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Anatomy: The larynx is the upper expanded part of the windpipe, which extends from the trachea, at the level of C6 to the pharynx, and is specially modified for the production of voice. It lies anterior to and parallel with the laryngeal part of the pharynx, and opens into its anterior wall by a long, almost vertical, orifice, which stretches from the back of tongue, down to the level of middle of thyroid cartilage. The margins of this orifice are composed of the epiglottis, aryepiglottic folds and arytenoids cartilages, all covered with mucous membrane. The margins project into the anterior wall of the laryngo-pharynx and thus produce two gutters, one on either side of the aryepiglottic folds – piriform recess.

The walls of the larynx are fibro-cartilaginous, being supported by cricoid, thyroid, epiglottis and arytenoid cartilages. The cavity of the larynx is nearly divided into superior and inferior parts by two antero-posterior vocal cords of mucous membrane, one of which projects from each lateral wall. Above each vocal cord is a subsidiary vestibular fold, and between the two is a horizontal groove – the ventricle of larynx. The chink between the vocal cords is galled the glottis and thus the larynx is divided into a supraglottic, glottic and infraglottic portion. 
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Foreign body in Larynx: Seen more commonly in children, the clinical picture is of acute airway obstruction followed by irritation. Pain, persistent cough, expectoration of blood stained mucous and paroxysm of dyspnoea may occur. Cardiac arrest and death may follow. Treatment is dislodging the foreign body by hooking it out with a finger, inverting the child and slapping the back. If these means do not work and airway obstruction is life threatening, an emergency tracheostomy should be performed. A direct laryngoscopy and foreign body removal may be required on occasions.

Acute oedema of Glottis: This is an oedema of aryepiglottic folds and epiglottis and not actually the glottis – the chink between the vocal cords. The various causes are:

· Extension of acute inflammation e.g. streptococcal laryngitis, tonsillitis, diphtheria, Ludwig’s angina, acute paranchymatous glossitis  

· Angioneurotic oedema

· Irradiation – with / without perichondritis

· Trauma – maxillofacial

· Indirect irritants – inhaled noxious fumes, ingested corrosives, scalds

· Extension of local cancers – tongue, oropharynx

The voice is reduced to a hoarse whisper. There is dyspnoea, laryngeal stridor, and some dysphagia. Steam inhalation and local spray of adrenaline is useful in mild cases. Oxygen, Antihistaminics and cortisone are valuable but if obstruction is not relieved an urgent tracheostomy should be done.

Laryngeal paralysis: The Larynx is supplied by superior laryngeal and recurrent laryngeal nerves, which are branches of vagus nerve. The recurrent laryngeal nerve supplies all the intrinsic muscles of larynx except the cricothyroid, which is supplied by superior laryngeal nerve. Lesions of Recurrent laryngeal nerve cause the vocal cord of the affected side to lie in paramedian position because of unopposed tensing of the adductor action of the cricothyroid. Bilateral recurrent laryngeal nerve palsy is a very serious complication of Thyroidectomy. Acute dyspnoea occurs due to paramedian position of the cords, which tend to get sucked in with inspiration. Urgent endo-tracheal intubations or tracheostomy is life saving. It is therefore mandatory that before thyroidectomy a routine laryngoscopic examination should be done and its findings recorded as 3 – 5 % of patients have asymptomatic paresis or paralysis of one vocal cord. 

Unilateral recurrent laryngeal palsy of sudden onset produces whispering voice, difficulty in swallowing fluids due to paralysis of crico-pharyngeus. These effects are short lived as the innervated muscle of the opposite side compensates as it moves across the midline to meet the paralysed cord. Patient may then experience slight weakness of voice towards the end of the day. A recent onset of huskiness of voice with a unilateral recurrent laryngeal palsy on laryngoscopy in a thyroid patient suggests malignancy.

Bilateral complete laryngeal palsy is uncommon and occurs in brain stem lesions. Usually other cranial nerves are involved. Tracheostomy should be performed to prevent chronic dyspnoea and asphyxia. In post thyroidectomy cases we should wait for 1 year to let the nerves recover, failing which extra-laryngeal arytenoidectomy is done to give permanent relief from stridor, at the expense of good voice.

Benign Laryngeal lesions

Vocal cord polyp: This is the most common benign lesion and must be differentiated from Papilloma, which is a benign neoplasm. Originating in the sub-epithelial space within the vocal cord it appears as a soft, pearly grey, often pedunculated mass. Treatment is endoscopic excision.

Intubation granuloma: may arise as a rare complication, following the use of endotracheal anaesthetic tubes.

Laryngocele: A soft, variable, unilateral or bilateral swelling, arising from the upper part of Thyroid cartilage, this is a herniation of the laryngeal mucosa through a gap in the thyrohyoid membrane. The swelling moves with deglutition and is usually seen in musicians playing wind instruments like flute and bagpipes Treatment is excision and repair. If infected the swelling, which often appears on blowing nose, does not abate completely, the neck of the sac being obstructed by mucoplug. Then there is a gurgling noise as the contents empty into pharynx.

Papilloma: It is the commonest benign tumour of the larynx, appearing both in children and in adults.

Adult: Usually single and its pedicle is attached to one of the true/false vocal cords. It presents with huskiness of voice just like carcinoma larynx, and so after excision all papillomas must be sent for histological examination. Diagnosis is made by laryngoscopic examination and rarely can it turn malignant.

Children: It is relatively common, usually softer and vascular than those seen in adults. Implantation growths soon appear in the vicinity and may obstruct the glottis. There is a marked tendency to recur after surgery and papillomas may spread to all sites in larynx, pharynx and trachea. Laryngeal Papilloma is a self-limiting disease and disappears spontaneously in early adult life, provided the patient can be carried through it until that time. Endoscopic removal with cupped forceps is the usual method of treatment.

Microsurgery of the larynx is a technique whereby vocal cords can be inspected under magnification by an operating microscope and benign lesions ablated. Healing of the cords and the postoperative voice are generally much better as less trauma is inflicted and less normal adjacent tissue gets damaged.

Angiofibroma: It is always single and is distinguished from Papilloma by its smooth contour, and occasional haemoptesis. Presenting with hoarseness of voice, it is treated by endoscopic removal with cupped forceps. Great precision is needed because if adjacent normal tissue is removed speaking voice will be impaired and singing voice ruined.

Singer’s nodule: Pearly white nodule on the free edge of the vocal cord is always bilateral. It is not a neoplasm but epithelial hyperplasia and should be treated by prolong vocal rest

[image: image2.png]Alipas REC

Nk AL PALSY





