


I. Acute laryngitis: include the following types:
A) Acute non-specific laryngitis:
Etiology:
1.Upper respiratory tract infection: usually viral 
(adenovirus
influenza virus), but secondary bacterial 
infection  (usually by pneumococci, H. 
influenzae, Maroxilla CaIarrhalis) may 
supervene.
2.Voice abuse
3.Irritation from inhaled tobacco & fumes. 



Clinical features:
1_Hoarseness: change of voice may 
progress to aphonia.
2_Sore throat.
3_Irritant paroxysmal dry cough.
4_Pyrexia & malaise may be sever if there 
is secondary bacterial infection.
5_O\E :by indirect laryngoscopy there is 
redness, swelling& secretion of the 
larynx.



Treatment:
1_Voice rest is essential.
2_Steam inhalation with tincture benzoin or 
menthol help to loosen viscid secretions.
3_Analgesics & Antihistamine?
4_General measures: rest, avoid smoking, 
alcohol & spicy food.
5_Antibiotics: if there is secondary bacterial 
infection.



B) Acute laryngotracheobronchitis
(croup):Affects infants & young children, mean 
age 18 months. Causative microorganism is 
para-influenza virus type 1, Secondary bacterial 
infection may  supervene. 
Pathology:
Inflammation of the whole laryngotracheal tree,
but mainly involving the subglottic region.



Clinical features:
1_Usually gradual onset.
2_There is a history of upper respiratory 
tract infection before few days.
3_Then the patient develops croupy cough
(cough of crowing quality or bark of a 
seal).
4_Hoarseness
5_pyrexia
6_Stridor: may be inspiratory, expiratory or 
both.
7_Dyspnea  & cyanosis in severe cases.



Treatment:
1. Hospitalization & regular monitoring of vital signs.
2. Rest & reassurance.
3. Humidification of inspired air: the child is isolated in a 
room or tent with moist air.
4. O2 may have to be given.
5. Fluids  I. V. or by mouth to prevent dehydration.
6. Systemic antibiotics: controversial because it is viral cause.
7. Steroids: also controversial.
8. Rarely  intubation or tracheostomy required if there is 
severe Dyspnea & stridor with no benefit of conservative 
measures.



C) Acute Epiglottitis:

Affects older children (2 – 6 
years) than croup. Causative 
microorganism: H. ifluenzae
type B mainly.                         
Pathology: inflammation of the 
supraglottic region, mainly the 
epiglottis region. 



Clinical features:
Usually rapid onset (unlike croup), the patient within few hours becomes toxic.
1_Stridor is the main feature, it is usually inspiratory.
2_Pyrexia
3_Sore throat causing dysphagia & drooling qf saliva.
4_Dyspnea, & cyanosis in severe cases.
5_O/E: the child is usually quite (while in croup usually irritable & crying) & prefers 
sitting position, this is, called Tripod Sign. Examination of the larynx by a mirror or 
tongue plate should be avoided because this may precipitate laryngeal edema & 
spasm.



Treatment:
1_Hospitalization & monitoring of vital signs. 
Acute epiglottitis is an emergency, it is more 
severe & risky than laryngotracheobronchitis
(croup).
2_Secure the airway:  intubation or 
tracheostomy is Usually needed in larger 
percentage of cases than croup (in which 
intubation & tracheostomy are rarely required)
3_Humidification of air.
4_Antibiotics: amoxiclav or cefotaxime.
5_Steroids: controversial.



D) Diphtheric laryngitis:
Usually secondary to pharyngeal diphtheria, caused by 
Corynebacterium diphtheriae more common in children less 
than 10 years.

clinical features:
1_Usually insidious onset.
2_Sore throat.
3_Cough & hoarseness.
4_Stridor: inspiratory in nature.
5_Pyrexia & malaise.
6_Dyspnea & cyanosis in severe cases.
7_O/E: of the larynx there is grayish-white to black 
membrane.



Diagnosis:
Swab for culture & sensitivity, the swab may have to 
be obtained by direct laryngoscopy.
Treatment:
1_Anti-toxin. i.m. or i.v. injection, should be given  
whenever there is any suspicion of diphtheria before 
waiting the results of swab culture. The dose is 
20000-100000 IU according to the age.
2_Antibiotic: systemic penicillin.
3_O2& tracheostomy in severe cases.



Complications of diphtheria:
1_Respiratory obstruction.
2_Neurological: the diphtheria toxin cause peripheral 
neuropathy resulting in paralysis of soft palate
(regurgitation of fluid & hyper nasal speech), paralysis 
of muscles of eye accommodation. Also paralysis of 
respiratory muscles & limb muscles.
3. Cardiac: the toxin also may cause cardiac arrest. 
Once the toxin fixed to the tissues, the antitoxin 
would be of no value, that's why it should be given 
early if there is any suspicion of diphtheria.







E) Acute perichondritis:
Inflammation of the laryngeal cartilage 
perichondrium. Aetiology:
1_Primary: due to blood born infection.
2_Secondary: due to superficial infection in the larynx 
spreading to the deeper tissues.
3_Radiotherapy: to the neck is the commonest cause.
4_Autoimmunity: as in relapsing perichondritis which 
may be associated with SLE or rheumatoid arthritis.



Clinical features: 
1.Usually develops slowly.
2. There is dull pain over the entire 
laryngeal skeleton .
3.  Fever & malaise.
4. There may be respiratory obstruction & 
stridor in severe cases.
5. Sometimes the cartilage is exposed with 
foul smell from tissue necrosis. 



Treatment:
1_Broad spectrum Antibiotics.
2_Steroid in high dose for 1 week.
3_Tracheostomy or intubation in 
severe airway obstruction.
4_Total laryngectomy in resistant 
cases.



2) Chronic laryngitis:
A) Chronic non-specific laryngitis:
Primarily affects middle ages men.
Aetiology:
1. Exogenous factors:
a_Physical: vocal abuse.
b_Chemical: tobacco, alcohol, inhaled irritant & fumes.
c_Infection: in the upper respiratory tract as chronic sinusitis 
or rhinitis.
2. Endogenous:
a_Short, heavily-puff males.
b_DM.
c_Hypothyroidism.
J_   Tense personality.
E_   Reflux esophagitis.



Clinical features:
1_Insidious onset.
2_Hoarseness is the most frequent symptom The voice is 
worse in the morning (due to drying OF the laryngeal mucosa 
during night through mouth breathing & reduced  frequency 
of swallowing during sleep),
3_Cough & sputum.
OIE
Redness of mucosa & edema.
there may be white patches(leukoplakia,it is a pathological 
premalignant process characterized by a thick whitish layer of 
hyperkeratotic epithelial cells) 
polypoid lesion resembling malignancy.



Histopathology:
Squamous cell hyperplasia & keratosis ( a raised reddish area of 
mucosal irregularity overlying a portion of one or both cords, it is 
premalignant epithelial lesions in which increase in intracellular keratin 
with regular maturation of the cell). There may be atypia
(disorganization of the maturation process of the cell, including: 
alteration in the nuclear/cytoplasmic ratio, abnormal DNA, abnormal 
mitosis) in severe changes there is carcinoma in situ(sever dysplasia, the 
same epithelial changes of Squamous cell carcinoma but without 
infiltration through the basal membrane). 
Malignant transformation: there is a risk of malignancy in long standing 
chronic laryngitis especially those with severe atypia.





Treatment:
1. Correct the underlying cause: stop smoking, alcohol 
drinking, avoid vocal abuse, treatment of upper respiratory 
tract infection, treatment of reflux esophagitis.  
2.Careful follow up: because of the increased risk of 
malignancy.



B) Chronic specific laryngitis: INCLUDING: 
AMYLIODOSIS,TUBERCLUOSIS,SARCODOSIS,
SYPHLIS,SCLEROMA, LEPROSY,WEGNERS

GRANULOMATUS,MYCOSIS,ACTINOMYCOSIS….
TB laryngitis:
Almost exclusively found in patients suffering from 
open pulmonary TB .resulting from contamination 
of the larynx by the sputum-containing acid fast 
bacilli (Mycobacterium tuberculosis). Both males & 
females are equally affected, peak age is 20-40 
years.
Pathology:
Mostly involves the posterior part of the larynx & 
the arytenoids. The lesion could be ulcerative (with 
undermined edge) or like a mass (tubercloma).



Clinical features:
1_Pain in the throat, which may be 
severe & radiating to the ear.
2_Cough with production of 
sputum.
3_Hoarseness.
4_Elevated ESR.
treatment:

Anti-TB drugs in combination for at least 
9 months. The drugs

include: INH, rifampicin, streptomycin, 
Para-aminosalycilic acid & ethambutole.



C) Gastroesophageal reflux laryngitis( acid laryngitis )

Almost two thirds of otolaryngology patients 
with laryngeal disorders have gastroesophageal
reflux as the primary cause or as a significant 
cofactor. Gastroesophageal reflux laryngitis 
(GERL) also called acid laryngitis is the most 
common manifestation of GERD in upper airway. 
The signs & symptoms of acid laryngitis are 
completely different from that of 
gastroenterology patients. Patients with GERL 
present with a variety of symptoms that include 
hoarseness, chronic throat clearing, excessive 
phlegm, globus pharyngeus & throat discomfort. 



The most common findings associated 
with laryngopharyngeal reflux on the 
nasopharyngoscopy are posterior glottic
edema, interarytenoid edema and 
erythema, vocal folds edema, mucosal 
thickening, vocal process ulceration & 
vocal process granuloma.
The highest association (92%) of GERL is 
with subglottic stenosis in children & 
adults.



Treatment for GERL
Level 1 
A. dietary modification (avoid fatty foods, chocolate, 
cigarettes & coffee)
B. lifestyle modification (elevation of head of the bed)
C. Use of liquid antacid.
Level 2 antireflux medication
A. H2 blockers (decrease acid secretion)
B. Prokinetic drugs (increase lower esophageal sphincter tone 
& promote gastric emptying) like metoclopromide.
C. Cytoprotective agents (form protective coating) like 
sucralfate.
D. Hydrogen pump blocker used as single or double dose like 
omeprazole or lanzoprazole.
.



Level 3
Antireflux surgery laparoscopic Nissen
fundoplication



D) ATROPHIC LARYNGITIS
It is chronic laryngitis charcterised by atophic changes in the respiratory mucosa with 
loss of the mucous- producing  gland mostly  associated with atrophic 
rhinitis(OZAENA).
Aetiology:
Unknown Aetiology ,predisposing factors are: generelised infection, smoking, poor 
nutrtion, rarely syphilis.
Pathology: Mosly involves the posterior part of the larynx ,false cord,subglottic region.

Clinical features:
1. Hoarseness.
2. Sore throat.
3. irritable cough.
4. Expectoration of the blood stained crust.

Treatment:
1) treatment of the predisposing factors .
2) stimulation of the secretion by ammonium chloride(or iodide)
3) removal of the crust by mucolytic agent.


