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TO THE EDITOR,

Subglottic hemangioma (SGH) is a rare benign vascular
tumor that accounts for 1.5% of all congenital laryngeal
lesions. Usually, the onset of respiratory symptoms occurs
soon after birth, during the proliferative phase of the
disease.™®) Since most lesions undergo regression during
early childhood,® treatment focuses on the prevention
of long-term complications.

SGH can lead to airway obstruction when left untreated,
with mortality rates approaching 50%.* In this scenario,
tracheostomy is considered a life-saving procedure,
although it may cause life-threatening complications,
particularly related to the risk of airway obstruction and
decannulation during postoperative care. Because of the
scarcity of reports, there are no treatment guidelines
proposed for SGH. An alternative approach by means
of silicone T-tube placement has been used in order to
achieve and maintain airway patency. The following case
reports describe the management and postoperative
outcome in three infants with SGH. Propranolol has
become an accepted first-line treatment for SGH, with
its benefits outweighing its risks.®

A 7-month-old male infant with recurrent respiratory
infection and stridor for five months had a history of
intubation and tracheostomy at three months during an
episode of airway obstruction at another hospital. He
presented with inspiratory stridor, and the remaining
physical examination was uneventful. A contrast-enhanced
neck and chest computed tomography (CT) showed a
faint lateral enhancement at the vocal fold (VF) level,
suggestive of SGH. A suspension laryngoscopy under
general anesthesia confirmed a left-sided laryngotracheal
vascular tumor causing obstruction of the larynx and
subglottis. Endoscopic findings were consistent with
hemangioma. While still under anesthesia, an 8 mm
silicone T-tube was placed supraglottically through the
tracheostomy. The patient had mild transient dysphagia
with aspiration, requiring nasogastric tube feeding, with
complete resolution within five days postoperatively,
enabling him to resume oral intake. Propranolol (1 mg/
kg/day, per os) was initiated and, within 3 postoperative
weeks, the daily dose was increased to 3 mg/kg/day,
with good tolerance. The patient was discharged from
the hospital one week after the procedure with no
symptoms or signs of aspiration. Currently, he remains
on propranolol with a favorable outcome, and treatment
is scheduled for two years.

A 6-month-old female infant was referred to our
institution with recurrent respiratory infections and stridor
since birth. She developed respiratory failure twice,
requiring intubation. CT showed a faint enhancement
suggestive of airway obstruction due to SGH (Figure 1B).
A suspension laryngoscopy was performed, revealing
an SGH right below the VF, causing obstruction of the
larynx and subglottis (Figure 1A). In the postoperative
course, the patient presented with sustained dyspnea
and stridor, which ultimately evolved to respiratory
failure and intubation, followed by a tracheostomy after
10 days. One year later, the tracheostomy cannula was
withdrawn, and an 8 mm silicone T-tube was placed with
its upper end in the supraglottis (Figure 1C), without
signs of aspiration. Propranolol (1 mg/kg/day) was then
started and increased to 3 mg/kg/day within 14 days
and continued for two years. Sixteen months later,
the T-tube was removed, and the patient underwent
closure of a persistent tracheostomy orifice when she
was nine years old.

A 6-month-old female infant was admitted to the
emergency department with respiratory failure. She was
born at 34 weeks and evolved with gastroesophageal
reflux and recurrent respiratory infections. Aside from
stridor, physical examination was unremarkable. Neck
and chest CT showed a heterogeneous and vascularized
mass in the larynx. Rigid bronchoscopy revealed a
pulsatile mass causing airway obstruction, suggestive of
SGH on the left. Treatment was initiated with propranolol
(1 mg/kg/day) and increased in a stepwise progression
to 3 mg/kg/day, which was maintained for two years.
A rigid bronchoscopy and CT scan at 1 year showed a
regression of the SGH. The patient remains on outpatient
follow-up without recurrence.

SGH is often diagnosed during the first months of
life. The three cases described presented with acute
respiratory failure, diagnosed as SGH, and had favorable
outcomes. Cases 1 and 2 required tracheostomy and
were successfully treated thereon with a T-tube and
propranolol, whereas the third was successfully treated
with propranolol alone. The patients remained on
propranolol for 2 years, monitored by a multidisciplinary
team, including a pediatric cardiologist and a thoracic
surgeon. During the regular follow-up visits, blood
glucose levels, vital signs, and cardiac function were
monitored, and the patients had no recurrence.

SGHs are usually found right below the VF, are often
unilateral, and may involve both sides. Such tumors

1. Instituto do Coracao, Hospital das Clinicas, Faculdade de Medicina, Universidade de Sao Paulo, Sao Paulo (SP), Brasil.

© 2022 Sociedade Brasileira de Pneumologia e Tisiologia

ISSN 1806-3756  1/3


https://creativecommons.org/licenses/by-nc/4.0/
https://orcid.org/0000-0002-9901-3973
https://orcid.org/0000-0003-0749-4165
https://orcid.org/0000-0003-4273-0151
https://orcid.org/0000-0001-7243-5343
https://orcid.org/0000-0003-4766-4675

% Management of infantile subglottic hemangioma with T-tube placement and propranolol

2/3

Figure 1. A. Laryngoscopic image showing right subglottic hemangioma (arrows), with airway obstruction. A (arrow):
Right vocal cord; B (arrow): Subglottic hemangioma obstructing the upper airway. B. Contrast-enhanced axial CT scan
showing obstructive subglottic hemangioma with characteristic intense immediate enhancement after IV contrast injection.
C. Sagittal CT scan showing silicone T-tube placement, with the upper end sitting above the vocal folds.

present a surface color varying from pink to blue, are
easily compressible, and project into the airway, factors
that are necessary for their diagnosis.*) Cases 1 and
2 progressed to airway obstruction, and tracheostomy
was performed before endoscopic evaluation, as
recommended.® However, a mortality rate of 40%
to 60% has been reported due to tracheostomy
complications, particularly obstruction or accidental
decannulation.® The rationale for managing these
patients is by stenting with a silicone T-tube and oral
propranolol administration.(”> The vertical branch of
the T-tube supports the tracheal lumen, while its
horizontal branch anchors the tube to the tracheostomy
stoma, preventing T-tube displacement.® The main
purpose of both the tracheostomy and the T-tube
is to maintain airway patency while awaiting the
resolution of the SGH.

In 2008, the treatment of SGH received a new medical
approach with the use of propranolol, reducing

the number of tracheostomies performed in these
patients in 2012 compared to 2003.¢ An initial dose
of 1 mg/kg/day orally is recommended and, if well
tolerated, can be increased to 2 or 3 mg/kg/day. It is
unknown how long children with SGH should remain
on propranolol, but studies suggest its maintenance
until the proliferative phase is completed.*® During
treatment with propranolol, insofar, we have not yet
observed either cardiac arrhythmias or other side
effects of the drug.

It can be concluded that obstructive SGH in children
can be managed safely and effectively by long-term
oral propranolol and airway stenting by means of
a silicone T-tube when a tracheostomy is required.
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