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ABSTRACT

In this study, we report a rare case of herpetic infection of the larynx with vagus nerve palsy. Herpes simplex virus (HSV) and varicella zoster virus
(VZV) are among the most common viral causes of vagus nerve (VN) dysfunction. The clinical presentation of herpetic laryngitis is variable. The
diagnosis is clinical and can be confirmed by serological test or better yet by a PCR. When HSV or VZV infection is suspected, it is mandatory
to start the antiviral treatment rapidly, within 72 hours. The use of corticosteroids remains a controversial subject. The consequences of vagus
nerve damage are not negligible in terms of quality of life and may cause multiple symptoms due to the anatomical distribution of the nerve.
Once the diagnosis is confirmed, intensive voice and swallowing rehabilitation must be undertaken to limit the functional impact and quality of

life degradation.
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Introduction

Herpes simplex virus (HSV) and varicella zoster virus (VZV) are
members of the Herpesviridae family. These are neurotropic
viruses, and reactivations are frequently associated with cra-
nial polyneuropathy (1, 2). Indeed, cranial nerves V, VII, and VIII
are the most affected, but nerves VI, IX, X, XI, and XIl may also
be involved (2). Herpetic infection of the larynx is one of the
most common viral causes of vagus nerve (VN) dysfunction.
Its clinical presentation is variable. Herpetic laryngitis is mostly
characterized by lateralized odynophagia, dysphonia, muco-
sal vesicles, superficial ulcers, and unilateral vocal fold palsy. It
may also present as laryngeal inflammation, laryngeal stenosis,
granuloma, bilateral vocal fold paralysis, or even mimic a neo-
plasm (1, 3-6).

Case presentation

Here, we report the case of an 80-year-old woman admitted to
our hospital with complaints of odynophagia and dysphagia for
both solids and liquids. The patient gave her informed consent.
These symptoms appeared five days earlier. Pain was accom-
panied by right otalgia and dysphonia for a few days. General
physical examination did not reveal any abnormality. Videoen-
doscopy of the aerodigestive tract demonstrated a saliva stasis
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in the right hypopharynx, the paralysis of the right vocal cord,
and vesicular lesions over the right part of the endolarynge-
al side of the epiglottis and over the right aryepiglottic fold. A
swallowing test confirmed a moderate stasis of the bolus in
the vallecula and hypopharynx with postdeglutitive larynx pen-
etration. No skin eruptions or auricular vesicular lesions were
visualized. Herpes simplex virus (HSV) serology showed posi-
tive IgM at 3.10 (negative < 0.9 index) and positive IgG at 26.20
(negative < 0.9 index). VZV IgM test was also positive.

Antiviral therapy with acyclovir 800 mg per os was initiated,
with 800 mg four times a day for ten days. Owing to severe
dysphagia, the placement of a nasogastric feeding tube was
necessary for nutrition and medication. Intensive speech ther-
apy was started immediately, daily during the hospitalization
stay.

Because of this severe symptomatology, we decided to extend
the check-up. A videofluorographic swallowing study demon-
strated a suspicion of pharyngeal hypotonicity, bulging of the
cricopharyngeal muscle, intradeglutitive laryngeal penetration,
and a severe hypopharyngeal stasis. Abnormal contractions in
the lower esophagus were also revealed. Esophageal manom-
etry demonstrated a lack of relaxation of the lower esophageal
sphincter with esophageal spasms.
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Figure 1. Vesicular lesions over the right aryepiglottic fold.

On day six, right velar paralysis was discovered; however, the la-
ryngeal vesicles disappeared. A few days later, the patient had
gag reflex with vomiting. Two weeks later, new serological tests
were performed and revealed HSV positive IgM at 3.50 (nega-
tive < 0.9 index), HSV positive IgG at 30 (negative < 0.9 index),
but VZV IgM were negative. Due to persistent nausea and vom-
iting, a gastro-jejunostomy was put in place three weeks later,
and the patient was discharged with ambulatory rehabilitation.
The gag reflex and vomiting gradually disappeared one month
after the onset of the symptoms. The right velar paralysis re-
solved five weeks later. Injection laryngoplasty with hyaluronic
acid was performed in both vocal cords three months later to
palliate the glottal gap owing to persistent vocal cord paralysis.
Seven months later, the patient resumed a diversified diet and
the feeding tube could be removed. The right vocal cord immo-
bility persisted, but the voice quality gradually improved during
weekly speech therapy sessions.

Discussion

Severe dysphagia in herpetic laryngitis is not common. Vagal
nerve damage with vocal cord palsy is more frequently related
to VZV infection. Approximately one-third of cases are caused
by HSV infection (3). Laryngeal functions may be seriously af-
fected by a herpetic reactivation in the VN. Indeed, even af-
ter the acute painful phase, swallowing difficulties represent a
prolonged complication of this infection.® Videoendoscopy of
the swallowing process and videofluoroscopy have a key role
in the assessment of patients with this type of dysphagia and
lead to more appropriate swallowing rehabilitation and nutri-
tion choices (6, 7). Manometric studies confirm the videofluo-
roscopic findings and provide objective measurements.

Main Points:

Herpetic laryngitis with vagus nerve palsy is rare.

The diagnosis is clinical and can be confirmed by serological
tests or better yet by a PCR.

When herpetic infection is suspected, it is necessary to initi-
ate antiviral treatment within 72 hours.

Once the diagnosis is confirmed, intensive voice and swal-
lowing rehabilitation is mandatory to limit functional impact.

Severe dysphagia caused by vagus nerve herpetic neuropathy

Dysphonia may also be a long-term handicap after herpetic lar-
yngitis (6). On the basis of the size of the glottal gap, manage-
ment may include speech therapy alone or injection laryngoplas-
ty and type 1 thyroplasty in case of irreversible damage (8). In all
patients, videostroboscopy and a complete vocal assessment
will help clinicians obtain objective conclusions and follow-up.

Gastroparesia causing nausea and vomiting may also occur in
VN damage owing to loss of gastric motor control. Our patient
was, in that way, a perfect example of disease in such multiple
anatomic sites owing to a single nerve damage.

The diagnosis of laryngeal herpes may be suspected at the ini-
tial clinical examination and be confirmed by serological tests;
however, in VSV infection, IgM and IgG do not appear imme-
diately. IgM antibodies appear 8 to 10 days after the first visi-
ble mucosal lesions and may be detectable in 50% to 84 % of
patients only. IgG antibodies appear approximately five days
after the clinical lesions and reach the highest level after three
weeks (5, 9, 10). However, detection of the viral genome by
PCR is more sensitive and rapid than conventional serolog-
ic tests (5, 11). A laryngoscopy under general anesthesia with
smear test may be useful to perform samples.

In terms of treatment, it is mandatory to initiate the antiviral
agents within 72 hours after the first symptoms or after the
onset of vesicular lesions. Its role is to block viral DNA synthe-
sis at early viral proliferation stage to decrease post-herpetic
pain level and duration after the acute phase (12). However,
the combination of antiviral treatment with corticosteroids
remains a controversial issue. Although acyclovir and valacy-
clovir is equally effective against HSV and VZV, valacyclovir has
a better bioavailability. Post-herpetic neuralgia is a common
syndrome necessitating early pain management, responding to
tricyclic antidepressants like gabapentin, pregabalin, and tra-
madol or capsaicin (6). We preferred pregabalin for our patient.

The prognosis of VN recovery is reserved, particularly when it is
associated with a glossopharyngeal nerve palsy (12). Vocal cord
paralysis is the most common sequelae after HSV infection (3).
Complications, such as severe dysphagia, speech impairment,
or post-herpetic neuralgia, have a deep impact on the patient’s
quality of life. Early detection and rehabilitation might improve
long-term morbidity (6). In our patient, intensive rehabilitation
was started immediately and performed during the entire hos-
pitalization stay. For swallowing therapy, we essentially used lin-
gual and velar praxis, forced swallowing, manual therapy, some
postural strategies, and swallowing maneuvers with different
textures. For speech therapy, we worked on the projected voice,
subglottic pressure training, repetition of words and phrases,
and training with internal sounds in a straw. At the seven-month
follow-up, the patient recovered completely functionally de-
spite a persistent paralysis of the right vocal cord.
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Video 1. Videofluoroscopy - front
Video 2. Videofluoroscopy - side
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