posterior cricoid splitting and cartilage graft.
A ! Incision through the anterior cricoid and first
fracheal ring. B : The cricoid is split posteriorly, pre-
serving the outer perichondrium ; the outer peri-
chondrium is elevated posteriorly on both sides,
thereby creating a pocket to receive a cartilage
graft. C : Rib carfilage is fashioned with inner and
outer flanges to provide stabilization. D : Placement
of a cartilage graft.
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