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Abstract 
Background:  Reinke’s oedema is associated with the accumulation of fluid in the 
subepithelial area of vocal folds. It is caused by chronic tobacco consumption, vocal 
abuse and gastroesophageal reflux disorder. It may be associated with vocal cord polyp 
or laryngeal web formation. Narrowing of the glottic aperture leads to a difficult 
airway. We describe successful airway management in a patient with Reinke’s oedema 
via direct laryngoscopy with the backup of fiberoptic intubation and tracheostomy. 
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INTRODUCTION 
Reinke’s oedema is polypoidal degeneration of one or both vocal folds within Reinke’s space.1 Chronic irritation due to 

smoking, vocal abuse and laryngeal reflux are the potential contributory factors in the pathogenesis of Reinke’s oedema.2,3 

Patients affected with Reinke’s oedema present with different levels of dysphonia, hoarseness of voice and some also report 

breathing difficulties, depending on the lesion size.4 We encountered a patient with Reinke’s oedema having hoarseness 

and stridor who was scheduled for surgical management under general anaesthesia. 

 

CASE REPORT 
A 58 year old female presented with complaints of hoarseness of voice for the last 3 years which was progressively 

increasing in nature. The patient started experiencing difficulty in breathing and stridor in the last two months. She was a 

chronic smoker for the past ten yrs. Her breathing difficulties increased during supine positioning. During her opd visit, 

she was diagnosed with Reinke’s oedema. Indirect laryngoscopic examination showed swollen vocal cords with more 

involvement of the left side. The right side of vocal cord also had a polypoidal growth. The patient was posted for laryngeal 

cord stripping under general anaesthesia. During her pre-anaesthetic check-up, she was advised to quit smoking and 

nebulisation with budesonide. Informed written consent for tracheostomy, as well as awake fiberoptic intubation, was 

taken. Standard ASA monitors (NIBP, ECG and SPO2) were attached. Her heart rate was 90/min, BP was 140/78 mmhg 

and SP02 was 98%. She was premedicated with 0.2mcg glycopyrrolate. She was nebulised with 4% lignocaine in a semi-

recumbent position and the posterior pharyngeal wall was sprayed with 10% lignocaine. After preoxygenation for 3 min 

induction was done with Inj. Fentanyl 120mcg and Inj. Propofol 120mg. Anaesthesia was maintained with (O2:N2O = 

50:50) along with sevoflurane. The patient was planned for check laryngoscopy examination. During direct laryngoscopy, 

we found a very narrow glottic opening as most of the area was occluded by vocal cord oedema. The patient was given Inj. 

Atracurium 25 mg. Intubation was done with a 5 mm micro laryngeal tube without any airway trauma [Figure 1]. Polypoidal 
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growth, as well as bilateral vocal cord lesions, were excised. Postoperatively there was no bleeding at the operative site 

[Figure 2]. After completion of surgery vocal cords were visualised endoscopically for assessment of any residual oedema. 

The patient was given Inj. Hydrocortisone 100mg postoperatively. Extubation was done after the reversal of neuromuscular 

blockade. There was no sign of upper airway obstruction in the postoperative period. 

 

 

 
Fig 1. Endoscopic image showing edematous vocal cord along with polypoidal lesion after intubation 

 

 

 
Fig 2. Endoscopic image showing glottic aperture post operatively 

 

DISCUSSION 
Reinke’s oedema is a benign condition characterised by swelling of the superficial layer of lamina propria of the vocal 

fold. Hoarseness of voice is the chief clinical presentation.4 It is classified into four types. 

1. Oedema of unilateral vocal fold 

2. Oedema of bilateral vocal fold 

3. Oedema of one vocal fold with associated polypoidal lesion  

4. Oedema of both vocal fold with an associated polypoidal lesion in one or both vocal fold.5  

5. Our patient was type 4 Reinke’s oedema.  

The case described above had an anticipated difficult airway. There is limited space available for the passage of 

endotracheal tube in this condition so a smaller sized tube should be kept ready in advance. Airway management is of great 

concern specially in grade 4 Reinke’s oedema as the risk of airway obstruction is high. Patients having stridor are more 

prone to airway emergencies during tracheal intubation. Multiple attempts during intubation can further complicate the 

procedure. So careful handling of the airway by an expert anaesthesiologist should be done. Moreover, the risk of 
laryngospasm is also increased by repeated airway handling. 
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In our case, we preferred to do a check laryngoscopy under sedation to exactly assess the glottic opening. Posterior one-

third of the glottic opening was visible so we decided to proceed with intubation under direct laryngoscopy. Glidescope 

provides better visualisation of the glottic opening.6,7 But we couldn’t use it because of non-availability. The use of 

supraglottic airway devices as a rescue measure is controversial in such cases as positive pressure ventilation through a 

supraglottic device may be obstructed by bowing of oedematous cords leading to ventilatory failure.8 So we kept the backup 

plan of fibreoptic intubation and tracheostomy ready. 

  
Extubation is also a very crucial step in the management of such cases. Postoperative assessment of the degree of laryngeal 

oedema via direct or video laryngoscopy, and a quantitative cuff leak test should be done for better patient 

outcome.9,10  Post-extubation laryngeal oedema may lead to respiratory failure with need for reintubation. Airway exchange 

catheters (AECs) have been advocated in the Difficult Airway Society extubation guidelines for patients at risk for post-

extubation oedema.11 Prophylactic use of corticosteroids help to prevent post-extubation oedema in high risk patients.12 
, 19] 

 

CONCLUSION 
We would like to conclude that collaborative efforts from otolaryngologists and anaesthesiologists in the anticipated 

difficult airway are most important for managing anticipated difficult airway (Reinke’s oedema in our case) with 

obstructive features. 

 

Even in undiagnosed cases of Reinke’s care should be taken to properly evaluate and proceed for airway management. It 

is always prudent to keep backup plan for patient safety. 
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