
to the need for reviewing the venous anastomosis for congestion due
to extrinsic compression.

Tunnelization can be easily avoided when harvesting a skin flap
through a preauricular incision extended anteriorly and inferiorly to
the submandibular region.

Finally, using the same transcutaneous access, it is possible to
harvest the costal graft, reducing the operative time. The costal graft
represents the ideal structure to reconstruct the orbital walls because,
once split, it can be easily modeled. It also quickly becomes
vascularized and does not incur reabsorption as documented in the
three-dimensional CT scan.

The final aspect to mention is that, in our first case of orbital
floor reconstruction, the authors observed long-term enophthalmos;
this was due to the undercorrected reconstruction because of the fear
of damaging the orbital contents and interfering with the extrinsic
ocular muscles.

The improvement of the technique shows, with the following
cases, how it is possible to achieve an excellent reconstruction with
a very moderate pressure on the orbit contents.

CONCLUSIONS

The complex demolitions of the skull base and orbits require recon-
struction frequently, but this reconstruction is not achievable with
local flaps. In these cases, it is necessary to use free flaps together with
other materials to allow the solid reconstruction of the orbital walls.
The microvascular latissimus dorsi free flap, along with the use of
costal grafts, allows us to achieve all desired goals, both morphologic
and functional, with very moderate morbidity of the donor sites, and
it therefore represents our preferred methods.
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Laryngeal Fibrous Hamartoma
Presenting With Airway
Obstruction at Birth

Fatih Mehmet KNzlal, MD,* Mehtap Acar, MD,Þ
Baran Acar, MD,þ Feryal Karahan, MD*

Abstract: Hamartoma is an extremely rare congenital malforma-
tion of the larynx. Hamartomas of the nasal cavity or nasopharynx
are classified as epithelial, mesenchymal, and mixed epithelial and
mesenchymal types. Presenting symptoms result from airway ob-
struction and may include slowly rising respiratory distress, stridor,
changes in voice, eating, and activity levels. We present a 1-day-old
newborn with a history of stridor and respiratory distress caused
by a polypoid mass on the anterior half of the left ventricular band.
We performed an excisional biopsy under direct laryngoscopy.
Histopathologic finding after excisional biopsy was consistent with
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hamartoma. We report and discuss the pathological features and dif-
ferential diagnosis of this rare laryngeal hamartoma. To our knowl-
edge, laryngeal hamartoma presenting with stridor has not been
described in the literature thus far.

Key Words: Hamartoma, infant, airway obstruction, larynx

Hamartoma is a developmental anomaly consisting in a focal ex-
cessive growth of indigenous mature tissue present in wrong

proportions and that does not resemble the normal arrangement tissue
architecture.1 Hamartoma may occur at any site, more frequently
involving the lungs or organs in the abdominal cavity.2 Head and neck
location is uncommon, and the larynx represents an exceedingly rare
site where hamartomas may be found, especially if we exclude cases
with scanty or inadequate histopathologic documentation.

Management consists of local mass excision with a good func-
tional result and prognosis. Recurrences are usually associated with
incomplete removal.

CLINICAL REPORT

A 2750-g male infant was born at 1 day after an uneventful preg-
nancy. The result of antenatal ultrasonography was reported to be
normal. The infant developed respiratory distress minutes after birth,
and laryngeal stridor and bouts of cyanosis were observed during
feeding. On physical examination, there was no choanal atresia, and
on cardiologic examination, a second smaller atrial septal defect was
noticed. No other systemic problems were noted. An indirect lar-
yngoscopy revealed a polypoid mass that was noted on the ante-
rior half of the left ventricular band. The polypoid lesion showed
obstruction into the glottic area (Fig. 1). Breathing was obstructed
and accompanied by in-drawing of the chest wall. The lesion was
planned to be surgically removed. In the operating room, we per-
formed an excisional biopsy under direct laryngoscopy. Bleeding
was minimal. The postoperative period was uneventful, and the in-
fant was successfully extubated after 24 hours. After extubation, the
patient’s breathing was quiet and satisfactory. He was fed unevent-
fully at the postoperative second day and discharged on the seventh
day postoperatively. Pathologic examination of the polypoid mass
showed an organoid mixture of the 3 tissue components: islands of
primitive mesenchyme in dense fibrous tissue and mature adipose
tissue (Fig. 2).

This mass was histopathologically described as fibrous hamar-
toma of infancy and is presented because of its rare appearance.

DISCUSSION

Laryngeal hamartoma is a tumor-like malformation composed of ma-
ture tissue elements normally located in the larynx, but with abnormal
proportions or arrangement.3,4 Hamartomas fall into 2 broad categories.

The more common group consists of mesenchymal hamartomas,
composed of an overgrowth of mesodermal tissuewithout any epithelial
component. The less common type consists of the epithelial or glandular
hamartomas, composed of epithelial or glandular elements mixed with
mesodermal tissue. Unlike true neoplasms, hamartomas lack the
capacity for uncontrolled progressive growth and do not give rise to
malignancies.5

In reviewing the early literature, we find a small number of case
reports of hamartomas involving the head and neck region. Hamar-
tomas of the upper airway may cause acute respiratory obstruction
immediately after birth or feeding difficulties and cyanotic attacks
over a period before they are discovered. In our present case, the
hamartoma was found to be involving the larynx, causing obstruc-
tion, and it was removed by a direct laryngoscopy approach.
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FIGURE 1. The polypoid lesion (black arrow) was localized on the left
ventricular band (white arrow).

FIGURE 2. On low-power field, polypoid tissue lining with respiratory
epithelia consists of minor salivary glands and vascular structures, and the
arrow highlights the cartilage on the central part (green arrow).
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