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INTRODUCTION 

Laryngeal cysts are rare[1]. The first 

laryngeal cyst published by Abercrombie J 

in 1881[2]. Vallecular cysts a type of 

laryngeal cysts have been reported in 

literature under other names such as 

mucous retension cyst, pre-epiglottic cyst, 

epiglottic cyst, base of tongue cyst, ductal 

cyst [3]. In infants and children vallecular 

cysts present most commonly with stridor, 

failure to thrive [4] and feeding difficulty 

but may cause life threatening airway 

obstruction and death [3]. Here we are 

presenting a case of a vallecular cyst 

presented with noisy breathing. 

Case report 

A 7 month old child was brought to 

outpatient department in department of 

ENT HNS, TUTH with complains of noisy 

breathing associated with feeding difficulty. 

There was no history of fever, cough, fast 

breathing. The patient was treated with 
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multiple medications with no 

improvement. 

On routine examination all the findings 

were normal. Flexible 

nasopharyngolaryngoscopic examination 

was done which showed present of 

swelling in the left vallecula of size 3*3cm 

pushing the epiglottis posteriorly and to 

the right with narrowed normal 

endolarynx (Figure 1). 

Figure 1: Endoscopic picture showing 

swelling in the left vallecula displacing 

epiglottis posteriorly 

Radiological investigations with CT scan 

showed 3.5cm*2.5cm*2.5cm cystic lesion 

noted in left side of neck with no septation 

and solid component. The lesion was 

extending to ipsilateral vallecula and 

paraglottic region with narrowing of 

endolarynx (Figure 2) 

 

Figure 2: CT scan of neck showing cystic lesion 

in left vallecula. 

With the provisional diagnosis of vallecular 

cyst in the left vallecula patient underwent 

deroofing and marsupialization of the cyst 

with electrocautery under general anesthesia. 

There was no recurrence even after two years 

follow up.  

DISCUSSION 

The cause of a vallecular cyst is thought to 

be due to either an embryological 

malformation or obstruction of a mucous 

gland ducts [5,6]. Lymphatic malformation, 

angiomatous malformation also postulated 

as some of the potential causes of a 

vallecular cyst [7,8]. It usually arises from 

the lingual surface of epiglottis. It is 

epithelial lined cystic structure. Dilatation of 

crypts of the lingual tonsils is also 

considered another possible etiology. 

Histologically, it is epithelial lined cystic 

structure containing respiratory epithelium 

with mucous glands with an external 

squamous epithelium[3] often associated 

with lymphoid tissue. It contains clear, non 

infected fluid [3,9]. 

A vallecular cyst causes airway 

obstruction by its mass effect on 

hypopharynx [10] and also by posterior 

displacement of epiglottis resulting 

supraglottic obstruction[11]. This is 

significant when it is associated with 

laryngomalacia where airway collapse 

caused by negative airway obstruction 

exacerbated particularly during 

inspiration [12]. 

Infants present with sudden airway 

obstruction, which is observed 

immediately after birth or during the first 

weeks of life [3]. The main symptom is the 

congenital stridor [13] which is present in 

almost all patients described in the 

literatures. The mode of presentation 
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depends on the position and size of the 

cyst. Inspiratory stridor is the most 

frequent clinical presentation. Beside 

stridor dyspnea, feeding difficulties, cough, 

voice change, failure to thrive are other 

presentations [14]. Sometimes death has 

been reported due to severe laryngeal 

obstruction [15,16]. In literatures it has 

been mentioned as mortality almost 40% 

reported if not properly treated [17]. 

Patients may be asymptomatic at birth, but 

later develop obstructive symptoms that 

are occasionally exacerbated by an upper 

respiratory tract infection [18]. 

In adults it is usually asymptomatic but can 

present with globus, voice changes, 

dysphagia, odynophagia, dyspnea [19]. 

They can become infected and can result 

acute epiglottitis with or without abscess 

formation and life threatening airway 

obstruction [10,20]. Vallecular cysts may 

also be discovered during general 

anaesthesia administration where they may 

obscure view of glottis and cause difficult 

endotracheal intubation [21,22]. In such 

cases simple aspiration followed by 

intubation with laryngeal mask may help 

manage difficult airway [23].  Rarely such 

cyst may present as sudden death in adults. 

Common differential diagnoses of the 

vallecular cyst include thyroglossal duct 

cyst, dermoid cyst, lingual cyst, lingual 

thyroid, lymphangioma and hemangioma 

[18, 24]. 

Diagnosis of a vallecular cyst requires a 

high index of clinical suspicion. Flexible 

endoscopy can be done as initial workup 

but direct laryngoscopy is the main 

investigation tool for diagnosis of a 

vallecular cyst, as the presence of the lesion 

can be confirmed and the degree of airway 

compromise can be assessed [25]. As a part 

of initial workup, the diagnosis can be 

suggested by a lateral neck radiograph. 

Ultrasound helps in distinguishing the 

cystic nature of the lesion while CT scan is 

helpful in delineation the location and its 

extent in relation to the base of the tongue, 

vallecula, thyroid gland and particularly 

with neurovascular structures helping 

surgical exploration [25]. 

Antenatal diagnosis of this condition with 

ultrasound scanning 28 weeks of gestation 

and magnetic resonance imaging have been 

reported and would facilitate appropriate 

counseling and preparation at delivery 

[26].  

Postnatally direct laryngoscopy can be 

done to rule out other associated 

condition like laryngomalacia [12]. These 

cysts are rarely associated with fetal 

anomalies. However polyhydraminos, 

pulmonary hypoplasia, trachea, cervical 

vessels, hypoglossal nerve compression 

have been described [27]. 

Treatment options of vallecular cyst 

include conservative management (wait 

and see) for asymptomatic patients [28], 

cyst aspiration, marsupialization [29], 

surgical debulking, laser excision 

[3,11,12,30]. As treatment with aspiration 

only results more chance of recurrence, it 

isn’t recommended [5]. 

Marsupialization can be done with 

electrocautery or CO2 laser [3]. Carbon 

dioxide laser is reportedly useful as it can 

vaporize the epithelial lining to prevent 

recurrence [3]. First marsupialization with 

diathermy then remaining fragments of the 

lesion cystic wall using Nd: YAG laser has 

been described in literatures which allows 

sharp dissection without oedema and 

discharge on first postoperative day. 
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For larger lesions surgical access to base 

of tongue masses can be achieved 

transorally but greater exposure is 

provided via transcervial procedures 

using a mandibulotomy, lateral 

pharyngotomy or transhyoid approach. 

Cyst removal by open surgical resection 

with external laryngofissure via lateral 

cervical approach is described in 

literatures. 

Surgical treatment in adults consists of 

transoral power assisted marsupialization 

of the cyst using microdebrider is also 

described in literature [28]. Use of 

tonsillar snare for excision has also been 

mentioned [5]. 

Recurrence of disease is very high. 

Recurrence with simple excision is due to 

leaving the cyst wall. In such cases it is 

mentioned that it is essential to perform 

a marsupialization of the cyst with 

laryngeal knife, laser or diathermy. 

CONCLUSION 

Vallecular cyst is rare cause of noisy 

breathing in infants and children. In adults it 

is usually asymptomatic. Treatment of 

choice is marsupialization with 

electrocautery or laser. 
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