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ACTINOMYCOSIS LARYNX: A RARE ENTITY
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INTRODUCTION

Actinomycosis can be defined as “an
indolent, slowly progressive infection caused
by anaerobic or microaerophilic bacteria,
primarily from the genus Actinomyces, which
normally colonize the mouth, colon and
vagina” [1]. Disruption of mucosa can lead to
involvement of virtually any part of the body
most commonly cervico facial area [2].
Laryngeal involvement has rarely been
reported and is wusually secondary to
mandibular disease [3].

CASE REPORT

Our patient, a fifty five year old poultry
farmer presented with two years history of
throat discomfort, for which he had taken
steam inhalation. For the last two months he
noticed a change in his voice and presented in
Combined Military Hospital Rawalpindi on
second Feb 2007. On examination he was
found to be hoarse. His Indirect
Laryngoscopy (IDL) showed oedematous
cords. Rest of his examination did not reveal
any abnormality. After preoperative work up
including Blood CP and X-ray Chest, patient
was planned for Direct Laryngoscopy (DL).
He underwent DL on 8-2-07, which revealed
oedematous cords with yellowish spots. Left
vocal cord appeared more swollen so
stripping of left vocal cord was carried out
and the material sent for histopathological
examination and culture studies. A
differential diagnosis of Reinke’s odema and
Actinomycosis larynx was made.

Histopathology report received showed
actinomycosis larynx. Culture report was
negative. Final diagnosis of Actinomycosis
larynx was made because of presence of
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Sulphur granules (yellow spots) on naked eye
examination of vocal cords during DL, and a
positive hitopathology report. The patient
was started on Injection Benzyl Penicillin one
million unit international units intravenous
four times a day. This dose was continued for
four weeks after which patient were shifted
on tablet ciprofloxacin 500 mg twice daily due
to unavailability of oral penicillin V. The oral
therapy was continued for 3-6 months
depending upon the response. During the
treatment the hoarseness settled and IDL
showed reduction in odema of the vocal
cords.

DISCUSSION
Von Langenbeck in 1845 reported the
first case of human infection with

actinomycosis and he attributed it to a fungus
[4]. In the 1960's Waksman proved that
actinomyces were gram-positive bacteria [5].
There are five species of Actinomyces
identified as: Actinomyces israelli,
Actinomyces meyeri, Actinomyces
naeslundii, = Actinomyces viscosus and
Actinomyces  odontolyticus. ~ They are
members of the family Actinomycetaceae,
Stretomycetaceae and Actinoplanaceae. These
are gram-positive rods, and strict, or
faculative anaerobes. Morphologically they
are filamentous and branching in structure
[6].

Actinomyces infection was divided into
three distinct forms by Cope in 1938.
Cervicofacial form which occurred in 50% of
the cases, Pulmonothoracic form that
occurred in 30 % and the abdominopelvic
form that was responsible for 20 % of the
cases. Due to good antimicrobial agents the
last two forms are rarely seen [7].

The classic sulfur granules when present
can help make the diagnosis but are only seen
in approximately 40% of cases. However,
sulfur granules may also be seen in Nocardia
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infections and this distinction can be made by
the presence of acid fast staining seen in
Nocardia. To establish the diagnosis of
Actinomycosis, two of the following
conditions must be present: sulfur granules,
positive cultures, or biopsy specimens
showing the organism [8].

Laryngeal involvement, presenting as
hoarseness with the finding of an exophytic
lesion of the larynx, is a rare but important
presentation  because of its possible
misdiagnosis as a laryngeal malignancy.
Actinomyces can involve the tonsil [9],
parotid gland [10], hard palate, tongue,
lacrimal duct and orbit [11].

The current recommended therapy
include 4 weeks of high dose IV Penicillin (0.5
Mega Units to 4 Mega Units daily) followed
by a 3 to 6 month course of oral Penicillin
[12,13]. It is important to continue the
treatment even after total resolution of
symptoms. Literature has shown tetracycline,
erythromycin, ciprofloxacin, and clindamycin
to be effective against the disease. These
agents can be wused in Penicillin-allergic
patients [14,15].
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