
 
IX./1.: Non tumour lesions of the larynx

IX./1.1.: Developmental anomalies
Symptoms: breathing problems, distorted sound of crying,
swallowing problems

Diagnosis: direct laryngoscopy, bronchoscopy, oesophagoscopy, imaging
tests (CT, MR). The cooperation of otorhinolaryngologists, pediatricians,
surgeons, anesthesiologists is needed. The diagnosis is not easy; the
result is not always satisfactory. Forcing diagnosis or treatment may lead
to the worsening of the patient’s condition.

Congenital anomalies of the larynx:

Cartilage anomalies:

laryngomalacia (congenital stridor);

epiglottis anomalies (missing epiglottis, epiglottis bifida);

thyroid cartilage anomalies (the wings do not grow together
at the middle line, horns are missing );

arytenoid-cartilage anomalies;

cricoid-cartilage anomalies (subglottic stenosis, the
posterior lamella remains open);

soft tissue anomalies:

sulcus glottidis, sulcus chordae vocalis;

cysts and laryngoceles (internal, external, and combined
laryngocele);

scars, stenoses, and atresies;

cry du chat (cat cry) syndrome;

nerve lesions (unilateral or bilateral nerve paralysis ;

vascular anomalies: hemangiomas, lymphangiomas.

Laryngomalacia

It is the most frequent congenital anomaly. In fact it is not the ’malacia’
of the laryngeal cartilages, but due to the softness of the immature
laryngeal cartilages the negative pressure of inhaling pulls the epiglottis,
the aryepiglottic folds and the ary regions over the lumen of the larynx
causing respiratory stridor. This is definitely inspiratory stridor, which
can be constant or changing depending on the position of the neonate, but
the crying sound remains normal.

As the neonate is maturing the stridor will gradually abate and finally
stop and so treatment is not necessary.

Laryngeal diaphragm



What can we see in the
picture?

Diaphragm is generally the longer or shorter scarred coalescence of the
frontal part of the vocal folds. Its most frequent occurrence is the glottic
diaphragm, very rarely it may be supraglottic, or a little more frequently
subglottic.
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In case of large scale narrowing of the respiratory tract inspiratory
dispnea will immediately appear; the dispnea can be so severe that it
requires surgical intervention already in infancy. During growth the
lumen of the larynx keeps gradually widening so the diaphragmal
stricture compared to the lumen will become relatively smaller that is
why lanrygeal diaphragm is often only diagnosed in the adult, most
frequently as a side-finding.

Surgical solution: endolaryngeal microsurgery (laser or traditional
laryngo-microchirurgical excision). Seldom tracheotomy is required, by
opening the laryngeal lumen and doing a scar-excision, and to prevent
new cicatriation an interprositum must be implanted.

Congenital subglottic stenosis

Subglottic stenosis is a circular or unilateral lumen narrowing caused by
the cricoid cartilage or subglottic soft tissue. In infancy grave suffocating
stenosis may necessitate tracheotomy (which, as the larynx is growing
and its lumen widens can be eliminated around age three). If the stricture
remains it may necessitate a series of special surgical widening
procedures.

Cri du chat or cat cry syndrome

Soft and elongated epiglottis, which falls on the laryngeal lumen mostly
when inhaling during crying, causes inhaling difficulties. The
pathography generally goes with the paralysis of the interarytenoid
muscles, which results in the inadequately closing glottis cartilaginea.
The above all together cause the characteristic weak crying voice of the
neonate that resembles the meowing of a cat. These conditions generally
go with other anomalies, such as hypertelorism, microcephalia, mental
retardation and ear development anomalies. Airway narrowing is
generally not too strong and does not require treatment.

Diagnosis, crying voice and direct laryngoscopy, and confirmed by a
chromosome test. The parents need to be informed and the neonate must
be taken in care.

Subglottic haemangioma

Often occurs together with other congenital haemangiomas, mainly skin
haemangiomas. It is more frequent with girls. Generally it keeps growing
until age 1-1,5, accordingly the symptoms appear and keep growing



gradually from the first and the second month, and from 1,5 years of age
on they spontaneously regress.

When the subglottic haemangioma is large it causes symptoms of
subglottic airway narrowing. In this case the dyspnae and stridor increase
during crying. If the symptoms are very grave tracheotomy must be done,
most often with laser-therapy or cryo-surgical endolaryngeal intervention
the subglottic haemangioma is reduced.

Laryngocele

Characteristic pharyngeal anomaly, caused by mono- or bilateral bulging
of Morgagni’s pouches. Even in its congenital form probably the mouth
of the ventriculus laryngis narrowed down and the sacculus behind is
gradually expanding, forming a ’pharyngeal air-hernia’. Until the
laryngocele lifts only the false vocal fold and remains within the
pharynx, it is called internal laryngocele. As it keeps growing upward
above the thyroid cartilage bulging on the hyothyreoid membrane
external, or in the case of both appearing, combined laryngocele will
appear.
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Laryngocele may be acquired or become manifest later in life, often due
to increased pressure (wind instrumentalists, glassblowers, etc.). It may
imitate a tumour as it narrows the lumen of the larynx, bulges the false
vocal fold, the aryepiglottic fold and the pharyngoepiglottic fold inward.
The swelling on the neck flexes under increased straining or during
Valsalva-tests, which we can sense if we place a finger on it. The
diagnosis of the lesion can be confirmed by laryngomicroscopic or
imaging examinations. Smaller cysts can be removed by endolaryngeal
interventions, but the external or combined laryngocele can only be
removed by neck operation.

IX./1.2.: Sensing disorders of the larynx
Mono-or bilateral larynx-hypaesthesia, or larynx anaesthesia can develop
due to reduced or discontinued coughing and regurgitation reflex, due to
lesions in the course of the vagus nerve, laryngeus superior nerve,
(injury, tumour), or diseases related to the region of the vagus nerve
nuclei (bulbar paralysis, bleeding, disturbed blood circulation, sclerosis
multiplex, tumour etc.).

Problems in the central nervous system (bleeding, vein spasm, etc.) may
be in the background of sensing paralysis that can lead to
mis-swallowing and in consequence aspirational pneumonia.

Sensing disorders generally go with motion disorders. Especially with



bilateral nervus laryngeus superior paralysis is mis-swallowing
characteristic, together with a weakening of the voice and difficulties in
forming high pitch sounds. At the same time there is no breathing
disorder. Isolated paralysis of the nervus laryngeus superior is rare, it
rather appears as part of vagus paralysis.

The disorder of vocal fold tensing and the relative shortening of the vocal
folds are diagnostic signs of the functioning failure of the

cricothyreoid muscle.

IX./1.3.: Motion disorders of the larynx (hypokinesis,
paresis, paralysis)
In this chapter we deal with such motion disorders of the larynx which
concerning their origin can be neural, myogenic, articulatory or
functional.

In order to understand motion disorders we need to learn about the
normal and pathological configurations of the vocal folds.

Normal configurations of the vocal folds.
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median- or phonational position,

paramedian position,

intermedier position,

lateral or inhaling position.

Pathological positions with relatively frequent paralyses:

paramedian position in typical recurrent paralysis

intermedier position for complete nervus vagus paralysis ( n.
laryngeus superior and inferior both together are paralysed)

cadaver position (somewhat more lateral vocal fold position than
the intermedier position) appears as the end state of nervus vagus
paralysis, with the so called concave vocal folds, which is due to
the inactivational atrophy of the vocal muscle and which is
supplemented by the lumen-wise falling of the ary-tenoid
cartilage.

IX./1.3.1.: Muscle associated (myopathic) motion



disorders of the larynx

In most cases they are related to the laryngeal mucous membrane
inflammation diseases. The function disorders of those laryngeal muscles
belong here which lie immediately under the mucous membrane.

Internus – transversus paralysis

Internus paralysis: due to the damage to the vocal muscle (thyreo-
arytenoideus internus) the free edge of the vocal folds does not tense
during phonation and so the linear glottal aperture closing, necessary for
pure phonation, does not come about. Instead at phonation there remains
a narrow fusiform gap.

Transversus paralysis: due to the functional disorder of the equally
sub-mucous positioned musculus interarytenoideus (transversus) the
closing of the arytenoid cartilages cannot work properly during
phonation.

When examining the larynx with a mirror, (laryngoscopy) according to
the glottis cartilaginea the posterior third of the glottal aperture remains
more or less open in the form of a triangular hiatus. The voice is in both
cases hoarse, especially if the paresis of both muscles occurs at the same
time.

Curing these simple motion disorders matches the procedures applied in
acute laryngeal inflammations. The tranquillity of the larynx is of prime
importance, demanding complete voice rest. In case of inflammation
induced myositis and swelling forced speech, singing, but especially loud
speech can badly damages these surface-lying muscles, whose
pathological fatigability (phonasthenia) may remain.

Hyperkinesis

Laryngospasmus (laryngitis spastica). It is also called childhood glottal
aperture spasm because it mostly occurs then, as a component part of
general convulsibility (spasmophilia). Laryngospasmus is generally
triggered by excitement, fright, night awakening, crying. Naturally
aspiration can also trigger laryngospasm. This is a condition adults can
suffer from too, also called glottal spasm. (glottisspasmus).

During glottal aperture spasm the child stops breathing and will force
inhalation through the spastically constricted glottal aperture producing a
whistling sound. First paleness then cyanosis may appear. The spasm
will, however, disappear soon with crying and essentially does not
require anything to be done. The symptom of adults’ laryngospasm is
loud, prolonged forced inhaling which keeps changing during the spastic
fit. Meanwhile the patients fear that they would die (necrophobia) they
sweat and in the case of extended spasm they become cyanotic. The fit
rarely leads to fainting but with unconsciousness the spasm is released,
the fit is over. Hysterical glottis spasm in severe cases may be
accompanied by other spasms too. In every case first of all the patient
needs to be calmed down. Exceptionally analgesics may need to be used,
and preventively sedatives.

IX./1.3.2.: Nerve associated motion disorders of the
larynx

Vocal folds paralyses

The majority of the motion disorders of the larynx have neurological



causes. (neuropathy) It is, however, not rare that the cause of the
paralysis is not known.

One group of laryngeal paralysis of neural origin comes from
intracranial lesions, the majority of which come from the morbidity of
the nuclei of the oblongata medulla (nuclear lesions), but there are cases
of supranuclear lesions too, (e.g. the extended injury of the cerebral
cortex causes bilateral spastic larynx paralysis). From magi lesions the
ones around the nucleus ambigus will cause the paralysis of both nervus
laryngeus superior and recurrent. Magi lesion often occurs together with
other magi lesions of the medulla oblongata, as a result of which certain
clusters of symptoms, so called associated laryngeal paralyses occur (n.
IX.-X.-XI, n. IX-X.-XI.-XII. etc.).

The extracranial cause of vocal fold paralysis is the lesion of the nervus
vagus and recurrens, which can come from trauma, or chronic neuritis of
the nerve, or its virus infection, or tumorous infiltration, etc. The n. vagus
and recurrens follow a very long course on the neck and in the chest, the
latter especially on the left side. The left n. recurrens can be damaged
during its long journey that is why we can more often see left-side
recurrent paralysis. This also refers even to toxic peripherial neuritis. The
paralysis of the n. vagus shows the symptoms of the n. laryngeus superior
too. Extracranial lesions appear relatively frequently around the foramen
jugulare. The vagus in these cases paralyses together with the IX. and XI.
cranial nerves (foramen jugulare symptom ). Most often it is caused by
extracranial cranial tumorous processes, but virus-caused herpetiform
lesions may also occur. Paralyses of those causes are almost always
unilateral.

Lesions of the neck part of the vagus are rare. The cause of the unilateral
isolated vocal folds paralyses is the lesion of the n. recurrens. Beside the
paralyses caused by toxins or viruses we must think of primary or
metastatic malignant diseases of the lymph nodes N recurrens paralysis is
frequent with the upper stretches of the esophagus, and more rarely it is
caused by similar diseases of the trachea. The lesion of the rising neck
stretch of the n. recurrens is most frequent with certain diseases of the
thyroid gland and after their operations. Paralyses after strumectomies
are not always caused directly by the injury of the nerve. They may come
from internal hemorrhage, damaging, scarring too.

On the whole, including recurrens paralysis after strumectomies trauma
causes the largest percentage of paralyses of peripheric neural origin.

Symptoms

Unilateral vocal fold paralysis by itself causes the changing of the voice,
with mild hoarseness, voice weakness, fatigability. At the beginning of
the paralysis due to the already mentioned adductor dominance the vocal
folds are in median or paramedian position. Later, due to muscle
contractions it takes up a more lateral position, the so called intermedier
position.

Unilateral vocal fold paralysis only rarely causes respiratory difficulties,
but with corpulent women patients who have relatively short vocal cords
definitely hard breathing, work-dyspnae can occur. Unilateral vocal fold
paralysis means a problem mostly in phonation for the patient.

The symptoms of bilateral vocal fold paralysis are graver. Especially the
sudden onset of bilateral recurrens paralysis or vocal fold paralysis can
cause hard breathing and dyspnoea. This can increase when working or
moving. It can intensify until cyanosis appears, until typical



inspiratoricus stridorosus can be seen. The symptoms of slowly
developing or long time existing bilateral vocal fold paralysis are not so
dramatic because the vocal folds approach the intermediate position.
Breathing is difficult, especially when moving, or working, and during
sleeping regular inspiratoricus stridorosus sound can be heard.
Hoarseness or phonation problems are not too pronounced as the vocal
folds are close to the middle line. This complaint of the patient is less
prominent than the complaint of choking.

Diagnosis

It is not difficult to diagnose vocal fold paralysis by laryngoscopy. We
can see one of the described pictures of vocal fold positions in the case of
unilateral paralyses and their symmetrical form in bilateral paralysis.

Therapy

With every form of vocal fold paralysis we medicate with types of
vitamin B and to keep laryngeal muscles awake we apply electric
stimulation on the neck. With unilateral vocal fold paralysis which in
most cases causes only phonation problems we start phoniatric treatment
early. As the treatment of inveterate unilateral vocal fold paralysis
phonochirurgical interventions can be used. This can be intrachordalis
depot (teflon) injection given into the side of the vocal folds and
sometimes it can be the surgical medialisation of the vocal folds.

There have been several reinnervation attempts with nerve suture. These
have remained mostly unsuccessful because the fibres of the thin n.
recurrens equally contain adductor, abductor and tensor fibres and if after
the suture of the nerve re-innervation has been done every single muscle
receives mixed impulses, which is not suitable for the well organised
working of the laryngeal muscles.

In case of bilateral vocal fold paralysis the general procedure is similar
but in case of sudden choking frequently tracheotomy may become
necessary. While with unilateral vocal fold paralysis frequently the aim is
to narrow the glottal aperture, with unilateral vocal fold paralysis the
emphasis is on widening the glottal aperture. We cannot expect much
success from surgical re-innervation interventions here either, the
solution comes from the so called glottal aperture widening operations.
Several glottal aperture widening operations are known because every
single solution requires some compromise. If the patient’s voice is good
then he is choking, and the better breathing we ensure for the patient with
surgical laterofixation the worse his voice is going to become. Obviously
patients want to get rid of the tracheotomic cannula and so they rather
give up good phonation and sometimes even repeatedly

choose the glottal aperture widening operation.

Glottal aperture widening operation

Glottal aperture widening operations can be divided into three large
groups

The first group achieves the lateralisation of the vocal folds by sutures
put in place either endolaryngeally or from the outside. Generally two
sutures are enough. We stitch across in front of the arytenoid cartilage
and about the middle part of the vocal folds (rarely, and naturally only
temporarily, above the skin) and fix it above the lamella of the same side
thyroid cartilage with a knotted suture.

The second group achieves the laterofixation of the back end of the
vocal folds with a suture, while exarticulating, at times removing, the



arytenoid cartilage on one side. This can happen in the form of
endolaryngeal arytenoidectomy using laryngo-microchirurgy, and can
happen with an external operation through a window made on the thyroid
cartilage. In rare cases laser can also be used to vaporise the arytenoid
cartilage endolaryngeally.

The third group achieves holding apart the two vocal folds by cutting
through the lamella of the cricoid cartilage (laminotomia s. Réthi) and
fixes them in this position by putting in between a bone or cartilage
interpositum, or placing a permanent widening prosthesis in the laryngeal
space. The operation can be done by performing thyreotomy, by opening
the frontal middle line of the larynx. Reducing the muscle mass of the
vocal folds by chordectomy can also be considered as surgical glottal
aperture widening, but this in itself is rarely successful, so it is rather
used as part of some other glottal aperture widening operation.

Glottal aperture widening operations are fairly frequently parts of
combined so called laryngotracheal narrowing operations of the upper
airways. These operations often require the use of long term widening
and lumen holding prostheses and make repeated interventions necessary.

Rarely, in the case of short, delineated stenosis of the neck-stretch of the
trachea, transversal resection and ‘end to end’ reconstruction of the
trachea is done, which among the operations of narrowing in the upper
airways is the best solution, provided it is successful.

IX./1.4.: Injuries of the larynx
The injuries of the larynx can be grouped as follows:

intubation injuries,

external traumas,

chemical noxas,

s phonation difficulties, breathing difficulties, coughing, pain,
swallowing trouble, subcutaneous emphysema.

Diagnosis is based on anamnesis, indirect, mirror aided laryngoscopy
(sometimes direct laryngoscopy), and radiological examination.

Voice abuse

Voice abuse (straining the voice)can be acute and chronic.

In acute cases the vocal folds are hyperaemic, or swollen, subcutaneous
suffusion can also occur. Generally hoarseness and the sensation of pain
around the laryngeal region is proportional to the size of the disorder.

To do: complete voice rest

In chronic cases on the one hand there appears a paresis of the muscles
already mentioned, on the other had there begins to develop on the
border between the frontal and middle third of the vocal folds, often in a
symmetrical position, a so called ‘singing knot’. This makes phonation,
especially singing quite difficult. Using the voice can only be done by
straining (abusing) the larynx and so the voice becomes more and more
fatigable during the day. By evening a sensation of mild pain will appear
around the laryngeal region.

Therapy: laryngeal diet, voice saving, phoniatric treatment of speaking



technique, and the laryngo-microchirurgical removal of the already
formed and hardened singing knots.

Contact ulcus

According to the processus vocalis of the vocal folds hornifying surfaced
mucous membrane ulcers develop. Generally on both sides. The cause is
not exactly known. It occurs in people who talk loud and a lot, and also
in smokers.

Symptoms are mild hoarseness and slight pain in the laryngeal region
when speaking.

Diagnosis is generally not difficult in the laryngoscopic picture as it has a
typical symmetrical position. It must be differentiated from similar
lesions of postintubational local lesions, from incipient vocal fold
tumours (although the lesion itself does not turn malignant) and
tuberculosis.

Therapy is not easy. Forbidding smoking, phoniatric correction of bad
speaking technique, in cases of more pronounced crusting laryngo-
microchirurgic intervention are considered. Susceptibility to recidivism,
however, is frequent.

Intubational larynx injuries

Acute dysphonic after aesthesis, hoarseness, perhaps bleeding can call
attention to laryngeal injury, which is accompanied by pain in the larynx
of in the middle part of the neck. Smaller mucous membrane injuries
may occur (which are not serious) when forcibly introducing the
intubations tubes. Graver injury can be caused when the guiding wire (
the so-called leading spear) protrudes from the tube and perhaps gets
stuck in the upper surface of the vocal folds. The tearing off of the vocal
folds or the lunation of the arytenoid cartilage is a very infrequent injury.

Therapy: small injuries, haematomas heal spontaneously in a few days.
Here only voice rest is needed. In case of rare and rough injuries surgical
correction might be needed.

Post-intubation lesions represent the more frequent and greater worry in
this group of injuries. We must pay attention to the following possible
causing factors: too large or too hard tube, long narcosis, and especially
the consequences of decubitus caused by the tubes used in states of
permanent artificial respiration.

Post-intubation larynxgranuloma counts as a not rare and relatively
mild post-intubation complication. Its typical site is the glottis
cartilaginea, i.e. where the cartilage lies closest under the mucous
membrane and the tube-caused decubitus develops the easiest. It can be
uni-or bilateral. Hyperaemic, roundish granulomas of various sizes
appear. The voice keeps deteriorating gradually, generally weeks after the
intubation.

Large size granulomas cause breathing difficulties.

Therapy requires the surgical removal of the granuloma. Susceptivity to
recidivism is relatively great, which necessitates further surgical
removals.

Post-intubation laryngeal stenoses are a grave group of intubation
injuries.



Beside the circumstance mentioned above, especially after the extubation
of gravely injured patients who need permanent mechanical artificial
respiration and poisoned patients, the narrowing will appear a few weeks
later. Its typical site is the inner surface of the space between the
arytenoid cartilages, the subglottic region and the upper part of the
trachea, that is the place where the tube causes decubitus, or where the
inflated cuff subglottically and in the trachea causes decubitus. The
pressure of the tube or the strongly inflated cuffs compress the blood
circulation of the mucous membrane which leads to the ulceration of the
mucous membrane and then the ulcer is going to deepen and with
obvious superinfection will lead to the later developing clinical picture.

Hoarseness, small degree of dysphonia may occur, but the main
complaint is increasingly heavier breathing, stridor, and suffocation.

Diagnosis: generally not obvious.

Laryngoscopy practically does not show the scarred narrowing in the
interary space. The vocal folds are fixed in the middle line, which would
characterise bilateral n. recurrent paralysis. They are incapable of
abduction. Nor do other examinations show interpretable lesions,
therefore the diagnosis can only be reached after careful deliberation.

Diagnosing subglottic and tracheal narrowing by direct laryngoscopy,
fiberoscopy, radiological examinations is easier.

Therapy: prevention would be the most important; choosing the
appropriate tube, flatten the inflatable cuffs, and blowing them up again,
changing their place and using self inflating cuffs. etc.

Changing orotracheal intubation after 72 for tracheotomyis is definitely
to be considered in the above mentioned grave cases.

Surgical treatment of the developed narrowing can be performed in the
ways described under bilateral vocal fold paralysis.

External traumas

Blunt traumas affecting the laryngeal region (blows, car accidents) cause
contusio laryngist. Serious trauma can also break the cartilaginous frame
of the larynx.

Heavy breathing, which depends on the degree of pain, hoarseness,
swelling, and sub-mucous membrane bleeding causes complaints. In case
of laryngeal cartilage luxation or fracture the pains are more pronounced
and painful swallowing also appears. If the injury involves tearing the
mucous membrane blood spitting and subcutaneous emphysema can also
appear due to associated coughing.

Direct injuries of the larynx can be expected examining the situation of
the neck injury, the stab and cut positions. Other symptoms are similar to
blunt laryngeal injuries.

Diagnosis can be based on external view, careful palpation, laryngoscopy
and radiological examination.

Therapy: preservation of the airway is the most important measure, if
necessary using emergency bronchoscopy, laryngobronchoscopy,
intubation or tracheotomy.

Even in less serious cases the patient needs to be hospitalised because
bleeding and swelling may increase. In milder cases cooling the
laryngeal region, depending on the nature of the injury providing the



patient with antibiotics are expected and in every case distressing
coughing must be suppressed by antitussive medication.

Inhalational laryngeal traumas

Various gases and vapours due to their composition and temperature can
cause laryngeal mucous membrane lesions. Hyperaemy, mucous
membrane maceration and oedema may occur. When the inhalation
trauma is acute distressing coughing and sense of suffocation, with
lachrimation are the causes of complaints. In chronic conditions dryness
in the mouth and hoarseness are in the foreground.

Therapy: saving the voice, no smoking, humidification, oedema easing
drugs.

Foreign bodies in the larynx

Especially in childhood various foreign bodies held in the mouth (candy)
can be aspirated into the larynx by a sudden deep breath, or sometimes
they enter the larynx through mis-swallowing.

Partly due to the size of the foreign body, partly because of the laryngeal
reflex, the foreign body can get stuck in the laryngeal tract. Grave
suffocation symptoms, cyanosis signal that a foreign body is stuck in the
larynx.

In lucky cases the child will cough up the foreign body but reflexively
sudden death can also occur.

To do: after quickly sizing up the situation first aid must be provided.
Lifting up the little child by the legs and with a quick pull we want to
make the foreign body jump out of the laryngeal entrance. Otherwise
with an instrument or with our finger, having suitably stretched open the
mouth, we reach into the child’s throat and try to pull out the foreign
body from the larynx. If there is time and instrument we may perform a
laryngoscopic instrumental intervention. Some smaller prickly foreign
bodies may exceptionally get stuck in the larynx, but the majority of
foreign bodies that have entered generally go past the vocal folds and
becomes lower airway foreign body. The foreign body pricking the
larynx causes stabbing pain, swallowing pain, and depending on its
location may cause breathing or phonation problems. If a foreign body
stays in there for a long time it may cause larygeal oedema.

Therapy: endoscopic removal of the foreign body, oedema reducers,
tracheotomy, if suffocation cannot be overcome otherwise and most
frequently before removing the foreign body.

IX./1.5.: Inflammatory diseases of the larynx.

IX./1.5.1.: Acute inflammatory diseases of the larynx

Acute laryngitis

Hoarseness and an urge to cough signal the beginning of the disease,
coupled with pain around the laryngeal region. Hoarseness can be of
various degrees, even reaching aphonia. Laryngitis rarely comes by itself,
generally the upper airways and the whole respiratory system gets
inflamed at the same time. It can be caused by viral and bacterial
infections, sometimes by allergic or inhalatory problems.

In the laryngoscopic picture the laryngeal mucous membrane is diffusely



bright red and swollen. The movement of the larynx is not impaired.
Beside the laryngeal mucous membrane often the mucous membrane of
the pharynx and the trachea are also hyperanemic. With severe
inflammation circular fibrine-scabbed crust forms as well.

Therapy: inflammation and oedema reduction, in case of bacterial
infection antibiotics, compress for the neck, and antitussives, and perhaps
non-oily steam inhalation.

Croup syndromes

Real, diphteritic croup hardly ever occurs in such countries where there is
organised immunisation. Diphtheria is a grave inflammation of the
laryngeal mucous membrane which, due to its thick fibrine-rich fur leads
fairly quickly to completely obstructing little children’s narrow throat
and causes dyspnoea. („torokgyík”). Tracheotomy or intubation may
mean quick life saving. In certain cases this may still happen, and we
must supplement it with administering anti-diphtheria serum and massive
dose antibiotics.

Subglottic Laryngitis

The following banal laryngitis-form resembles the grave inspiratic stridor
and suffocating cough of diphteritic croup and that is why it is called
pseudocroup. It occurs in early childhood, most often between the ages
of 1-5. Following or accompanying simple colds it starts with a dry,
barking cough. The inflammation targets the loose mucous membrane of
the subglottic region, which will react rather suddenly with inflammatory
oedema, which will spread to the lower surface of the vocal folds. When
coughing and phonation the swollen lower half of the vocal folds will
meet earlier than its free edges, this is what results in the hoarse barking
cough. Inspiratory stridor, expiratory loudness goes with this condition.
When inhaling there is a pulling in in the jugulum, intercostally and
substernally. The child is afraid of choking, becomes cyanotic, becomes
perorally pale. Generally the diagnosis can be made without
laryngoscopy, based on the characteristic complaints.

Therapy: The child must be hospitalised. Oxygen inhalation,
humidification of the air, inflammation and oedema reducers, steroid-
derivatives work very well in these cases. Sometimes intubation is
needed, but because of the earlier not rare pseudocroup tracheotomia,
nowadays it is hardly ever done. Hospital treatment involves strong
antitussive procedures, sedating the child, inhalation and if needed liquid
supplementing.

With these children prevention is important, which can be done by
avoiding the recurrence of upper airway infections and using medication
to prevent such colds to get severe, and keeping the child far form
environmental harm.

Acute epiglottitis – phlegmonose epiglottitis

Acute clinical picture that appears with sudden strong swallowing pain,
high fever, voice as if the patient had a lump in his throat, sometimes
difficulty with inhaling. Due to the fulgurant symptoms it is also called
epiglottitis acutissima. Children under 10 suffer more often from it than
adults, but it occurs at every age, especially with people who have had
tonsillectomy. It occurs with banal infections, perhaps after injuries or
accompanied by tongue root inflammation.

Diagnosis is evident when in the laryngoscopic picture or just by the well
pressed lingual spatula we can see the angry red swollen sausage- like



epiglottis. Sometimes even when first examined in the swollen epiglottis
yellow transpires at places, which signals coalescence, epiglottis-
abscessus.

Therapy: the patient must be hospitalised.

Massive antibiotic therapy, with corticosteroids, and because of the
swallowing difficulties, perhaps drips. If the dyspnoe is significant the
airway must be cleared according to the various procedures already
discussed. If the process has abscessed then with a bent and hidden
scalpel under laryngoscopy the yellowish swelling of the epiglottis must
be incindated. Care must be taken that the patient should not aspirate pus
or blood after the incision.

IX./1.5.2. Chronic non-specific laryngitis

Laryngitis chronica non specifica

Chronic non-specific laryngitis is signalled by mild hoarseness, voice
change, dry cough, lump feeling in the throat, scratching sensation in the
larynx and mild pain.

It can be caused by various inhalational noxa, smoking, occupational
hazard, professions requiring strained speech. A special rare occurrence
is laryngopathia gravidarum, which appears in the second half of
pregnancy, due to mild laryngeal swelling. Generally this form of the
disease requires no treatment as it will disappear after parturition.

The laryngoscopic view of chronic laryngitis is generally meagre: mild
hyperaemia, dry mucous membrane, perhaps sticky phlegm on parts of
the laryngeal mucous membrane.

Treatment: if possible elimination of the triggering cause, no smoking,
saving the voice. In case of nasal breathing blockage, to eliminate
breathing through the mouth surgical correction of the nasal passage can
be considered. In some cases inhalatory treatment or expectorants can
alleviate complaints, especially in the case of chronic laryngitis sicca.

Comment: care must be taken with diagnosing chronic laryngitis. In case
of hoarseness that lasts longer than 3 weeks laryngological examination
must be performed to exclude other diseases of the larynx 3. We must
bear in mind the rule in a wider sense too: „chorditis unilateralis non est
chorditis”!

Laryngeal tuberculosis

Symptom: hoarseness persisting for several months, and often
swallowing pain that radiates to the ear.

Laryngeal tuberculosis is almost always secondary to active pulmonary
tuberculosis. According to ascending discharge flow it affects the
posterior wall and the interary space too, but its typical occurrence is at
the upper edge of the epiglottis, and the monochorditis tuberculosa,
which can be a hyperaemic thickening or surface ulceration on one of the
vocal folds.

The diagnosis is reached by biopsy and histology following the suspicion
based on the laryngoscopic picture. Grafting and culturing makes
diagnosis rather late and not viable in every case.

Therapy: accompanying suitable pulmonological tests antituberculotic
therapy. Prognosis today is already favourable.



Laryngeal syphilis

Isolated laryngeal morbidity does not occur. It can be found
accompanying oropharyngeal lues manifestations, and rarely. At various
stages of lues lesions may appear in the larynx. This may produce
laryngeal symptoms according to site and size.

The exact nature of the diagnosis is assured by serological tests.

Treatment according to prescription.

Scleroma of the larynx

Today scleroma is very rare, it appears in the shape of bluish-reddish
nodes caused by the scleroma bacillus. At the advanced (III) stage the a
lesion narrows the laryngeal lumen and subglottically affects the trachea
too. Hoarseness, cough, and increasing stridor calls attention to it.

The diagnosis is made through laryngomicroscopic examination and
through tracing the pathogen in the lesion.

Local laryngeal amyloidosis

The localised form of amyloidosis may appear as a tumour-like airway
space narrowing process in the larynx. This rare disease is grouped under
benign tumours too, but it is not a real tumour. The smaller lesion can be
removed by LMC, but the larger one requires external incision.

Wegener-granulomatosis and lethal midline granuloma in the larynx

Earlier these systemic diseases used to be considered as one but today we
treat them as two entities. At the same time they cannot be distinguished
from each other in their laryngological manifestation; perhaps
histologically in midline granuloma typical vasculitis is less frequent.
Discussing them here is justified by the larynx space narrowing forms.

In the larynx it is considered typical that the subglottis is affected in
Wegener-granulomatosis. We must think of this possibility as well after
negative histological finding, unsuccessful antibiotic and anti tuberculotic
therapy.

Long term steroid and immunsuppressive treatment can achieve good
results in Wegener-granulomatosis. In treating lethal midline granuloma
radiation therapy may give some hope.

Laryngological manifestation of Sarcoidosis

In the literature the laryngological manifestations of the granulomatous
ulcerating and scarring forms of this morbidity have been published, but
the grave oedema that narrows the laryngeal lumen is what is of the
greatest laryngological significance.

The diagnosis can be made based on the histological finding of the
noncaseating granuloma which excludes tuberculosis.

Therapy: Repetitive administration of steroids and at the same time laser
treatment of the persisting laryngeal oedema.

Cricoarytenoidal arthritis

Only occurs as part of general rheumatoid morbidity. Hoarseness, heavy
breathing, sometimes swallowing difficulties call attention to this in a
patient generally already treated for arthritis. Beside the general
rheumatologic treatment surgical laryngeal intervention may be applied
to free the airway.



Laryngeal Perichondritis

Increased pain in the laryngeal region on swallowing and external
pressure, hoarseness, heavy breathing; the symptoms generally appear
suddenly. It can be caused by trauma, or bacterial infection after
operation, rarely tuberculosis, and not rarely the stretching of a laryngeal
tumour over to the cartilages. The latter appears during the radiation
therapy of laryngeal cancer, generally suddenly in the first third of the
radiotherapy. Examination finds pronounced oedema, hyperaemia,
perhaps purulent fistula on the site of the lesion or operation, and the soft
tissues around the larynx also become swollen and painful. Therapy: in
non tumour cases massive and suitable antibiotic therapy, wound
revision. Tumorous perichondritis is hard to influence, the continuation
of radiotherapy is hopeless, the solution is the total extirpation of the
larynx.

IX./1.6. Degenerative laryngeal lesions
Chronic hyperplastic laryngitis

This clinical picture presents a transition between chronic inflammation
and degenerative lesions. The patient’s anamnesis and complaints are
similar to those discussed under chronic laryngitis. Here on the laryngeal
mucous membrane, however, significantly more lesions can be found. In
addition to the infiltration and chronic thickening of the submucosa and
the hyperplasia of the salivary glands metaplasic features of the surface
epithelium can be seen. Ciliated cylindrical epithelium is at places
substituted by many layered flattened epithelium, which may even show
signs of the hornification to be discussed later.

Symptoms: Persistent marked hoarseness, unpleasant sensation of
pressure on the laryngeal region.

Diagnosis: laryngoscopy shows uneven but not exulcerated laryngeal
mucous membrane. On the vocal folds at times hyperplasic lesions can
be seen which give rise to the suspicion of tumour, but they are mostly
symmetrical.

Therapy: Beside trying to eliminate the supposed causes the general
treatment is no smoking, large dose of vitamin A,
laryngomicrochirurgical excision of the hyperplasic mucous membrane
parts that hinder the closure of the vocal folds. Then until the mucous
membrane heals voice saving and if needed phoniatric treatment.

Reinke-oedema

Submucous not inflamed broad based oedematous mass on the frontal
2/3rd of the vocal folds. More or less symmetrical. The size of the
oedema can vary from insignificant to as large as narrowing the lumen.
The cause is not exactly known, but smoking and recurrent
inflammations can feature among the causal factors.



Caption: 4. picture

Symptom: various degrees of hoarseness sometimes accompanied by a
diplophony; with great lesions respiration is loud even stridor may occur.

Diagnosis: indirect laryngoscopy finds characteristic picture. The frontal
2/3rd of the vocal folds show oedematous, translucent, sometimes
surprisingly large swelling, while the glottis cartilaginea is intact.
Sometimes the vocal fold oedema is not symmetrical, in these cases it
imitates a tumour, which requires differential diagnosis.

Therapy : laryngo-microchirurgic excision.

Care must be taken to leave the frontal commisure intact during the
excision of the extended lesion on both sides. In smaller lesions,
especially with singers, it may be enough to make a fine incision into the
upper surface of the vocal folds and suction out the submucous oedema.
The laser surgery of the Reinke oedema saves the mucous membrane of
the edges of the vocal folds and also yields good results.

Vocal fold polyps

These are the most common ‘new growths’ in the larynx, but they are not
tumourous, but rather degenerative lesions. Their cause is not known,
etiological factors, inflammation, irritating agents are mentioned, but
they are not sole triggers. This disease affect men and mainly in young
adulthood.
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Symptom: hoarseness depending on site and size, spastic speech, with
polyps that have a pendicle the voice may come and go, this is called
‘voice stumbling’.

Diagnosis: laryngoscopic examination generally shows a roundish
smooth-surface mass on one of the vocal folds, whose base is often



narrower than the largest diameter of the polyp. Rarely it happens that
that polyps occur at the same time on both vocal folds. Polyps can be
pendular, other times sitting on a wider base. It is important to
distinguish the latter from vocal fold tumours. They can occur on any
part of the vocal folds but still the majority appear on the frontal part of
the vocal folds, sometimes on their reverse side surface in such a way
that at phonation the vocal folds partially close above it.

Apart from the vocal fold polyps, very rarely other polyps also occur in
the larynx, starting from Morgagni’s pouch, or on the free edge of the
false vocal cord, or there may appear rather only polyp-like hyperplasic
tissue lesions.

Polyps may look fibrotic on the outside, sometimes they remind us of
haemangiomas, but they are not identical with the already mentioned
congenital and the real haemangiomas to be discussed later.

Therapy: the solution is surgical removal of the polyp. Especially in the
past one of the operation procedures was polypectomy under local
anaesthesis and with indirect laryngoscopy, another today more
frequently used procedure is laryngo-microchirurgical removal.

Dysphonia plica ventricularis

A degenerative laryngeal lesion involving the prolapsus-like shape
change of the false vocal folds, which overreaching the vocal folds touch
each other earlier during phonation than the vocal folds do.

Symptoms: accordingly characteristic false vocal fold phonation, husky,
or gruff voice ( borízű hang).

Differencial diagnostic significance is that it must be differentiated from
other essential clinical pictures. In itself it does not constitute a
significant problem.

In its treatment conservative procedures do not help. Surgical excision is
rarely done, only in asymmetric cases where speech is pronouncedly
disturbed.

Leukoplakia – pachydermia – keratosis

The above names are used synonymously. They indicate that the lesion
almost exclusively found only the on the vocal folds turns in a
degenerative process into hornified flattened epithelium under the
influence of the many layered never hornifying flattened epithelium of
the vocal folds possibly when exposed to smoking and other exogenous
factors.

Hornification on the surface can be of various degrees and thickness.

The significance of the lesion, however, is not attested in the macro and
microscopic signs of the surface epithelium but in the alterations that
occur in the deeper layers of the epithelium. Accordingly we distinguish
its various degrees.

The pre-carcinomic lesions of the larynx can be classified on histological
basis. The sequence shows the degree of gravity of the condition as well.
Symptoms do not differ significantly from those of other laryngeal
lesions discussed here, the patient only complains of hoarseness.

The likelihood of the diagnosis is based on the chalkwhite crusting on
the vocal folds in the larygoscopic picture.
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Symmetric lesions generally mean the mildest occurrence, while
unilateral vocal-fold-pachydermia suggests a more progrediated case.

Therapy: in low degree surface lesions we try to eliminate the reversible
lesion with a large dose of vitamin A, and a larynx diet, and no smoking.
If that is unsuccessful, or the lesion is already at the first examination
more pronounced, then the solution to be chosen is laryngo-
microchirurgal, the method is decortication of the vocal folds. This
ensures at the same time the histological clarification of the exact nature
of the lesion. After it until the healing of the wound we recommend voice
rest, larynx diet, and attempt to eliminate harmful factors. The in situ
treatment of the carcinoma is identical with that of vocal fold cancer.


