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This is a laryngoscopic picture from a 
55-year-old man presenting to ORL 
outpatients with frequent breaks in the 
voice. He underwent total hip replacement 
six weeks ago. Describe what you can see 
in this picture (show Figure 1 to candidate). 
What is your differential diagnosis?

This is a clinical photograph of the larynx. 
It shows an exophytic lesion arising from the 
posterior right vocal cord at the vocal process 
of the arytenoid cartilage. My differential 
diagnosis includes arytenoid granuloma, 
squamous cell carcinoma, papilloma, and 
vocal cord polyp. 

The lesion is an arytenoid granuloma. 
What is the probable aetiology of 
arytenoid granuloma?

•  Trauma from vocal abuse
•  Trauma from endotracheal intubation, 

especially if prolonged
•  Laryngeal surgery
•  Laryngopharyngeal reflux

Arytenoid granulomas develop over the 
vocal process of the arytenoid cartilage. 
They are sometimes classified into contact 
granulomas and intubation granulomas. 
Contact granulomas are more common in 
men and may occur as a result of forceful 
glottic apposition during phonation. 

They may be more common in those who 
produce a deep forceful voice professionally. 
Intubation granulomas are rare and may 
be more common in females. Risk factors 
are thought to include longer intubation 
time and concurrent nasogastric tube use. 
Synergism of more than one risk factor may 
be important. 

Describe the pathophysiology of 
arytenoid granuloma. 
Arytenoid granulomas are benign growths 
of hypertrophic granulation tissue. The vocal 
process of the arytenoid cartilage projects 
medially and here the thin mucosa of the vocal 
cord is prone to injury both physically from 
trauma and chemically from laryngopharyngeal 
reflux. Mucosal injury and ulceration lead to 
exposed cartilage and perichondritis, and this 
can cause the formation of necrotic tissue 
and desquamating epithelium. The lamina 
propria becomes oedematous and infiltrated 
by chronic inflammatory cells and neutrophils 
forming granulation tissue. Healing may be 
further impaired by vocal cord conformational 
change during speech, respiration and 
swallow and contact with the opposite side on 
coughing. (PJ Bradley, Arytenoid granuloma 
JLO, 1997; 111: 801-3)

What other specific points would you 
ask about in the history?

•  Previous endotracheal intubation
•  Previous laryngeal surgery
•  Occupation, voice use and vocal hygiene 

measures 
•  Smoking
•  Reflux symptoms relating to gastro-

oesophageal and laryngopharyngeal 
reflux

What symptoms suggest 
laryngopharyngeal reflux?

•  Continual throat clearing
•  Chronic cough
•  Dysphonia
•  Sensation of a lump in the throat

Figure 1.
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What are the signs of laryngopharyngeal reflux on 
nasopharyngolaryngoscopy?

Laryngeal findings include:
•  Generalised erythema
•  Three-point inflammation (the arytenoids and the base 

of the epiglottis)
•  Posterior commissure hypertrophy
•  Pseudosulcus (Fig 2)
•  Vocal cord oedema
•  Thick intralaryngeal mucus
•  Ventricular obliteration (Fig 2)
•  A reflux finding score (RFS) of greater than 11 is 

suggestive of laryngopharyngeal reflux

How is arytenoid granuloma managed?
Neoplasia should be ruled out by microlaryngoscopy and 
biopsy. Treatment is focused on voice therapy, smoking 
cessation, and anti-reflux therapy (omeprazole 20 mg twice 
daily and Gaviscon after meals and before bed). The exact 
emphasis depends on individual circumstance, and aetiological 
clues in that individual.

Other possible treatments include intralesional steroid 
injection. Surgery has a limited role and should be reserved 

for cases recalcitrant to medical therapy. The trauma from 
cold steel or laser microlaryngeal surgery may worsen the 
inflammation and lead to increased exposure of the underlying 
arytenoid cartilage. Granulomas should be documented with 
serial photographs or video to aid in the assessment for 
improvement or progression.

Apart from arytenoid granuloma, can you list 
other injuries to the larynx that can be caused by 
endotracheal intubation?

•  Arytenoid cartilage dislocation.
•  Interarytenoid adhesion - a transverse fibrous bridge 

tethering the arytenoid cartilages together.
•  Mucus retention cyst - a cyst caused by mucus gland 

obstruction in the glottic larynx.
•  Posterior glottic stenosis - a fibrous bridge between the 

arytenoids and posterior glottic commissure.
•  Vocal cord paralysis - thought to occur due to 

compression-ischaemia of the recurrent laryngeal nerve.
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Figure 2: Photolaryngograph showing ventricular obliteration, pseudosulcus of the right vocal cord, and 
posterior commissure oedema.




