
INTRODUCTION

TT
he term laryngitis refers to an inflammation,
which for the adult is generally chronic [1, 2].
Inflammation of the larynx may occur as a

result of a bacterial, viral or fungal infection with an 
irritative, allergic, metabolic, traumatic or idiopathic
cause [1, 3].

Chronic laryngitis in adults is of two types, specific
(diphtheria, laryngeal syphilis, tuberculosis, laryngeal amy-
loidosis, fungal, laryngeal sarcoidosis and larynx scleroma)
and nonspecific (chronic catarrhal laryngitis, hypertrophic
laryngitis, red hypertrophic laryngitis, white hypertrophic
laryngitis and chronic atrophic laryngitis) [3, 4].

There are situations when chronic laryngitis can not
be clearly differentiated in terms of early clinical stages of
laryngeal carcinoma. The main symptoms are dysphonia,
vocal performance reduction and dry cough [5]. Patients
with these symptoms should undergo a complete ENT
examination comprising of otoscopy, rhinoscopy, orophar-

ynx and nasopharynx examination and laryngoscopy. Flex-
ible fiberoptic laryngoscope examination is preferable to
the rigid one, associated with narrow band imaging to
increase diagnostic accuracy in suspicious lesions [3].

MATERIAL AND METHOD

Nonspecific laryngitis generally has one or more
causative factors. Therefore these factors should be identi-
fied and removed [1]. Catarrhal chronic laryngitis occurs
due to pollution, temperature changes, smoking or misuse
of voice or even because of nasal obstruction. This form
of laryngitis may persist from several weeks to several
months [5]. Chronic hypertrophic laryngitis (Reinke
edema) (Fig. 1) is most commonly associated with tobac-
co or gastroesophageal reflux disease. With the laryngo-
scope examination a thickening of the vocal cords
(edema) is seen and as per the histological view the super-
ficial layer of the mucosa is replaced by a myxomatous
stroma appearance [1, 3, 6]. This is due to poor lymphat-
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SUMMARY

Chronic laryngitis is a common disease that affects both women
and men, the etiologic factors of which lead to smoking, gastro-
esophageal reflux disease, infections (bacterial, viral, fungal), 
misuse of voice or autoimmune, irritative, traumatic or allergic 
factors. Left untreated, some forms of chronic laryngitis can turn
malignant, so in some cases it is necessary an aggressive follow up
with histopathological examination.
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RÉSUMÉ
La laryngite chronique chez les adultes

La laryngite chronique est une maladie commune qui affecte les
femmes et les hommes eu égale mesure, dont les principaux 
facteurs de risque sont l’action de fumer, le reflux gastro-
oesophagien, les infections (bactériennes, virales, fongiques), 
l’utilisation abusive de la voix ou les facteurs irritatifs, 
auto-immuns, traumatiques ou d’étiologie allergique. Laissée sans
traitement, certaines formes de laryngite chronique peuvent
devenir malignes, donc dans certains cas un suivi agressif avec 
examen histopathologique s’impose.
Mots clefs: laryngite chronique, dysphonie, examen endoscopique
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ic drainage of the vocal cords [6]. This type of laryngitis,
affecting both women and men, has a peak incidence
between 40 and 60 years of age [5].

Red chronic hypertrophic laryngites (Fig. 2) are classified
in several forms. These are simple diffuse hypertrophic corda,
hypertrophic warty corda, posterior laryngitis, contact ulcer,
postanestetic granuloma and pseudosulcus. Contact ulcer
mainly affects men. It occurs as a result of an excess use of
voice when repeated adduction of vocal cords is forced. The
existence of gastroesophageal reflux disease contributes to
the pathogenesis of the disease. Posterior laryngitis is a 
special form of chronic laryngitis due to the gastroesophageal
reflux disease and appears as a thickening in the posterior
laryngeal wall, between the arytenoid cartilages, accompa-
nied by redness [5]. Pseudosulcus shows a subglottic edema
extending from the anterior commissure to the external one
[1].

White hypertrophic laryngites (hyperkeratosis) (Fig. 3) are
mainly of three types: laryngeal leukoplakia, white exofitic
pachydermia and adult hyperkeratosis papilloma. Laryngeal
leukoplakia appears as a flat lesion in the form of wax stains
of pearly-gray color, with irregular contours. This can occur
as a single lesion or multiple lesions, localized or diffuse.
White exofitic pachydermia is common in heavy smokers
and appears as a well-defined pseudotumoral lesion with
irregular gray surface that feels hard to the touch. It may 
frequently turn malignant, signs that suggest this being vocal
cord induration, ulceration or vascular abnormalities. Hyper-
keratosis papilloma appears as a gray tumor formation or as
an exofitic grit with a broad-based implantation, well defined
and often is located in front of the vocal cords, hard to the
touch, singular. The differential diagnosis of papilloma and
pachydermia is histopathologically made, both being precan-
cerous conditions [1, 3].

Chronic atrophic laryngitis (Sicca) occurs in patients
diagnosed with Sjogren's syndrome and is accompanied by
edema, erythema, dryness and presence of crusts at the vocal
cords level and on the posterior commissure. It is spread on
the entire larynx and yellow-green secretions are seen on the
posterior laryngeal wall [1].

Another category is defined by specific chronic laryngitis.
One of the specific laryngitis is the laryngeal tuberculosis
which is most often associated with pulmonary tuberculosis
but may occur as an isolated infection the incidence of 
which has decreased significantly in recent years due to the
emergence of tuberculostatic drugs [2, 7]. Despite the 
dramatic decline in its incidence, laryngeal tuberculosis 
rekindled experts attention as studies have shown a change in
the disease’s patterns [8]. Patients often accuse hoarseness, 
dysphagia, sore throat and coughing. The appearance of 
larynx tuberculosis is of edema and hyperemia in the posterior
third of the vocal cords with a few exofitic grains areas. For the
diagnosis of certainty sputum cultures are required [2].

In adults, laryngeal syphilis is an acquired disease. It takes
the secondary or tertiary form but secondary manifestations
may occur repeatedly many years after the first injury. Tertiary
relapse is rare and occurs a few months after the first episode.
Syphilitic manifestations of the larynx may occur as papules,
diffuse infiltration, superficial ulcers or even vocal cord 
paralysis [9].

Larynx scleroma is a common condition where scleroma
is involved but it represents only a small part of the patho-

Figure 1 - Reinke’s edema Figure 2 - Chronic hypertrophic laryngitis 

Figure 3 - Hyperkeratosis
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logy. Scleroma is a chronic infection of Klebsiella Rhinoscle-
romatis that first appears in the nasal mucosa. 8% of patients
with scleroma develop a laryngeal evolution. On a micro-
scopic level, the lesion is composed of Mikulicz cells 
presented in a diverse density. These are large cells with clear
cytoplasm and bacilli. They can be seen using Warthin-
Starry silver impregnation or by immunofluorescence [7].

Leprosy is caused by the infection with the 
Mycobacterium leprae bacillus. Between 30% and 55% of
patients with leprosy show laryngeal damage. Direct 
laryngoscopy revealed supraglottic edema in patients with
ulcers at this level and accurate diagnosis is made on the
histopathological test, showing the bacilli at the cellular level.

Laryngeal diphtheria has a low incidence worldwide and
is caused by Corynebacterium diphtheriae. The main symp-
toms are fever and sore throat. Using laryngoscopy a thick,
gray-green membrane over the laryngeal structures is seen,
membrane that bleeds on detachment.

Isolated amyloidosis can affect any part of the larynx but
especially vocal bands. When amyloidosis occurs in the 
glottis or supraglottis, the lesion may appear vegetable, poly-
poid or as a hard tumoral mass. In general, the subglottic
location involve a more diffuse appearance. The disease is
caused by extracellular deposits of fibrillar proteins in the 
tissues [1, 10].

Laryngeal sarcoidosis is an idiopathic granulomatosis
established through the development of submucosal nodules.
Laryngeal damage usually occurs on the supraglottic region
and seems to have a propensity to lymphatic tissue. This
leads to inflammation of supraglottic structures but it may
rarely reach the vocal cords [3, 11].

Laryngeal mycosis is a fungal infection of the larynx and
although it most often occurs in immunocompromised
patients, there are other contributing factors that can lead to
it such as HIV infection, local radiotherapy, use of corticos-
teroids or smoking. Candidiasis is the most common form of
laryngeal mycosis but it can be also created by Aspergillius or
even appear as actinomycosis, blastomycosis and histoplasmo-
sis. Laryngeal mycosis usually has a leukoplakian aspect [2].

DISCUSSIONS

The diagnosis of chronic laryngitis should be done with
particular care because its symptoms resemble those of 
tuberculosis or laryngeal cancer, especially if the pathology is
unilateral.

The importance of chronic laryngitis revitalized in
recent years due to the various factors leading to the
ethiopatogenesis of this pathology. Thus, changes in the
quality of environmental pollutants and toxic products,
either due to environmental conditions in work or 
personal life led to calling into question of the specific 
factors that cause this disease. The evolution and constant
development of these factors are a challenge for medical
staff today as knowledge of irritating materials and toxins
are essential in understanding the disease`s recurrence

and the ways it can be avoided.
For a proper treatment, the physician must be able to

clearly differentiate between the existing types of laryngi-
tis that although in terms of symptoms do not differ 
substantially, are unlike in the ways they are produced.
Even the patient's eating habits are of interest for the
ENT doctor as gastroesophageal reflux disease is often an
aggravating factor if not the primary one in the produc-
tion of chronic laryngitis.

Given that some forms of chronic laryngitis are pre-
cancerous states, a narrow band imaging review is often
requested to increase diagnostic accuracy by using appro-
priate filters. This technique allows a better evaluation of
vascular disruption and epithelial changes and to identify
small lesions of the mucosa which are undetectable using
classic white light endoscopy [12].

CONCLUSIONS

Among all benign vocal folds lesions laryngites are the
most coommonly diagnosed diseases. It is important to make
a distinction between red types of chronic laryngitis, where
inflammatory phenomena predominate, and the white ones,
known as keratosis. Left untreated, some forms of chronic
laryngitis can turn malignant, so in some cases it is 
necessary an aggressive follow-up with histopathological
examination.
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