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Abstract

Introduction: Hoarseness is a common complaint encountered by Otorhinolaryngologist in daily practice. It can result from various causes ranging from minor infection to a more sinister pathology like malignancy. Thorough history and physical examination along with fibreoptic laryngoscopy and other special investigations may have to be performed to diagnose the cause of hoarseness.

Objective: To evaluate the etiological factors of hoarseness.

Materials and methods: This is a retrospective study carried out among the patients presenting with hoarseness in a study period from August 2014 to July 2015 in a teaching hospital. Routine as well as special investigations were performed when necessary to reach the diagnosis.

Results: There were a total of 76 patients; 46 being the males and 30 were females. The most common cause of hoarseness was vocal nodule accounting for 34.21% of cases; followed by 15.78% of patients each of functional voice disorder and laryngeal carcinoma; and inflammatory cause was responsible in13.15% cases of hoarseness. Neurological etiology was the least common cause of hoarseness (4; 5.26%).

Conclusion: The spectrum of etiological factors for hoarseness varies from minor functional voice disorders to a major pathological condition such as malignancy. Habitual dyshponia resulting from vocal abuse and misuse was responsible for the hoarseness in majority of our patients.
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Introduction

Hoarseness is defined as a change in the quality of voice which is caused by abnormal vocal cord movement [1]. Hoarseness is a vague complaint that encompasses various terms such as dysphonia, aphonia, dipophonia, dysresonance, voice breaks, odynophonia and vocal fatigue [2]. Hoarseness is a common reason for a visit to Otolaryngologists as it hampers the quality of life of an affected person. It is a symptom rather than a disease entity. So, the underlying cause has to be searched for.

Hoarseness is more common in certain professions such as teachers, singers, salesmen, preachers and leaders who have excessive use and misuse of voice. Young children who have habit of excessive talking or screaming are frequently suffered from this problem. Teachers have been found to have a higher incidence of dysphonia [3]. The etiology of hoarseness varies from upper respiratory tract infection to malignancies. Based on the onset of symptom hoarseness can be divided into acute and chronic [4]. Acute onset hoarseness is commonly seen which is usually associated with upper respiratory infection such as laryngitis, and the other causes include vocal abuse, smoking, laryngeal trauma and thyroid surgery [5]. Chronic or persistent hoarseness can be caused by vocal nodule, vocal cord polyp, vocal abuse, functional dysphonia, laryngeal neoplasms, respiratory papilloma, laryngo-pharyngeal reflux disease, post nasal drip, neoplasm of thyroid, esophagus and lung; granulomatous diseases like tuberculosis; and systemic diseases such as hypothyroidism and diabetes mellitus [6-9]. Most cases of acute onset hoarseness improve with conservative therapy such as vocal hygiene, voice rest, medications and voice therapy. All of these patients may not require laryngoscopic examination as these cases usually do not progress. However, hoarseness that lasts for longer than 3 weeks should be evaluated thoroughly [10]. Benign tumors like papiloma, haemangioma; or tumors like masses such as vocal nodule, vocal polyp and cyst causing hoarseness that do not respond to conservative therapy often need microlaryngoscopic surgery (MLS) of the lesions which has both diagnostic and therapeutic value. The delay in diagnosis of serious underlying disease such as malignancy; will have adverse effect on the prognosis. The main aim of this study is to evaluate the etiological factors responsible for hoarseness in patients presenting to a tertiary care hospital.

Materials and Methods

It is a retrospective study conducted among consecutive patients presenting with hoarseness or change in quality of the voice to the Otorhinolaryngology department of Chitwan Medical College Teaching Hospital, Nepal. The study period was from August 2014 to July 2015. The detailed history, thorough clinical (ENT and systemic) examination and the nasopharyngolaryngoscopy (NPL) were carried out in all of the patients. Routine and other investigations like chest x-ray, X-ray of soft tissue neck as well as special investigations such as direct laryngoscopy, computed tomography (CT) scan and histopathological examination (HPE) of laryngeal mass lesions were performed to find out the etiological diagnosis of hoarseness when necessary. The ENT examination of such patients included the examination of oral cavity, oropharynx, nose and nasopharynx, lower cranial nerves, cervical lymph nodes, laryngeal crepitus. Visual inspection of the larynx and hypopharynx was tried in almost all cases with indirect laryngoscopy as it is a simple and cost effective method. Fiberoptic laryngoscopy was also performed in all the cases for the diagnosis and exclusion of laryngeal causes of hoarseness. The data thus obtained from hospital record books was analyzed using SPSS 16 software.

Results

There were a total of 76 patients included in this study. Among these patients 42 (55.26%) were males and 34 (44.73%) were females with the male to female ratio of 1.23:1. The age range of the patients was 9 years to 89 years. The majority of patients presenting with change in voice belonged to the age group 31-40 years (20; 26.31%). The causes of hoarseness are shown in the Table 1.

Table 1: Etiological distribution of patients with hoarseness (n=76).








	Etiological factors of hoarseness
	Number of patients
	Percentage (%)



	Inflammatory
	 
	 



	Acute laryngitis
	9
	11.84%



	Tuberculosis of larynx
	1
	1.31%



	Structural or neoplastic
	 
	 



	Vocal cord nodule
	26
	34.21%



	Carcinoma larynx
	12
	15.78%



	Vocal cord polyp
	8
	10.52%



	Reinke’s edema
	2
	2.63%



	Laryngeal papilloma
	1
	1.31%



	Intubation granuloma
	1
	1.31%



	Neurological
	 
	 



	Vocal cord palsy
	4
	5.26%



	Muscle tension dysphonia
	 
	 



	Adduction gap
	10
	13.15%



	Dysphonia plicae ventricularis
	1
	1.31%



	Functional aphonia
	1
	1.31%




Discussion

Hoarseness is a term commonly used to describe any change in the quality of voice. However, some surgeons prefer to use the terms aphonia and dysphonia. The term ‘aphonia’ is used when there is no voice or a mere whisper; and ‘dysphonia’ is used to describe any alteration in quality of the voice. Hoarseness is a common reason for the patients seeking Otolaryngologist consultation in daily practice as it hampers the patient’s quality of life. Patients who use professional voice usually present early to an Otorhinolaryngologist when there is any change in voice. It may also be easily misdiagnosed and neglected in people who do not use professional voice especially in developing country like ours. We performed flexible NPL examination in all of our patients. Although video stroboscopic examination has been found to be a valuable tool in the early detection and diagnosis of various causes of dyshponia, it is not available in our hospital.

Hoarseness can affect people of all ages which are reflected in this study as the age range was 9-89 years. Present study showed a male preponderance with a male to female ratio of 1.23:1 that is similar to the results of Nwaorgu et al. [11] and Pal et al. [12] but the result is in contrast to many other studies which reported hoarseness to be more common in women [10,13,14]. In this study, the most common age group affected by change in voice was age group of 31-40 years, similar to the results of Batra et al. [15]. Although hoarseness can be a complaint of an underlying disease or condition in any age group ranging from young children to elderly people; overall the people of younger ages have been found to be more commonly involved as seen in some other studies [15,16]. People of younger age belongs to the productive group who are mostly involved in the vocal abuse and are concerned with the change in their voice which probably be the reason for majority of our patients belonged to younger age group. In spite of having the primary symptom of change in voice the other associated symptoms that were present in our patients included various symptoms such as sore throat, fever, cough, repeated desire of clearing throat, foreign body sensation in throat, vocal fatigue, dysphagia, odynophagia, dyspnea and neck swellings. The causes of hoarseness range from trivial viral infection to a serious pathology like malignancy. Similar etiological spectrum was also found in this study. Disorders of the voice are often multifactorial in aetiology. Frequently there is more than one condition to cause voice disorder for example muscle tension imbalance along with extra-esophageal (laryngopharyngeal) reflux. The causes of voice disorders can be classified to 4 main groups such as inflammatory, structural or neoplastic, neuromuscular and muscle tension imbalance [17].

In this study the most common cause for hoarseness of voice was found to be vocal nodule (34.21%). However, Baitha et al. [16] reported vocal nodules in only 12.72% of their patients. Koufman and Isaacson [2] have developed a classification system for professionals based on their level of voice use. Level I (Elite vocal performers): Voice users such as singers and actors, for whom even a mild vocal problem causes serious consequences to their careers. Level II (Professional voice users): Voice users for whom a moderate vocal difficulty would hamper adequate job performance; which includes the following professionals like clergymen, lecturers, politicians, public speakers, and telephone operators. Level III (Non-vocal professionals): Professionals in this group can perform their jobs with slight or moderate voice problems; only severe dysphonia endangers adequate job performance. This group includes teachers, doctors and lawyers. Level IV (Non-vocal/non-professionals): These are the people who are not impeded from doing their work when they experience any kind of dysphonia. People belonging to this group are labourers, farmers, homemakers and clerks. According to this classification, in the present study we found most of our patients presenting to us with change in quality of the voice were the teachers of primary and middle schools who belongs to the level III professionals. Other structural or neoplastic causes of hoarseness in this study were vocal cord polyp (10.52%); Reinke’s edema (2.63%), papilloma of vocal cord (1.31%) and intubation granuloma (1.31%).

Carcinoma of larynx and hypopharynx was found to be present in 12 (15.78%) patients. It was the second most common cause of hoarseness in our patients. Similar incidence i.e. 14.54% of patients having laryngeal carcinoma has been reported by Batra et al. [15] in their study. Some of our patients who were from remote villages were misdiagnosed at primary health centre (PHC) as having chronic obstructive lung disease (COPD) and; were on bronchodilators and other medications such salbutamol and steroid inhalers. Malignancy has to be ruled out in patient with persistent hoarseness of more than 3 weeks especially in chronic smoker who is above 45 years of age.

Both muscle tension dysphonia; and carcinoma of larynx and hypopharynx were responsible for the hoarseness in equal percentage of our patients i.e. 15.78% in each group. Frequency of adduction gap, dysphonia plicae ventricularis and functional aphonia that were responsible for muscle tension dysphonia is shown in the Table 1. Voice therapy is the mainstay of treatment for the muscle tension dysphonia. In our study, the frequency of acute laryngitis was 11.84% which was much lower than the study performed by Baitha et al. [16] that is 23.63%. Tubercular laryngitis was reported in a single patient (1.31%) in this study similar to the finding of Batra et al. [15] which is in contrast to the findings of Baitha et al. [16] who reported 5.45% frequency of tubercular laryngitis. Vocal cord palsy was responsible for hoarseness in 5.26% of our patients which is lower than the findings of Baitha et al. [16] (10; 9.09%). Vocal cord paralysis following hemithyroidectomy was responsible for a case of hoarseness which was temporary in nature that subsided later. Two were the cases of carcinoma of lung; however in a single patient the cause of vocal cord paralysis could not be identified and was labeled as ‘idiopathic’.

Regarding the treatment options, first of all such patients with change in voice should be assessed in a voice clinic in presence of speech and language pathologist where a treatment plan can be made. The type of treatment is based on the etiology of hoarseness. However, it usually consists of vocal hygiene, life-style and dietary advice, voice therapy, voice rest, medical treatment, MLS or phonosurgery. If the cause is malignancy then that follows a different treatment regimen based on the stage of tumor and patient’s desire to preserve or not the larynx.

In developing countries like Nepal lower socioeconomic status, poor nutrition and health condition, smoking and drinking habits and vocal habit are probably the major predisposing factors for the various causes of hoarseness. Improving the health status and awareness in general population in our society may help decrease the incidence of hoarseness.

Conclusion

The spectrum of etiological factors for hoarseness encompasses infections, minor functional voice disorders to a major pathological condition such as malignancy. Habitual dyshponia resulting from vocal abuse and misuse was responsible for the hoarseness in majority of our patients.
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