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Key Points 
 Draft horses with laryngeal hemiplegia present for inspiratory noise and exercise 

intolerance 
 Skilled anesthesia personnel and minimizing anesthetic duration will help minimize 

anesthetic associated complications 
 The prosthetic laryngoplasty procedure is more difficult in draft horses 

Laryngeal hemiplegia (LH) in draft horses shares many of the characteristics of the 
condition seen in other breeds. It is an idiopathic, principally left sided condition resulting in   
exercise intolerance, and respiratory noise. Due to their increased size and intended uses, there 
are differences that the practitioner needs to be aware of when working on draft horses.  

The size of the horse has long been recognized as a risk factor for LH with larger breeds 
more at risk. One survey found the prevalence of LH to be 35% in Michigan show horses  
Similarly, it has been shown that the prevalence of LH is higher for larger animals within the 
same breed, with increasing height recognized as a risk factor in Belgian and Percheron horses. 
This would explain the observation that LH appears to be more common in show horses used in 
hitch competitions than in the smaller sized work horses. Anecdotally, it seems that the wheel 
team horses, the largest pair in a hitch, are more commonly affected. Draft horses tend to 
develop LH at an older age than other horses with a peak age of diagnosis of 7-9 years compared 
to 2-3 years for Thoroughbreds and 4-6 years for Standardbreds. 
  Given the high incidence of LH in draft breeds it is common for owners to have had a 
horse with LH in the past. Consequently, most owners are able to make a tentative diagnosis 
based on clinical signs. The primary complaint is usually the respiratory noise which is 
exacerbated by the upright head carriage desired in show horses. The owners rightly or wrongly 
feel that competition judges discriminate against horses making respiratory noise. Owners place 
a lesser emphasis on exercise intolerance, likely because the respiratory impairment does not 
lead to an inability to perform.   Endoscopic examination of the upper airway will confirm the 
diagnosis of LH as well as the presence or absence of other upper airway abnormalities. Grading 
of laryngeal function in draft breeds is no different from light breeds of horses regardless of the 
grading scale chosen. The overwhelming majority of draft horses present with grade IV/IV 
laryngeal function.   There appears to be a higher incidence of prior surgical procedures in draft 
breeds presenting for LH. Particular attention should be paid to evidence of prior surgery such as 
scarring of the ventricles or vocal cords, or an arytenoid cartilage that is not moving but also not 
hanging vertically in the position typical of grade IV paralysis. These findings would indicate 
that the horse may have undergone prior surgery. If there is reason to suspect prior surgery it is 
indicated to clip the hair from the laryngoplasty and laryngotomy sites to examine for telltale 
scars. Prior attempts at surgery should be noted and factored into decision making process for 
surgical procedure and prognosis. A repeat prosthetic laryngoplasty is more difficult because of 
scar tissue from the previous surgical approach. The prognosis for a successful outcome is 
somewhat dependant on why the first procedure failed; such as splitting of the muscular process 
as opposed to suture loosening, and this cannot be determined until the time of surgery. A 
cordectomy may be performed if a ventriculectomy alone was performed at the first procedure. 
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Anesthesia  
 There is abundant anecdotal evidence that draft horses have more intraoperative and 
postoperative anesthetic complications than light breed horses. Many believe that general 
anesthesia in draft horses in an ill advised undertaking. Recent retrospective studies in draft 
breeds undergoing colic surgery and laryngoplasty  highlight the fact that anesthetic 
complications are more frequent in draft horses and the complication rate increases with 
increasing size of the horse. The most common intraoperative complications are hypotension and 
hypoxemia which are predisposing causes to the principal postoperative complications of 
myopathy and neuropathy. General anesthesia can be safely performed in draft horses; however, 
to ignore the hard learned lessons of the past is an invitation to disaster. 
 Following are some suggestions to facilitate general anesthesia in draft breeds. Anesthetic 
complications increase with increasing length of the anesthetic procedure so it follows that 
anything that may be done to expedite the procedure will pay benefits in decreasing perioperative 
complications. Speed does not result from hurrying; rather it comes from efficiency borne of 
forethought and clear purpose. Have adequate help available and make sure everyone knows 
their job. Clip the surgical site prior to induction. Have the surgical table, gowns, gloves and 
equipment laid out prior to induction. The anesthetic management should be entrusted to skilled 
personnel that have at their disposal anesthetic monitoring equipment that allows them to 
measure arterial blood gases and arterial pressures. Use adequate padding and be especially 
attentive to positioning. Be aware that many horses are too large for some surgery tables and 
many times the hoists may not be rated for the weights of the largest horses.   
 There are two components to successful treatment of LH; normalization of upper airway 
mechanics, and elimination of the respiratory noise. A careful history is required to determine if 
the horse is exercise intolerant, makes an objectionable noise, or both. The owners always notice 
the respiratory noise but are sometimes hesitant to decide that performance is impaired. An 
owner may believe that there is no performance limitation because the horse is able to complete 
the desired activity yet still complain about increased respiratory effort and increased recovery 
time following exercise. The aforementioned signs are evidence of exercise impairment and 
suggest that the horse would benefit from a prosthetic laryngoplasty as well as a procedure to 
decrease noise.   

Treadmill studies have convincingly demonstrated that a prosthetic larngoplasty (PL) is 
effective at restoring airway mechanics to normal or approaching normal values.  A PL will 
reduce respiratory noise but will not eliminate it altogether. Further reductions in noise beyond 
that provided by a PL require either a ventriculectomy or ventriculocordectomy; however 
addition of these procedures results in no measurable improvement in airway mechanics 
compared to the PL alone.  

The PL procedure is essentially unchanged since the original description and is 
performed the same in draft horses as in other breeds. One would think that their larger size 
would provide more working space and allow better visualization of the surgical procedure. 
Unfortunately, the reverse is true as the tissues are less pliable and the large mandible makes for 
less exposure than in a Thoroughbred half the size. Surgeons with small hands may have 
difficulty reaching the muscular process for suture placement. The larynx can be rotated 
ventrally toward the surgeon to facilitate suture placement in the muscular process by placing a 
Senn or similar retractor on the dorsal border of the thyroid cartilage.  Placement the endoscope 
in the nasopharynx intraoperatively can provide visual confirmation that the arytenoid is being 
abducted during suture tightening. The endoscope is positioned such that the surgeon can look 
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along the left side of the endotracheal tube to confirm that the arytenoid cartilage is being 
abducted off of the tube. To this end, it is helpful to use an endotracheal tube at least one size 
smaller than typical for the size of horse being operated because if the endotracheal tube is 
forcing the arytenoid into an abducted position it can be difficult to tell if suture tightening is 
moving the arytenoid. For most large draft horses a 26 mm I.D. endotracheal tube is usually 
appropriate.  

Draft breeds subjectively appear to be narrower in their nasopharynx than the typical 
Thoroughbred. Consequently, there is usually not enough space to achieve the maximal 
abduction of the arytenoid that the surgeon usually strives for in racing breeds. Although the 
surgeon usually aims for greater abduction, a successful outcome can result if the arytenoid is 
abducted away from midline and fixed such that it cannot collapse during inspiration as long as 
the laryngoplasty is coupled with one of the ventriculectomy procedures discussed later. In the 
author’s hands it is uncommon to be able to over abduct an arytenoid cartilage in a draft horse. 
Ventriculectomy and ventriculocordectomy 

Respiratory noise associated with LH is best eliminated with either a 
ventriculocordectomy (VCE) or ventriculectomy (VE).  Research studies using sound intensity 
as the objective outcome variable concluded that a VCE is superior to a VE when the procedures 
are performed without a PL. It is not known if this superiority persists when these procedures are 
combined with a PL. There is no evidence to suggest whether there is an advantage to 
performing the procedure transendocopically or via a laryngotomy. A unilateral cordectomy 
alone is not efficacious in eliminating respiratory noise.  

Both bilateral VE and bilateral VCE result in a small improvement in airway mechanics 
when performed alone. A prosthetic laryngoplasty will optimize the chances for normalizing 
airway mechanics. However, performing the ventriculocordectomy alone would be appropriate 
for a horse in which the only complaint is respiratory noise. Currently the author’s treatment of 
choice is a PL combined with a bilateral VE, based principally on years of favorable experience 
with this combination. The most recent estimates of prognosis for a return to athletic activity 
following a combined PL and VCE or VE is approximately 90%.    
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