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Key Points 

 Ablation of the cricoarytenoid joint (CAJ) is a surgical technique used to minimize loss 
of arytenoid abduction following prosthetic laryngoplasty 

 Ablation of the CAJ can be accomplished with physical destruction of the articular 
cartilage/joint or with thermal ablation with the carbon dioxide laser (CO2) 

 CAJ ablation should be combined with prosthetic laryngoplasty in all horses with 
recurrent laryngeal neuropathy to prevent postoperative loss of abduction  

 
Prosthetic laryngoplasty is the most commonly performed surgical procedure to treat 

recurrent laryngeal neuropathy (RLN) in horses.  The most common postoperative complication 
is loss of arytenoid abduction with most horses losing abduction within 6 weeks of 
laryngoplasty.1  To minimize postoperative loss of abduction ablation of the cricoarytenoid joint 
(CAJ) has been performed with mechanical destruction2 and with the carbon dioxide (CO2) 
laser.3  The CAJ is one of two articulations of the larynx.  The CAJ has three types of motion:  
gliding, rotational, and rocking.4-6  If movement from the CAJ could be prevented postoperative 
loss of arytenoid abduction may be eliminated.  This presentation will concentrate on the 
currently available techniques for CAJ ablation in the horse. 

Anatomy and surgical techniques:  The horse is anesthetized and positioned in right lateral 
recumbency for a routine surgical approach to the larynx.  The CAJ is exposed by either incising 
the septum between the crico- and thyropharyngeus muscles or reflecting the cricopharyngeus 
muscle belly rostrally (Parente) to reveal the muscular process of the arytenoid cartilage.  The 
CAJ is located 5 mm ventral to the cricoarytenoideus dorsalis (CAD) tendon of insertion on the 
muscular process.  The CAD tendon is incised with Metzenbaum scissors.  The CAJ can be 
palpated just beneath the incised tendon and the joint is opened with Metzenbaum scissors.  
Occasionally hemorrhage is encountered but it is easily controlled with suction and/or manual 
pressure.  The joint capsule is incised as needed to expose the cricoid and arytenoid facets.  This 
is aided by placement of Senn retractors.  The “claw” end of the Senn is used to retract the 
arytenoid facet rostrally and the “hook” end of the second retractor reflects the cricopharyngeus 
muscle caudally.  Once exposed two surgical techniques for destruction of the articular surfaces 
can be used. 

Parente et al described CAJ destruction with a motorized hand piece (arthrobur).1  With this 
technique the arthrobur is used to mechanically remove the articular cartilage from the cricoid 
and arytenoid facets.  He emphasized that care should be taken to avoid the creation of a 
longitudinal groove in the arytenoid facet to minimize the risk for muscular process fracture 
following placement of prosthetic suture material.  An alternative to the arthrobur is to use a 2-0 
bone curette to remove the articular cartilage from each facet.  Following mechanical destruction 
of the joint routine prosthetic laryngoplasty is performed. 

The second surgical technique involves thermal destruction of the articular cartilage of the 
CAJ and its joint capsule via the CO2 laser.3  This technique was developed by the author and 
some advantages over mechanical destruction of the CAJ.  The CO2 laser allows for precise 
removal of the articular cartilage, destruction of the joint capsule, and minimizes hemorrhage.  
The author prefers to use a laser scan head (Swiftlase head).  The laser is set to 15 watts, 
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continuous wave, 3 mm spot size.  All visible articular cartilage is removed from each facet.  It is 
much easier to ablate the cricoid facet because it is oriented vertically in the surgical field.  It is 
approached by reflecting the arytenoid rostrally.  Suction is used to remove smoke and 
hemorrhage during the procedure.  Following cricoid cartilage ablation the arytenoid facet is 
ablated.  Only the lateral aspect of the arytenoid facet is available for laser ablation.  The medial 
aspect of the arytenoid facet is removed with a 2-0 bone curette.  Following ablation of the 
articular cartilage the CAJ joint capsule is ablated from dorsal to ventral.  This is the final step of 
the laser procedure.  Laryngoplasty is then performed in a routine fashion.   

Complications associated with the described techniques have not been reported.  CAJ 
ablation/destruction does not interfere with laryngoplasty suture placement.  CAJ destruction as 
described (mechanical and laser) has minimized or eliminated postoperative loss of arytenoid 
abduction following laryngoplasty.  This has held true for the research and clinical settings.  
Aceto and Parente have reported that racehorses with RLN treated with CAJ destruction in 
combination with prosthetic laryngoplasty returned to a similar level of performance as their 
untreated cohorts.7  CO2 laser ablation of the CAJ in a research project performed by the author 
concluded that laser treated horses did not develop endoscopic or postmortem biomechanical 
evidence of arytenoid relaxation following surgery. 

Based on the results of Parente’s work and my clinical experiences I recommend that CAJ 
ablation be performed in all horses treated for RLN with prosthetic laryngoplasty.  In my 
experience CAJ ablation prevents postoperative loss of abduction following laryngoplasty.   
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