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A Case of Laryngeal Stenosis Confined to Supraglottis

See-Young Park, MD, Bum-Jo Jung, MD, Young-Seung¢ Ko, MD and Gu-Hyun Jung, MD

Department of Otorhinolaryngology-Head and Neck Surgery, InJe University College of Medicine,
1lsan Paik Hospital, Goyang, Korea

—ABSTRACT —

In comparison to glottic, subglottic and tracheal stenosis, isolated supraglottic stenosis in adult without a history
of laryngeal trauma is a rare condition. Most isolated supraglottic stenosis occur in children with congenital
laryngotracheal anomalies. When present in adult, it may be seen after prolonged orotracheal intubation, la-
ryngeal trauma, improper supraglottic instrumentation or surgical treatment for laryngeal malignancy. We re-
port a case of a 45-year-old woman who presented with progressive dyspnea for the last one week. Initial diag-
nostic laryngoscopy revealed supraglottic stenosis with near total airway obstruction. The patient had no
history of laryngeal trauma and causative medical history. She required a tracheostomy for definitive airway
control. The supraglottic stenosis was removed by laryngomicrosurgery with CO, laser. Then a silicon sheet was
inserted and fixed in stenotic portion to prevent restenosis. There was no evidence of restenosis at 6 months
after surgery. We report a successfully treated case of isolated supraglottic stenosis. (J Clinical Otolaryngol
2010521:107-110)
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Fig. 1. Preoperative, 70° rigid laryngoscopic finding shows
near fotal obstruction of supraglottic area.
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Fig. 2. Silicon sheet insertion state in stenotic portion after
removal of supraglottic stenosis. Note the normal vocal
cord (arrow).
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