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Abstract 
Introduction: Laryngitis, also known as laryngopharyngeal reflux disease (LPR) refers to the inflammation of the 

laryngeal mucosa with resulting dysphonia, and pain or discomfort in the anterior neck. Common symptoms of 

laryngeal inflammation are voice changes, early vocal fatigue, or a dry cough. This study aimed to identify the 

risk factors and prevalence of laryngitis among suspected patients attending the otolaryngology department for 

early diagnosis and management. 

Methods: This was a retrospective study conducted in the Department of Otolaryngology (ENT), Bangabandhu 

Sheikh Mujib Medical University, Dhaka, Bangladesh, from March 2024 to August 2024. In this study, we 

included 100 patients with laryngopharyngeal reflux symptoms irrespective of gender attending the ENT 

department at our institution. 

Result: Out of 100 patients, the age group between 21 and 30 years was most commonly seen with a mean age 

of 37.39±18.92 years. Most of our study patients (62%) were male and 38% were female. The most common 

presenting symptoms were hoarseness of voice (86%), chronic cough (34%), thyroid swelling (27%), and vocal 

fatigue (21%). Most of our study patients (32%) had growth supraglottic, and growth laryngopharynx (29%). The 

prevalence of Laryngitis was 72% followed by left vocal cords nodule (12%) and left & right vocal cord polyps 

(5%). Smoking (42%) and vocal abuse (28%) were the most common risk factors. 

Conclusion: The findings show that Laryngitis is highly prevalent among patients attending ORL services at our 

study institution. The most common presenting symptoms were hoarseness of voice, chronic cough, thyroid 

swelling, and vocal fatigue. 
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I. Introduction 
Laryngitis is the inflammation of the laryngeal mucosa with resulting dysphonia, and pain or discomfort 

in the anterior neck. [1] It is also known as laryngopharyngeal reflux disease (LPR). Common symptoms of 

laryngeal inflammation can result from a variety of causes. Hoarseness is one of the common symptoms of 

laryngitis, which can be either acute or chronic, inflammatory or infectious, a separate condition, or a component 

of a systemic illness. Laryngitis, which is frequently linked to upper respiratory tract infections, may have a serious 

impact on a person's physical and mental well-being, as well as their ability to work if symptoms persist.[1] 

Laryngitis encompasses a collection of general laryngeal symptoms and indicators that may also be brought on 

by other illnesses. As such, diagnosis can be challenging and necessitates a combination of history, examination, 

and, if required, expert evaluation, which includes stroboscope and laryngeal visualization. [1] Acute laryngitis is 

a mild, self-limiting condition that typically lasts three to seven days; if it lasts more than three weeks, it is called 

chronic laryngitis. The most frequent cause of acute laryngitis is a viral upper respiratory infection, which is 

frequently diagnosed by asking the patient about their current sickness in detail. It is necessary to look into other 
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non-infectious laryngitis reasons when there is no history of infection or ill contact. Presenting symptoms often 

include voice changes (like hoarseness or a "raspy" voice), early vocal fatigue, or a dry cough. [2] The hoarseness 

can be divided into acute or chronic. [3] The acute onset is more common and mainly caused by inflammation 

like acute laryngitis whereas other causes could be viral infection, smoking, vocal abuse, laryngeal trauma, or 

thyroid surgery. [4] Chronic onset is primarily caused by vocal cord nodules, polyps, laryngeal papillomatosis, 

vocal cord tumor, functional dysphonia, smoking, vocal abuse, laryngopharyngeal reflux disease, post nasal drip, 

vocal abuse, thyroid, esophageal, and lung neoplasms, chronic granulomatous diseases such as tuberculosis, and 

systemic diseases such as diabetes mellitus. [5-7] There are two categories for the etiology of acute laryngitis: 

infectious and non-infectious. The infectious type is more prevalent and typically occurs after an infection of the 

upper respiratory tract. Potential causative agents include coronavirus, adenovirus, influenza, respiratory syncytial 

virus, rhinovirus, and parainfluenza. Viral laryngitis may be accompanied by bacterial superinfection. This 

classically occurs approximately 7 days after symptoms begin. [1,8] 

In that order, the most commonly encountered bacterial organisms are Cryptococcus neoformans, 

Streptococcus pneumoniae, Haemophilus influenzae, and Moraxella catarrhalis. Laryngitis caused by fungal 

infection is very rare in immunocompetent individuals and more often presents as chronic laryngitis in the 

immunocompromised or patients using inhaled steroid medications. [2,9] 

However, other conditions, including trauma or chronic inflammatory illnesses, can also induce acute 

laryngitis. [1]. Acute laryngitis can manifest as laryngotracheobronchitis (croup), epiglottitis, or simple 

hoarseness. It is often diagnosed and treated in basic care. 

Therefore, this study aimed to identify the risk factors and prevalence of laryngitis among suspected 

patients attending the otolaryngology department for early diagnosis and management. 

 

II. Methodology & Materials 
This was a retrospective study conducted in the Department of Otolaryngology (ENT), Bangabandhu 

Sheikh Mujib Medical University, Dhaka, Bangladesh, from March 2024 to August 2024. In this study, we 

included 100 patients with laryngopharyngeal reflux symptoms irrespective of gender attending the ENT 

department at our institution. 

These are the following criteria to be eligible for enrollment as our study participants: 

 

Inclusion Criteria: 

a) Patients aged more than 5 years old; 

b) Patients with an indication of voice hoarseness, burning sensation in the voice, chronic cough and swelling 

throat; 

c) Patients who were willing to participate. 

 

Exclusion Criteria: 

a) Patients with previous ENT surgery; 

b) Patients with known allergies; 

c) Patients with any history of acute illness (e.g., renal or pancreatic diseases, ischemic heart disease, asthma, etc.) 

were excluded from our study. 

 

Data Collection Procedure: Informed consent was then taken for the procedure. The equipment used was an 

Xion Flexible Fiberoptic Nasopharyngolaryngoscope with video monitoring. As preparation, the nose was sprayed 

with a solution of topical decongestant agent and local anesthetic (4% xylocaine solution and xylometazoline) ten 

minutes before the procedure. A detailed history, clinical examination, routine, as well as special investigation 

(flexible nasopharyngolaryngoscopy and direct laryngoscopy were performed to find the diagnosis. The nose was 

not packed with this solution. The throat was further sprayed with the local anesthetic. Under sterile conditions, 

the flexible nasopharyngolaryngoscope was passed transnasaly and the required area was visualized and 

examined. Biopsies were taken where deemed necessary. 

 

Statistical Analysis: All data were recorded systematically in the preformed data collection sheet. Quantitative 

data was expressed as mean and standard deviation and qualitative data was expressed as frequency distribution 

and percentage. Statistical analysis was performed by using SPSS 23 (Statistical Package for Social Sciences) for 

Windows version 10. 
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III. Results 

Figure 1: Age distribution of our study patients 

 
Figure 1 shows that the majority (36%) of our patients were in the age group of 21-30 years, followed by 22% of 

them aged 31-40 years, 17% & 14% of patients were in the 41-50 & >50 years age group respectively. Only 11% 

of patients were aged ≤20 years old. The mean age of our patients was 37.39±18.92 years, with a p-value of 0.01 

which is significant. 

Figure 2: Gender distribution of our study patients 

 
The pie chart shows that most of our study patients (62%) were male and 38% were female. The male and 

female ratio was 1.63:1 in our study. 

Table 1: Distribution of our study patients by clinical presentations 

Clinical presentations N P(%) 

Hoarseness of voice 86 86.0 

Thyroid swelling 27 27.0 

FB sensation/irritation in the throat 12 12.0 

Vocal fatigue 21 21.0 

Chronic cough 34 34.0 

Others 9 9 

Table 1 shows the distribution of study patients by clinical presentation. The most common presenting symptom 

was hoarseness of voice, reported by 86% of patients, followed by a chronic cough (34%), thyroid swelling (27%), 

vocal fatigue (21%), and FB sensation/irritation in the throat (12%). There were minor cases with other symptoms 

like dysphagia, dyspnea, and laryngeal trauma. 
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Table 2: Distribution of study patients by nasopharyngoscopic findings 

Findings N P (%) 

Growth supraglottic 32 32 

Growth laryngopharynx 29 29 

Growth glottis 8 8 

Growth oropharynx 9 9 

VC polyp 4 4 

VC paralysis 6 6 

VC nodule 12 12 

Total 100 100 

Table 2 shows the nasopharyngoscopic findings of our study patients. Most of our study patients (32%) had growth 

supraglottic, followed by 29% had growth laryngopharynx, 12% had VC nodules, 9% and 8% had growth 

oropharynx & glottis respectively. 

Table 3: Distribution of study patients by final diagnosis 

Diagnosis N P(%) 

Laryngitis 72 72 

Vocal cords nodule 12 12 

Right vocal cord polyp 2 2 

Left vocal cord polyp 3 3 

Right vocal cord palsy 2 2 

Left vocal cord palsy 6 6 

Other 3 3 

Table 3 shows the final diagnosis of our study patients. Laryngitis was the most common condition, affecting 72% 

of patients followed by left vocal cords nodule (12%), and left & right vocal cord polyps (5%). Both right and left 

vocal cord palsy were observed in 2% and 6% of patients, respectively, while other diagnoses like growths 

involving the vallecula and left tonsil and phonatory gap accounted for 3% of cases. 

 

Table 4: Distribution of study patients by predisposing risk factors 

Risk Factors N P (%) 

Smoking 42 42 

Tobacco 12 12 

Smoking + Alcohol 14 14 

Vocal abuse 28 28 

Traumatic of surgical 4 4 

Comorbid disease   

T2DM 17 17 

HTN 12 12 

Chronic infectious disease 6 6 

Table 4 shows that smoking was the most common (42%) risk factor among our study patients, followed by vocal 

abuse (28%), and consumption of tobacco (12%). The patients who had DM, HTN, and chronic infectious disease 

as comorbidity had a prevalence rate of laryngitis of 17%, 12%, and 6% respectively. 

 

IV. Discussion 
In the current study, most of them (36%) were between the ages of 21 and 30, with 22% between the 

ages of 31 and 40. Our patients had a mean age of 37.39±18.92 years. Witwit et al studied 200 patients aged 2 to 

82 years old and discovered that the most common age group afflicted is 31-40 years (37.5%). [10] Shamsheer et 

al discovered that the most prevalent age group was 41-60 years old (49.8%).[11] Soni et al found a greater 

frequency (55%) among adults aged 50 to 70 years.[12] Massawe et al found the majority (24.2%) of participants 

belong to the age group 28 to 37 years.[13] Several studies found a median age of 40 with an inter-quintile range 

of 18 to 73 years. [14-16] Kambic et al. in a series of 591 patients described the age group of 30–40 years in whom 

the maximum incidence of benign lesion of the larynx was observed. [17] 
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Most of the study patients (62%) were male and 38% were female. The male and female ratio was 1.63:1 

in the current study. Witwit et al found that males were 87.5% and females were 12.5%. [10] Shamsheer et al 

found the male prevalence was 64.7% and female prevalence was 35.3% with a male-to-female ratio of about 

1.83:1 in their study. [11] Soni et al found that out of 100 patients, 89 patients were male and only 11 were female. 

Male to female ratio was 8:1. [12] The findings of our study show that males were affected more than females, 

which is consistent with other reports. [18-22] Male predominance may be explained by various habits, such as 

smoking, chewing tobacco with lime, and alcohol consumption. Males were subjected more to occupational 

hazards than women who spend the majority of their time indoors. [12] 

The most common presenting symptom was hoarseness of voice, reported by 86% of patients, followed 

by a chronic cough (34%), and thyroid swelling (27%). According to Shamsheer et al., 255 patients (0.46% of the 

total) had hoarseness of voice upon presentation. [11] Similar incidences were reported in other research, including 

the Prabhu study (0.3%), Sambu Baitha et al. (0.66%), and Rao et al. (0.51%). [18,19,23] The varied results were 

due to various etiologies as well as a lack of awareness of the condition that caused the hoarseness. Massawe et 

al. found the most reported symptoms by clients diagnosed with LPRD were Globus sensation followed by 

hoarseness of voice and the excessive urge to clear the throat with 95.7%, 88.1%, and 83.0% respectively [13]; 

this was similar to other studies. [14,24,25] In our study, most of the patients had hoarseness of voice complaints 

having a duration of 3 months (45%). Soni et al found that 45% had complaints of hoarseness of voice with a 

duration of 3 months, 3–6 months (28%), 6–12 months (23%), and 4% had complaints for more than 1 year. [11] 

In the present study, nasopharyngoscopic findings show that most of our study patients (32%) had growth 

supraglottic, followed by 29% had growth laryngopharynx. Massawe et al. found the most observed clinical signs 

among LPRD patients were thick endolaryngeal mucus followed by Vocal cord edema and partial ventricular 

obliteration with 90.9%, 88.6%, and 72.7% respectively. [13] These findings are similar to the findings reported 

by other authors. [24,26,27] From this study, the least observed findings were VC nodules (12%), 9% and 8% had 

growth oropharynx & glottis respectively, while Massawe et al. found the least observed signs were granuloma 

formation and posterior commissure hypertrophy with 11.4%. similar to the findings of other studies. [13,26,28] 

In the current study, the most common condition was Laryngitis, affecting 72% of patients. Massawe et 

al. found the overall prevalence of LPRD (laryngopharyngeal reflux disease) was 18.4%, with male and female 

prevalence being 19.1% and 17.6% respectively. [13] Sone et al found the overall LPR rate was 7.1% (men, 9.2%; 

women, 5.8%). [29] 

Feshan et al. found the prevalence of laryngopharyngeal reflux was 19.80% in their study. [30] 

In the current study, smoking (42%), patients with comorbidities (35%), and vocal abuse (28%) were the 

most common risk factors. Witwit et al found voice abuse to be the most important predisposing factor (45%) 

followed by smoking (40%). [10] Massawe et al found that going to sleep less than two hours after a meal and 

eating spice or fatty foods were mostly correlated with LPRD. [13] Van Rensburg et al found that consumption 

of alcohol, tobacco caffeine increases the risk for LPRD. [31] 

 

V. Limitations Of The Study 
This study was a single-center study. The sample size was small due to the short study period, so it 

doesn’t represent the whole community. After evaluating those patients, we did not follow up with them for the 

long term and did not know other possible interference that may happen in the long term with these patients. 

 

VI. Conclusion And Recommendations 
In our study, we found that Laryngitis is highly prevalent among patients attending ORL services at our 

study institution. The most common presenting symptoms were hoarseness of voice, chronic cough, thyroid 

swelling, and vocal fatigue. Growth supraglottic and growth laryngopharynx were the most common 

nasopharyngoscopic findings among LPRD patients. Laryngitis symptoms were more prominent in men than 

women. Comprehensive diagnoses based on LPR symptoms and findings are necessary for our study patients. 

So further study with a prospective and longitudinal study design including a larger sample size needs to be done 

to validate the findings of our study. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the Institutional Ethics Committee 

 

References 
[1]. Wood JM, Athanasiadis T, Allen J. Laryngitis. BMJ. 2014;349:g5827. 

[2]. Gupta G, Mahajan K. Acute Laryngitis [Internet]. StatPearls. Treasure Island (FL): StatPearls Publishing; 2024 [cited 2024 Sep 2]. 
Available from: https://www.ncbi.nlm.nih.gov/books/NBK534871/ 

[3]. Dettelbach M, Eibling DE, Johnson JT. Hoarseness from viral laryngitis to glottic cancer. Postgrad Med. 1994;95:143. 
[4]. Chagnon FP, Moulder DS. Laryngotracheal trauma. Chest Surg Clin North Am. 1996;6:73–78. 

http://www.iosrjournals.org/
https://www.ncbi.nlm.nih.gov/books/NBK534871/


“Prevalence and risk factors of laryngitis among suspected patients attending .. 

DOI: 10.9790/0853-2312056166 www.iosrjournals.org 66 | Page 

 

 

 

[5]. Smit CE, Van Leeuwen JA, Mathus-Vliegen LM, Semen A, Devriese PP, Tan J, et al. Gastropharyngeal and gastroesophageal reflux 

in globus and hoarseness. Arch Otolaryngol Head Neck Surg. 2000;126(7):827–30. 

[6]. Woodson GE, Blitzer A. Neurologic evaluation of the larynx and pharynx. In: Cummings CW, et al, editors. Otolaryngology Head 
and Neck Surgery. Singular Publishing Group, Lous Mosby; 1995. p. 61–71. 

[7]. Ramazan HH, Tarazi ARE, Baroudy FM. Laryngeal tuberculosis presentation of 16 cases and review of literature. J Otolaryngol. 
1993;22:39–41. 

[8]. Dworkin JP. Laryngitis: types, causes, and treatments. Otolaryngol Clin North Am. 2008;41(2):419–36. 

[9]. Ohashi T, Mizuta K, Kuze B, Aoki M, Ito Y. Invasive epiglottic aspergillosis: a case report and literature review. Auris Nasus Larynx. 

2015;42(6):501–4. 
[10]. Witwit ML. A study of causes and clinicopathological changes of patients presented with hoarseness of voice in the ENT Department 

of Hilla Teaching General Hospital, Babylon, Iraq. Med J Babylon. 2024;21(Suppl 2):S304–7. 

[11]. Soni S, Chouksey S. A study of the clinicopathological profile of patients of hoarseness of voice presenting to tertiary care hospital. 
Int J Otorhinolaryngol Head Neck Surg. 2017;69(2):244–7. 

[12].  Shamsheer S, Ramesh Babu G, Poojitha D. Clinico-etiological study of hoarseness of voice of the patients attending to otolaryngology 
department of a teaching hospital. J Res Appl Basic Med Sci. 2022;8(4):204–10. 

[13].  Massawe WA, Nkya A, Saitabau Abraham Z, Babu KM, Moshi N, Kahinga AA, et al. Laryngopharyngeal reflux disease: prevalence 

and clinical characteristics in ENT department of a tertiary hospital, Tanzania. World J Otorhinolaryngol Head Neck Surg. 

2021;7(01):28–33. 

[14].  Ford CN. Evaluation and management of laryngopharyngeal reflux. JAMA. 2005;294:1534e40. 

[15].  El-Serag HB. Time trends of gastroesophageal reflux disease: a systematic review. Clin Gastroenterol Hepatol. 2007;5:17e26. 

[16]. Altman KW, Stephens RM, Lyttle CS, Weiss KB. Changing impact of gastroesophageal reflux in medical and otolaryngology 
practice. Laryngoscope. 2005;115:1145e53. 

[17]. Kambic V, Radsel Z, Zargi M, Acko M. Vocal cord polyps: incidence, histology and pathogenesis. J Laryngol Otol. 1981;95:609– 

18. 

[18]. Baitha S, Raizada RM, Kennedy Singh AK, Puttewar MP, Chaturvedi VN. Clinical profile of hoarseness of voice. Int J 
Otorhinolaryngol Head Neck Surg. 2002;54(1):14–8. 

[19]. Khavasi PS. Aetiopathological study of hoarseness of voice [thesis]. Bangalore: Rajiv Gandhi University of Health Sciences; 2005. 

[20]. Parikh NP. Aetiological study of 100 cases of hoarseness of voice. Indian J Otolaryngol. 1991;43(2):71–3. 

[21]. Deshmukh. Clinical study of hoarseness of voice [thesis]. Gujarat: Gujarat University; 1976. 

[22]. Batra K, Motwani G, Sagar PC. Functional voice disorders and their occurrence in 100 patients of hoarseness as seen on fibreoptic 
laryngoscopy. Int J Otorhinolaryngol Head Neck Surg. 2004;56(2):91–5. 

[23]. Rao SV, Sharma VS, Subba Rao MV, Keerthi GS, Deta SI, Seepana PT. Etiopathology of hoarseness of voice: a clinical study. Int J 

Phonosurg Laryngol. 2016;6(2):64–7. 

[24]. Hamdan AL, Jaffal H, Btaiche R, et al. Laryngopharyngeal symptoms in patients with asthma: a cross-sectional controlled study. Clin 
Respir J. 2016;10:40e7. 

[25]. Campagnolo AM, Priston J, Thoen RH, Medeiros T, Assunção AR. Laryngopharyngeal reflux: diagnosis, treatment, and latest 
research. Int Arch Otorhinolaryngol. 2014;18:184–91. 

[26]. Vaezi MF, Hicks DM, Abelson TI, Richter JE. Laryngeal signs and symptoms and gastroesophageal reflux disease: a critical 
assessment of cause and effect association. Clin Gastroenterol Hepatol. 2003;1:333e46. 

[27]. de Bortoli N, Nacci A, Savarino E, et al. How many cases of laryngopharyngeal reflux suspected by laryngoscopy are 

gastroesophageal reflux disease-related. World J Gastroenterol. 2012;18:4363e70. 
[28]. Nunes HS, Pinto JA, Zavanela AR, Cavallini AF, Freitas GS, Garcia FE. Comparison between the reflux finding score and the reflux 

symptom index in the practice of otorhinolaryngology. Int Arch Otorhinolaryngol. 2016;20:218e21. 

[29]. Sone M, Katayama N, Kato T, Izawa K, Wada M, Hamajima N, et al. Prevalence of laryngopharyngeal reflux symptoms. Otolaryngol 
Head Neck Surg. 2012;146(4):562–6. 

[30]. Feshan M, Puthukudy PA, Odayappan A. Role of flexible fiberoptic nasopharyngolaryngoscopy and indirect laryngoscopy in the 

diagnosis of laryngopharyngeal pathologies. Int J Otorhinolaryngol Head Neck Surg. 2024;10:172–7. 

[31]. Van Rensburg CJ, Kulich KR, Carlsson J, Wiklund IK. What is the burden of illness in patients with reflux disease in South Africa? 
South Afr Gastroenterol Rev. 2005;3:16-21. 

http://www.iosrjournals.org/

