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An Unusual Presentation of Reinke’s EdemaAn Unusual Presentation of Reinke’s Edema

The following case will be presented with a thorough 
review of the literature in order to discuss common 
patient demographics, presentation, pathophysiology, 
and recommendations for treatment based off various 
classification schemes. 

Figure 1: (A) Preoperative evaluation of 
ball-valve motion of mass ( ) into the *
airway during inhalation preoperative and 
(B) movement of mass above airway during 
exhalation.

Figure 3: (A) Intraoperative 
view of the vocal folds with 
severe polypoid 
degeneration. (B) 
Intraoperative view after 
biopsy taken. (  is mass,  is * V
true vocal fold)

Figure 2: (A) Axial cut showing obstruction at 
the level of the glottis from a soft tissue 
mass( ). (B1-3) Coronal anterior to posterior *
cuts showing the same ( ).*

A 68-year-old female with a history of chronic smoking 
and chronic obstructive pulmonary disease (COPD) 
presented to the Emergency Department (ED) with 
acute dyspnea for 24 hours. She had a history of 
dysphonia as well, but she denied any significant change 
in her voice.  She endorses feeling of constriction in her 
throat and specific tightening of her throat associated 
with her acute worsening of shortness of breath. Her 
fiberoptic flexible laryngoscopy in the ED demonstrated 
a ball-valving mass seeming to protrude from the left 
true vocal fold towards anterior commissure and 
obstructing >50% of the airway. Given her acute distress, 
she was consented for an urgent microdirect 
laryngoscopy with biopsy. 

Intraoperatively, a rigid direct laryngoscopy showed a 
large pedunculated, soft lesion attached to the left true 
vocal fold. Similarly, there was a smaller pedunculated 
lesion of similar character, but much small, coming from 
the right true vocal fold. Biopsies of the left mass 
revealed low grade dysplasia on frozen with large 
amount of reactive tissue and disordered maturation. 
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RE is a benign pathologic phenomenon where the superficial lamina propria layer of the vocal fold becomes edematous with a 
mucoid gelatinous fluid along its entire length (1). Because of this, the vocal fold becomes grossly enlarged and loses its synchronic 
vibratory wave. Within the later stages, polypoid degeneration further occurs, causing this mucoid fluid to be replaced by fibrous 
tissue septa that cause a polypoid appearance of the true vocal folds (1). Unfortunately, the exact mechanism of this pathologic 
phenomenon is largely unknown, but it is clinically strongly associated with cigarette smoking and tobacco exposure (2). However, it 
can also be commonly associated with vocal abuse, laryngopharyngeal reflux (LPR), or other inflammatory states (2). Luckily, RE is 
not often associated with dysplasia or other atypical changes, often quoted as 0-3% (3). Specifically, Marcotullio et al. demonstrated 
that the longer a patient is exposed to cigarettes, the more severe the lesion in addition to a high risk for recurrence of RE with 
continued tobacco exposure (2). 

The grading for RE is not standardized and various tools can be used depending on the desired measurement. For example, grading 
scales presented by Tan et al. translate RE symptoms as airway obstruction while Yonekawa et al are more based on amount of total 
vocal fold involvement and it’s affect on the voice (3, 4, 5). Additionally, given the unstandardized grading methods, there is no 
consensus for treatment. Medical management typically consists of voice rest, structured speech therapy, smoking cessation, and 
consideration for LPR management (1). Further invasive intervention is typically offered once smoking cessation is achieved and if 
there is no resolution or improvement of symptoms within 6 months. Surgical management can include microflap with removal of 
excess gelatinous mucosa with cold steel, laser ablation, removal of excessive superficial lamina propria with microdebrider, or 
radiofrequency ablation (1, 6). 

While most commonly the presentation of RE consists of changes in the voice, such as increase in jitter, shimmer, lower basal 
frequency, and decreased in maximum phonation time, RE can rarely present as respiratory distress (7, 8). Within the literature, 
only two case reports have been published describing an RE presentation with respiratory distress, one requiring emergent 
intubation and other requiring an awake tracheostomy (3, 9). While this presentation is unusual, the astute physician should always 
keep RE on the differential for acute airway compromise in a smoker or professional voice user. 

Reinke’s edema (RE) is a benign disorder of the vocal 
folds, characterized by swelling of the superficial lamina 
propria. This entity is commonly associated with 
smoking but has been shown to be associated with 
other inflammatory factors. While it most commonly 
presents with dysphonia, we present a case of RE 
presenting emergently with biphasic stridor and 
respiratory distress. 

: Most commonly, when treating RE, conservative 
measures such as smoking cessation are the first line of 
treatment. However, various OR treatments as well as 
office-based procedures have been evaluated for the 
best outcomes in patients with RE. Specifically, using 
cold steel, microdebrider, radiofrequency ablation, 
injections, and laser are various options in the OR versus 
laser or injections within the office setting. We will 
review the various literature comparing these 
techniques as well as compare the various grading 
techniques which have been proposed.
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