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Summary: Medical records of 51 horses with epiglottic
entrapment were reviewed, and the outcome after sur-
gical treatment was evaluated by use of results from a
survey of owners and from race records. Horses with
epiglottic entrapment and no additional problem (un-
complicated) of the nares, nasal passages, pharynx, or
larynx (upper airway) that were treated by transoral
axial division (group 1) or resection via laryngotomy
(group 2), and horses with epiglottic entrapment com-
plicated by an additional upper airway abnormality
(group 3) were compared. The cost of treatment, du-
ration of hospitalization, time to first race start after
surgery, and complication rate were significantly (P <
0.05) less in horses in group 1, compared with those
in horses of group 2. Owner survey indicated that a
significantly greater percentage (82%) of horses in
group 1 had a successful outcome after transoral axial
division, compared with that (27%) of horses in group
2. Analysis of race records indicated that performance
was similar between horses in groups 1 and 2, and
significantly more horses with an additional upper air-
way lesion (group 3) failed to return to racing than did
horses with uncomplicated epiglottic ~entrapment
(groups 1 and 2). Transoral axial division of the ary-
epiglottic fold is reccommended as an appropriate treat-
ment for uncomplicated epiglottic entrapment. Resec-
tion via laryngotomy should be reserved for treatment
of epiglottic entrapment associated with excessively
thick and scarred aryepiglottic folds and for intermit-
tent epiglottic entrapment in horses for which surgical
correction is deemed appropriate. Horses with epiglottic
entrapment complicated by previous aryepiglottic fold
surgery or another upper airway abnormality, partic-
ularly epiglottic deformity or dorsal displacement of the
soft palate, should receive a less favorable prognosis for
return to athletic performance.

E nvelopment of the epiglottis by the aryepiglot-
tic fold (epiglottic entrapment) is a potential
cause of upper airway (nares, nasal passages, phar-
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ynx, or larynx) obstruction and poor performance
in the equine athlete.!-*> Although epiglottic entrap-
ment can be an incidental finding and the preva-
lence has been estimated between 0.74 and 2.1%
in racehorses,* it has been reported as a cause of
upper airway obstruction and impaired perform-
ance in 8% of all horses with upper airway obstruc-
tive lesions.® In affected horses, exercise intolerance
and abnormal respiratory tract noise during stren-
uous exercise may be a result of turbulent airflow
associated with the entrapping aryepiglottic fold,”
reduced pharyngeal cross-sectional area,® or con-
comitant dorsal displacement of the soft palate
(pDsP).?

The entrapping aryepiglottic fold has been re-
leased via laryngeal, pharyngeal, transnasal, and
transoral approaches, using a variety of surgical
methods.?7:10-13 Resection of the aryepiglottic fold
via laryngotomy has been associated with several
postoperative complications, including coughing,
aspiration, granuloma formation, epiglottic dys-
function, and ppsp.'* It has been suggested that
aryepiglottic fold axial division techniques, which
obviate the need for laryngotomy, may reduce post-
operative complications, because of conservative
tissue resection.!%-1>.16 Such techniques are likely
the most commonly used method of treatment of
epiglottic entrapment.!!-13

Correction of epiglottic entrapment by axial di-
vision was first reported as involving a transoral
approach.”-17:18 A transoral axial division technique
performed via endoscopic guidance and use of a
hooked bistoury has been described.!* Transnasal
approaches have been reported in which electro-
cautery, a hooked bistoury, or Neodymium:yttrium
aluminum garnet (Nd:YAG) laser were used to ax-
ially divide the fold.10-12.19

Few studies comparing various surgical tech-
niques for correction of epiglottic entrapment by
use of similar criteria for success have been per-
formed.!0-12 Additionally, there are few reports de-
tailing the success rate of treatment of horses with
epiglottic entrapment complicated by previous sur-
gery or other upper airway abnormalities (compli-
cated).!? The purposes of the study reported here
were to describe a modified transoral axial division
technique, compare correction of epiglottic entrap-
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Figure 1—Endoscopic view of the oropharynx of a horse with
epiglottic entrapment, which indicates the glossoepiglottic fold
(szhite arrow), junction of the soft palate and glossoepiglottic
fold (open arrow), and outline of the dorsally situated epi-
glottis (curved arrows).

ment by this technique to resection via laryngotomy,
and determine outcome after surgical correction of
complicated and uncomplicated epiglottic entrap-
ment.

Criteria for Selection of Cases

Case records of all horses with epiglottic en-
trapment were retrieved from all accessions at the
veterinary teaching hospital between 1981 and
1992. Horse breed, age, sex, presenting complaint,
endoscopic findings, duration of stay in the hos-
pital, and cost of treatment were obtained from the
medical records. Horses included in the study had
epiglottic entrapment corrected either by resection
via laryngotomy or by transoral axial division of the
aryepiglottic fold. Prior to 1988, persistent epiglot-
tic entrapment was routinely treated by resection
of the aryepiglottic fold via laryngotomy. After this
time, persistently entrapped folds were axially di-
vided by use of a modified transoral axial division
technique. Horses with intermittent epiglottic en-
trapment had been treated by resection via laryn-
gotomy throughout the study period.

Procedures and Techniques

Horses were allocated to 1 of 3 groups on the
basis of type of corrective surgery performed and
the presence or absence of additional upper airway
abnormalities. Horses were assigned to group 1
when there was an uncomplicated entrapment (no
other detectable upper airway abnormalities) treated
by transoral axial division of the aryepiglottic fold.
Horses were allotted to group 2 when there was an
uncomplicated entrapment treated by aryepiglottic
fold resection via laryngotomy. Horses were allotted
to group 3 when there was an epiglottic entrapment
complicated by previous surgery for epiglottic en-
trapment or an additional upper airway abnormal-
ity was present. Group-3 horses were treated by

Figure 2—Sharp-pointed, hooked bistoury, custom-made
from brass rodding, used for transoral axial division of the
entrapping aryepiglottic fold. Bar = 5 c¢m. The bistoury’s
sharpened point (used for penetration) and the curved cutting
edge (used to axially divide the aryepiglottic fold) is evident
in the magnified view.

resection via laryngotomy or by transoral axial di-
vision of the aryepiglottic fold.

Modified transoral axial division of the aryepi-
glottic fold—Food was withheld from horses the day
of surgery, and procaine penicillin G (22,000 U/kg
of body weight, ™) and phenylbutazone (4.4 mg/
kg, PO) were administered 2 to 4 hours prior to
surgery. Horses were sedated with xylazine (0.4
mg/kg, 1v) 10 minutes before induction of general
anesthesia with 10% guaifenesin (11 mg/kg, 1v) and
10% thiamylal (4.4 mg/kg, 1v) solution or ketamine
(2.2 mg/kg, 1v). Horses were then positioned in left
lateral recumbency, a mouth gag inserted, and a
cylindrical speculum placed in the mouth to the
level of the third molar teeth. An endoscope?® was
then passed through the speculum to the caudal
pharyngeal region. Using direct viewing or videoen-
doscopy,® the junction of the free border of the soft
palate and glossoepiglottic fold was identified and
evaluated (Fig 1). After being submerged in 2% glu-
taraldehyde® for 10 minutes and then rinsed with
sterile 0.9% NaCl solution, a 75-cm sharp-pointed,
hooked bistoury? (Fig 2) was introduced alongside
the cylindrical speculum with the point ventral to
the shaft of the bistoury. By manipulating the shaft
of the instrument, the soft palate was displaced
dorsally, and the entrapped epiglottis could then
be viewed in the oropharynx. Alternatively, the en-
doscope and speculum were removed, and the sur-
geon’s hand displaced the palate dorsally. The
instrument was then manipulated so that the sharp
point of the bistoury passed between the laryngeal
surface of the epiglottis and the aryepiglottic fold
until it penetrated the entrapping fold at the apex

3Gl Fiberscope, Olympus Corp, Columbia, Md.

Videoendoscope, Olympus Corp, Columbia, Md.

<Cidex, Johnson & Johnson, Arlington, Tex.

dSharp-pointed, hooked bistoury, custom-made from brass
rodding.
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