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Laryngomalacia

• Most common cause of infant stridor
• Generally not present at birth
• Worse when supine, feeding, excited
• Generally worsens for 2-4 months
• Most better by 7-9 months of age
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Pathogenesis – mainly unknown

• Clearly anatomic contributions
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Pathogenesis- mainly unknown 

• Clearly neurologic contributions
• High incidence of laryngomalacia in children with 

cerebral palsy and hypotonia
• Multiple reports of children developing laryngomalacia 

after neurologic insult.
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Classification

Walner et al. The Classification of Laryngomalacia. Ann 
Otolaryngol Rhinol 4(2): 1165 (2017)
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Variants

Walner et al. The Classification of Laryngomalacia. Ann 
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• Looked to investigate laryngeal sensation in patients 
with laryngomalacia

• Sensory testing of larynx and showed that in kids with 
laryngomalacia, laryngeal sensation was decreased.

• This was associated with GERD but also neurologic 
comorbidities

• As GERD improved so did symptoms and laryngeal 
sensation
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Thompson DM.  Abnormal Sensorimotor Integrative Function of the 
Larynx in Congenital Laryngomalacia: A New Theory of Etiology.  
Laryngoscope Jun 117 (6 Pt 2 Suppl 114): 1-33.
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Laryngomalacia spectrum

NeurologicAnatomic

Poor Response to 
Supraglottoplasty
Can consider if NPO to 
try and avoid 
tracheostomy

Low rates of 
aspiration
dysphagia

High rates of 
aspiration 
dysphagia

M
ild

M
oderate

Severe

Observation
+/- GERD treatment
+/- Supraglottoplasty in 
certain circumstances

Excellent Response to 
Supraglottoplasty

Observation
+/- GERD tx Avoid 
supraglottoplasty
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Applying this framework to 
management
• Most with laryngomalacia will have mild-to-moderate stridor, 

GERD symptoms, mild-moderate anatomic findings and only 
require anti-reflux meds and observation not require surgical 
intervention. 

• Those with severe enough disease to require supraglottoplasty 
will have minimal complications and good outcomes if anatomic 
factors predominate and laryngeal sensation is normal. 

• Those with altered laryngeal sensation (severe GERD, 
neurologic comorbidities) have a high risk of supraglottoplasty 
failure and high rates of dysphagia/ aspiration.  Supraglottic 
surgery should be avoided if possible and conservative if 
performed.
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Pearls
• During flexible laryngoscopy in office- evaluate anatomy 

but also SENSATION of the larynx
• If sensation normal and anatomic factors predominate, 

high surgical success rates.
• If sensation is abnormal, even if anatomic factors are 

present, low chance of surgical success.
– Treat GERD
– Get Neurology involved
– Evaluate swallow function
– Be conservative 
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Pitfalls
• Revision supraglottoplasty without further work up

– If supraglottoplasty fails, look for neuro causes
– Often times patients are too young to have missed many 

milestones
• Forgetting to evaluate for aspiration in a patient with 

decreased sensation
– Sometimes those floppy arytenoids are the only thing 

keeping saliva out of the lungs
• Aggressive arytenoid surgery in a patient with decreased 

sensation
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