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Arytenoid Cartilage Dislocation Following
Prolonged Endotracheal Intubation

YUPAD! PRASERTWANITCH, M.D_* Jonx J. H. SCHWARZ, A.D..} LEroy D. Vaxpaym, M.D.}

Well-known lanvngeal complications of en-
dotracheal intubation include mucous mem-
brane abrasion, glottic and subglottic edema
of varyving severity, and formation of laryn-
geal granuloma. We report here an unusual
complication, arvtenoid cartilage dislo-
cation, in a patient with a complicated history
of heart disease and prolonged intubation
following open-heurt surgery.

REPORT OF A CASE

A 6l-vear-old Caucasian man was transferred
from another hospital for cardine catheterization.
He had had renal failure at the age of 12 years and
rh tic heart se in childhood, with an
asymptomatic residual heart munmur of mitral
regurgitation. About four years prior to admission
hypertension had been noted and treatment with

digoxin and ethacrynic acid begun because of heart
failure.

Six weeks prior to admission, the patient sus-
tained a myocardial infarction, which was treated
at another hospital, followed by pneumonitis and
peripheral thrombophlebitis, which were treated
with Dicumarol; however, treatment was discon-
tinued when gastric bleeding occurred. The pa-
tient was readmitted to the same hospital five
weeks later with a second myocardial infarction,
accompanied by ventricular tachycardia which pro-
gressed to ventricular fibrillation. Resuscitation
which included extemal cardine ge and
nasotracheal intubation was successful after 1%-2
hours. Before his transfer to this hospital an
attempt to extubate the trachea was unsuccessful
because of development of pulmonary edema.

On admission the patient was found to have a
flail chest, probably the result of chest compres-
sion, infiltration of the right lower Tobe, and
collapse of the right upper lobe. Mechanical venti-
lation of the Iungs with positive end-expiratory

was necessary for a few days to overcome
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hypoxia. Nasotracheal intubation was maintained for
a total of 11 days.

Cardine catheterization revealed almost com-
plete obstruction of all main coronary vessels, as
well as aortic regurgitation and aortic steno
After still another episode of pulmonary edema,
the patient undenwent coronary-artery L s grait-
ing and aortic valvuloplasty three weeks after
admission. Tracheal intubation was easily done
using a plastic tube of 8.5-mm internal diameter.
The patient fared well during the operation,
which lasted about 7% hours. Upon extubation of
the ‘hea the following morming, hoarseness
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of voice, thought to be the result of laryngeal
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FiG. 1. Normal glottis on the left (L), abnormal on the right. A, anterior; P, posterior; G, glottis.
Dotted line in the center. Note abducted distorted left cord indicative of arvtenoid dislocation.

{Drawing from a sketch made at laryngoscopy.)

edema, was noted. When hoarseness persisted for
three weeks and the patient could not talk above a
whisper, indirect laryngoscopy was performed, re-
vealing dislocation of the left vocal cord. The
dislocation presumably occurred at the time of the
second intubation. Treatment planned was either
intracordal injection of Teflon paste or reconstrue-
tive surgery following full recovery from the
cardiac operation.

Discussiox

To our knowledge, arvtenoid dislocation
following endotracheal intubation has not
hitherto been reported. J.J.H.Schwarz and
W.AV. Montgomery have seen this injury in
several patients with histories of repeated
recent intubations undergoing open-heart
surgery followed by prolonged intubation.§
According to them, fracture or dislocation of
the arytenoid cartilage can be caused by
trauma caused by the laryngoscope in per-
forming both diagnostic larvngoscopy and
laryngoscopy  for endotracheal intubation.
The tracheal tube per se seldom, if ever, is
the cause of the injury. Thus, direct trauma
caused by endoscopy can be avoided by
proper technique. The clinical picture of
fracture or dislocation of the arvtenoid carti-
lage is essentially that of a weak voice with
antecedent history of laryngeal instrumenta-

§ Personal communication.

tion or intubation. On examination, as seen in
this patient, the affected arvtenoid cartiluge
is dislocated laterally or posterolaterally (fig.
1). The overlying mucosa is sometimes de-
nuded, with whitish cartilage protruding.
The cricoarvtenoid joint is dislocated, and
the true cord on the affected side is held in
abduction, unable to appose the opposite
with attempts at phonation. The affected cord
moves oaly slightly in adduction, and the
s prevents the normal range of vibratory
motion. Treatment is afforded by reduction
and cricoarytenoid arthrodesis, as described
by Montgomery.!

In our patient, presence of the endo-
tracheal tube initially for 11 days while he
wis moving about and being moved may
have caused damage, but not to the extent of
dislocation. Within 23 days, reintubation took
place. Althout it was virtually nontraumatic, a
period of 24 hours was apparently enough to
dislocate the cartilage, perhaps enhanced by
coughing with suctioning, movement of the
larynx with each breath, and tuming from
side to side for postural dminage.
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