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Cac bat thwérng thanh quan bam sinh

» Mém sun thanh quan 60%
» Hep ha thanh mén bam sinh 16%

» Liét ddy thanh 13%

» Khac: 7%

o Mang ngan thanh quan
o Laryngocele & Nang sacculaire

o Ec?r\;pgeoll Laryngotrachealesophogeal
e

o Tén thwong mach mau

Holinger, LD. Etiology of Stridor in the Newborn, Infant, and Child. Annals of ORL, 1980; 89: 397-400.



Mém sun thanh quan ?

I\/ISTQ bat thwdng bam sinh thanh quan thwo’ng gap
nhat & tré so sinh, dac trung b&i tinh trang mém cua
mo thanh quan va cau tric thwong thanh mén xep
vao trong khi hit vao dwa dén tac nghén dwéng ho
hap trén.

Nguyén nhan thwéng gap nhat cia thé rit & tré so
sinh (60-70% cas)

Jackson C. Diseases and injuries of the larynx. New York: MacMillan; 1942. p.63-9



Collapse of the supraglottic components during
nspiration:
Epiglotts.
Aryepiglottic folds.
Arytenoids.




Augmentation du flux

' aérien
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Diminution du calibre
de lafiliére Turbulence

respiratoire _ ]
Vibrations des structures

sus-glottiques
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Tirage ] Collapsus par [ Stridor ]
asp Lo des Effet Bernoulli
éléments
Reflux supraglottiques
Pharyngo-laryngé \.
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Anatomiedu larynx:
Specificite liee a I'age
Malformation associée éventuelle

Immaturité
Pathologie neuro-musculaire

i Trouble du tonus supra-glottique :

Physiopathologie de la laryngomalacie



Co ché bénh sinh

3 gia thuyét:
Sun chua trwédng thanh (Sutherland, Lack)
Bat thwdng giai phau
Than kinh co chwa trwéng thanh:

- Gidm trwong lwe thanh quan do cham kiém
soat TK co thanh quan.

- Hién dwoc chap nhan nhiéu nhat



Mém sun thanh quan va TNDDTQ

80-100% tré MSTQ c6 bénh TNDDTQ

Hartl TT, Chadha NK (2012):

» Tan suat TNDDTQ / BN MSTQ nang: 65%.

»BN MSTQ trung binh — nang c6 TNDDTQ cao hon
MSTQ nhe 10 lan.

Khéng ro TNDDTQ la nguyén nhan hay hau qua cua

MSTQ.

Hartl TT, Chadha NK. Otolaryngol Head Neck Surg. 2012; 147(4).619-26.



Cac tinh trang Iam MSTQ xau hon

Sinh non
Bat thwdng TK co: tan suat cao hon, tdng mirc dd nang

on thwong dwdng dan khi kém theo:
- Tan suat: 10-20%

» Mém sun khi quan, hep ha thanh mén, mém sun phé
quan, mém vung hau, nang bat thuwdng

»Bénh TNDDTQ tang nang
» That bai BT ngoai khoa

Toynton SC, SaundersMW, Bailey CM. Aryepiglottoplasty for laryngomalacia: 100 consecutive cases. J Laryngol Otol 2001;115:35-8.
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Chan doan

Bénh sw
Kham lam sang

No&i soi thanh quan 6ng mém



Bieu hién lam sang
Th& rit: dau hiéu chi diém ciia MSTQ
»Am sac cao, thi hit vao, ndng hon khi kich
thich, khoc, bu, nam ngira.
Sac, ho, thoi gian ba kéo dai, ndn tai phat, kho nudt, sut can.
Cac TC bénh TNDD-TQ

» CAc TC c6 thé nang hon trong 4-8 th dau doi
> Bién chirng



CHIA KHOA CHAN
Thé rit: déu hiéu chi AE)E)AMN

» Khoang trong: thwérng bat dau vao khoang 2-4 tuan tudi
- Nang hon khi kich thich, khoc, bi, NTHH, nam ngira
- Gidm hay mat khi ngi (MSTQ nhe - TB)

» Khéng kém khan tiéng, khéc nhé tiéng

» C6 thé kém co kéo hdm trén e, lién swon

» Dién tién: ting trong vai thang dau (cao nhat: 6 th)
> Sau dé giam dan
> Da sd hét khi tré 18-24 thang tudi.



Cac anh hwéng trén hé hap

» O 10%-20% tré: ngwng thé do tac nghén luc ngu,
nhip tim nhanh, kho th&, suy hé hap hay thiéu oxy
mau co thé xay ra.

» Trong hau hét cac cas nang: tién trién dén cao ap
phdi va tdm phé man c6 thé xay ra khi khéng co
diéu tri thich hop.



Mém sun thanh quan

* Hinh dang qua nQi soi
= Nap thanh mén hinh Omega
= Nép phéu thanh thiét rit ngan lai

A\

= Sa sun chém va sun Santorini vao trong




Phan loai

»Nhe
» Trung binh
»Nang

» Trdc: nap thanh quan
» Sau: nép niém mac t phia trén sun phéu
» Bé&n: nép phéu thanh thiét, sun chém



Phan loai dwa vao trieu chwng /
ndi soi thanh quan 6ng mém




Phan loai dwa vao co ché MSTQ




Table 1
Laryngomalacia Severity Scale”

Severity Level Respiratory Symptoms

Feeding symptoms

Mild Inspiratory stridor
Average resting
Sp0-, 98-100%

Moderate Inspiratory stridor
Average resting
Sp0, ~96%

Severe Inspiratory stridor

with cyanosis or apnea
Average resting Sp0O,; ~86%

Occasional cough
or regurgitation

Frequent regurgitation
or other feeding issues

Failure to thrive
or aspiration

Derived from text descriptions by Thompson, DM and colleagues [11].

Thompson DM. Curr Opin Otolaryngol Head Neck Surg 2010;18(6): 564—70.




Phan loai mém sun thanh quan

Type IV Type V

Kay DJ, Goldsmith AJ. Laryngomalacia: A Classification System and Surgical Treatment Strategy.
Ear Nose Throat J. 2006 May;85(5):328-31, 336.
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Sans signe de gravite — Fibroscopie en Avec signes de gravite
e . consultation SO — 1 --------------------
Confirmation du Tl EﬂdD‘S‘:‘?I}lE
diagnostic complete
Fibroscopie l
normale , _
- Confirmation de
Surveillance diasnostic
- Recherche d'autres
lesions

Prise en charge
therapeutique

RPC Laryngomalacie




Table 2
Frequently Used Clinical Indications for Consideration of Surgical Intervention.




Divided .
aryepiglotticfold

PT tao hinh @hu’cyng thanh mén: tach nép phéu thanh thiét,
va lay di mé dw thira & niém mac sun phéu



Cac phwong phap thay the khac

2 CPAP: MSTQ nang kém suy hd hap hay ngwng thé
tac nghén khi ngu

» Thwdng khi chd mo,

»Hay khi tré khong thé phau thuat
hoac tao hinh thwong thanh mon that bai.

+ M khi quan: hién hiém khi thuc hién.



«BDa s0 tré MSTQ nhe - TB c6 thé x tri thanh cong véi
theo doi don thuan hay phoi hgp voi cac bén phap diéu tri
bao ton khac.

»Céc TC thwdng giam dan trong 1 ndm va
hiém khi dai dang sau 24 thang tudi.
2 5%-20% tré MSTQ nang thuwdng phai dwoc phau thuét
tao hinh thanh thiét (ty 1& phau thuat thanh céng: 95%).
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Cac khuyen cao

. Cac can nhac trong danh gia va diéu tri
- Lwu d0 xt tri ban dau

. Algorithm xu tri chuyén sau

- X tri tinh trang khé bu & tré nho MSTQ
- Algorithm xt tri sau mo

- Khuyén céo vé diéu tri trc ché tiét acid



Table 1
Frequently debated evaluation and treatment considerations.

(uestion

1. What findings on initial v Apnea

presentation should Tachypnea

prompt a more urgent Cyanosis

evaluation by an Failure to thrive

otolaryngologist? Difficult to feed despite acid suppression/ texture modification

Aspiration/ pneumaonia
Cor pulmonale




1, Should | treat v Yes, if child having feeding and or respiratory diffcultis
laryngomalacis v Consider observatin in those infants with mild respiratary symptoms and are gaining weight appropriately

empirically with v Canuse either step-up or step-down methodology (see Section 6|
acid suppression? v Recommend weaning acid suppression based on symptoms vs. stopping abrupty
v Congider Gl referralfor concurrent management




3, Should formally v Consider feeding wallow evaluaion and diet modficatian i cases where there I cough, choking regurgiaton feeding
Jsess the nfant Aifficuly, o weight gan, o fale o hrve
swalow] o Strongly considerevaluaion in childven with evidence o aspiraionor those with neurlogic dseas

 Consider evaluaion by eiher bothvideo fharascopic swallow study [ VESS) and ar berontic endascopic evaluaton o
vl (FEES, Assessment n conjunction with Feeding therapy may aiddiagnastic accuracy and feeding recommendaion
v Consider acd suppresson n paients withlryngal peetration and or aspration on swallow evaution




4, What other consultations —— + Pulmonary evaluation if disease on imaging or symptoms of asthma/reactive airway disease/chronic lung disease
should [ consider for the v Congider polysomnography or home aximetry manitoring if significant apnea
infantwith severe disease? o Cardiac consuleation if heart disease suspected
v (Gl evaluation if refractory to acid suppression therapy

o Newrology andor brain MRIif neuralogic disease suspected (1. physical findings of bypotania, aspiration, poaled frothy
secretions on endoscopy ) to rule out CNS lesion, brainstem compression, and Chiari malformation

v (ienetics evaluation for thase with craniofacial dysmorphism or severe disease

o Craniofacial team evaluation for those with craniofacial anomalies




5, What assessmentshould —— + Congider aerodigestive evaluation including pHimpedance probe to rule out persisent reflu, esophageal biopsies to rule out
be dong for persistent easinaphilic esophagitis, pulmanary evaluation to aptiize respiratory function and assess chronic lung disease i present
symptoms after v Consider polysamnagraphy in patients with axygen desaturatians or signs of apnes

supraglottoplasty] v Consider gastrostomy tube andjor fundaplication for patients with esophageal reflux nat managed on maximal medical therapy
- f = I . 5 5 ]
v Consider neurology and/or MRI brainif neurologic disease suspected
v Consider tracheostamy in patients with multiple co-marbidities or synchronaus airway lesions




Lwu do xtr tri ban dau

1. Consider CXR in infants
where there is concern for

2a
aspiration and/for active mﬂrunnuiu
pulmonary disease Tachypnea

FFLto confirm laryngomalacia or referral

2. Consider AP/ Lateral airway

films in infant whose clinical acid suppression
symptoms suggest a Aspiration/pneumonia
secondary airway lesion 7. Cor pulmonale

Suspected secondary airway

Mo indication of secondary airway lesion

If maintaining oxygnen saturations on If airway and for feeding concern then
Efahaﬂnnuﬂargammlamsﬂmﬁa room air and no feeding issue, then consider admitting to the hospital or
outpatient managment appropriate consider more urgent intervention




Lwu d6 xdr tri chuyén sau

Consider co-mo rbidities that
place infant at high risk to

do poorly:

Cardiac disease
MNeurologic disease
Respiratory disease
Craniofacial
dysmorphism

puwpne




Xtr tri tinh trang khé bu & tré nhé MSTQ

Start acid supression therapy
and consider feedin

‘ Mo clinical ﬁqs nfaimﬂm |

|
|
nfant falling off curve

ooy

i
tnrmt progressing on nr-:mﬂi‘

Consider C{R if not already
done for = with

‘ Clinical follow up for \ [

Prior or concurrent to surgical
management, neurologic work-up
should be considered in infants with:

1. Hypotonia

2. Endoscopy with aspiration,
pooled ffrothy secretions,
absentsupraglottic sensation

Aspiration on FEES,/VF55 with Mo evidence of respiratory
evidence of respiatory compromise but apsiration

i i
If pulmonary compromise or
noimprovement refer ar




Khuyén cao dieu tri trc cheé tiéet acid

,.\

* Reduce either PPl or
H2RA by 50% for 4-8
weeks and then stop

I I «Start with empiric PPI* or H2RAA
nitia

therapy y Symptoms
improve

'\
*|Increase dose of PPl or if on e Red _
H2RA, consider changing to PPI gauce remaining

«Consider pH/impedance probe Symptoms medicine by 50% for 4-

*Consider Eryped as a motilin improve 8 weeks and then stop
agonist#
J

Symptoms
prugress

Erythromycin liéu thap (1-2 mg/kg/liéu, 15ph trude cl bu, dén 6 lan/ng)
Fig. 5. Recommendations for acid suppression therapy.

Carter J, Rahbar R, Brigger M. Int J Pediatr Otorhinolaryn 86 (2016) 256—261




Patient has undergone
supraglottoplasty

l

Continue acid supression
+/- feeding therapy

Symptoms
remain or
progress

Re-examine comorbidities: Are Yes
there neurologic, cardiac,

pulmonary history?

U

Consider sleep study, Gl evaluation

Consider
1. Cardiology consultation
2. Pulmonary consult

3. Neuro consult and/or brain MRI
to rule out CNS causes

¥

*Tracheostomy

l

If PSG not severe and reflux
controlled consider revision
supraglottoplasty

2-4 week post-operative
symptom check

l

1. Return in 3-6 months for
symptom check

2. Wean acid supression based on
symptoms

—

1

Persistent laryngopharyngeal reflux|

Signs of laryngeal edema and
ph/impedance probe negative

Severe sleep apnea

1. Return in 3-6 months
for symptom check

2. Wean acid supression
based on symptoms

l

If symptoms persist consider
*tracheostomy vs. continued
observation

If medication maximized consider
Nissen fundoplication

Consider revision supraglottoplasty
for persisent symptoms after
fundipliacation

Lwu do xtr tri sau mé va MSTQ dai dang

Consider EGD with
biopsies to rule out EoE

Consider revision
supraglttoplasty vs.
*tracheostomy

with:

*Consider tracheostomy in patients

1. Multiple severe co-morbidities

2. Muultilevel airway obstruction not
amenable to surgical management







