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A Case Report Diagnosed with Rosai-Dorfman Disease by Voice Change

Hye Jin Hwang, MD', Eun Jung Lee, MD', Sung Eun Choi, MD* and Hong-Shik Choi, MD, PhD'

'Department of Otorhinolaryngology; *Pathology, Gangnam Sevrance Hospital, Yonsei University College of Medicine,
Seoul, Korea

Rosai-Dorfman disease is a rare disorder of unknown of etiology and is usually associated with benign proliferation of hema-

topoietic and fibrous tissue that often manifest in the head and neck region. We report a case of extranodal Rosai-Dorfman dis-

ease presenting in the neck, subglottis and nasal floor diagnosed by voice change.
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Fig. 1. Preoperative stroboscopy.
Stroboscopy shows bulging exo-
phytic mass originated from subglot-
fis. Airway obstruction is shown more
than 50% on inspiration because
of mass effect of subglottis (x : Sub-
glottic mass, left).

Fig. 2. Preoperative neck CT axial image. CT image shows low density submucosal lesion on left subglottic area (A). Borderline lymph
node at left level Il area is also noted (B). Nasopalatine bony portion margin is not well demarcated because of inlammatory

change of nasal cavity (C).

Fig. 3. Fungating mass lesion origi-
nated from left subglottis is noted
and removed using alligator for-
cep under Dedo scope (A). After
subglottic mass removal, airway
patency is verified (B).




Fig. 4. Inflammatory lymphocyte in-
filtration around and inside of the
thickened fibrous capsule (A). Fol-
licular effacement with sinusoidal
dilatation showing diffuse infiltra-
tion of lymphophagocytic histio-
cytes (emperipolesis), accompanied
by variable inlammatory infiltrates
and thickened fibrous capsule (B).
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Fig. 5. Postoperative stroboscopy.
Vocal cord mobility is infact and
airway patency is also intact after
subglottic bulging mass removal
status (A). Vocal cord margin is reg-
ular and well-healing status is shown
as granulation fissue (B).
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