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Abstract
Haemoptysis in an adult is frightening for both patient and clinician and warrants
prompt evaluation and diagnosis. We report a case of a vallecular cyst (VC) in a thirty years
old male presenting with haemoptysis, the second case in literature with such presentation.
CO2 laser dissection of the VC after needle decompression was done with no complications

or recurrence in a 2 months follow‐up. VC have conflicting opinions in Classification,
evaluation, and management. In this report, these opinions are reviewed and discussed.
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Introduction
Laryngeal cysts are rare lesions, representing approximately 5% of all benign
laryngeal lesions.1 It is estimated that 10.5% of laryngeal cysts occur in the vallecular space.2
Vallecular cysts (VC) have been reported in literature under other names, such as mucus
retention cyst, pre‐epiglottic cyst, epiglottic cyst, base‐of‐the‐tongue cyst, and ductal cyst.3,4
This is probably due to the confusion surrounding the pathogenesis and aetiology of this
lesion. Adult patients with a VC generally have a benign course and commonly present with
symptoms of hoarseness, foreign body sensation and dysphagia.2,5 Cold excision technique
or repeated aspiration of the VC are the conventional modes of treatment.

2,4

However,

these are associated with high rates of recurrence. Newer methods, such as CO2 laser
excision and laser marsupialization were suggested.6,7 However, data is scarce to justify the
safety and efficacy of the latter methods. We report our successful experience in CO2 laser
excision of a VC in a patient who had an atypical presentation, haemoptysis.

Case Report
A thirty years old male presented to our service with a 10 day history of
haemoptysis. It was described as streaks of blood on a background of whitish mucous. It
stopped spontaneously in 4 days with no history of dyspnoea, fever, night sweats or weight
loss. He also reported that he had hoarseness, foreign body sensation in the throat and

difficulty breathing when sleeping in the supine position for 2 years. There was history of
voice abuse as he was a school teacher and 15 pack‐year smoking history was also reported.
He denied having dysphagia, heartburn or choking. His past medical and surgical history
were irrelevant except for bronchial asthma which was controlled by salbutamol inhalers.
70° rigid endoscopic examination revealed a vallecular mass measuring 2x2 cm and a small
nodular mass at the junction of the anterior third and posterior two thirds of the right vocal
fold. There was no evidence of other swellings or lymphadenopathy in the head and neck.
Vital signs and systemic examination were normal. CT scan and ultrasound of the neck
demonstrated a 1.7 x 2 cm cystic mass at the right vallecular space crossing the midline with
insignificant cervical lymphadenopathy and a normal thyroid gland (Fig. 1). Under general
anaesthesia, laryngoscopy confirmed the findings mentioned above and it also showed that
the cyst was attached firmly to base of the tongue and lingual surface of the epiglottis.
Using a large gauge needle aspiration of thick yellowish fluid & decompression of the cyst
was preformed to facilitate excision. After that, CO2 laser was set at a power of 6 watts,
acublade, a repeated pulse of 0.1 second, and a depth of 1 mm to completely dissect the VC
with its intact mucosal lining (Fig. 2). Next, the right vocal fold nodular mass was removed
using the cold excision technique. Histopathology analysis showed that the vallecular lesion
had benign squamous epithelium outlining, cyst like invaginations & no atypical changes
noted. Whereas the vocal fold lesion findings were consistent with a benign fibrous nodule.
Also, fluid cytology from the VC did not show the presence of atypical cells. Tissue culture of
the VC showed growth of Escherichia coli which was sensitive to most antibiotics and no
fungal growth. The patient was discharged the next day with no complications on
Cefuroxime 500 mg twice daily for one week. In a follow up 2 months post surgery, his
symptoms were relieved and endoscopic examination showed no recurrence (Fig. 3).

Discussion
Laryngeal cysts are considered rare lesions. In a 10‐year review at the Mayo clinic,
DeSanto et al, 5 reported 238 cases of laryngeal cysts & found that 52% originated from the
epiglottis, with most coming from the lingual surface. However, Arens et al,
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in another

retrospective review of 416 cases of laryngeal cysts reported that 10.5% originated from the
vallecula and the majority originated from the vocal folds. VC was found to be more
common in adults, in the fifth and sixth decades of life.5 Several classification systems and
theories concerning the aetiology of laryngeal cysts were suggested. The first classification
was by Myerson who separated laryngeal cysts into four types: retention, congenital,
traumatic, and lymph or blood cysts.

8

However, the most popular classification was by

DeSanto as he classified laryngeal cysts into either ductal cysts which account for 75% of all
laryngeal cysts or saccular cysts which account for 25%. Ductal cysts as he explained were
the result of submucous gland obstruction and subsequent fluid retention and were mostly
found at the vallecula. On the other hand, Saccular cysts were due to obstruction of the
saccular orifice in the laryngeal ventricle.5 Newman et al,1 used histological diagnosis to
divide laryngeal cysts into epithelial cysts (subgroups being saccular and ductal), tonsillar
cysts (has abundant follicular lymphoid tissue with squamous‐lined crypt‐like structures)
and oncocytic cysts (lined by epithelium which had undergone oncocytic metaplasia). In the
present case, the VC was lined by squamous epithelium but there was no lymphoid element
or oncocytic changes noted. On the other hand, Arens et al,2 used histomorphology and
location to classify laryngeal cysts into congenital, retention and inclusion cysts. He classified
congenital cysts as a separate entity as controversy surrounded its origin and a recent
classification system was introduced to classify congenital laryngeal cysts to clear that
confusion.9

Presenting symptoms of a VC varies depending on its size, amount of airway
obstruction, as well as age of the patient. In infants, inspiratory stridor and dyspnoea are
frequently noted, whereas in older children feeding difficulties and failure to thrive are the
most common symptoms.3,10 In adults, they tend to be asymptomatic,
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discovered

incidentally during an otolaryngologist examination or by an anaesthetist upon induction of
general anaesthesia leading to a difficult intubation.11 Symptomatic adults usually present
with hoarseness, throat pain, foreign body sensation, and dysphagia.

1,2

Rarely, a laryngeal

cyst can present as sudden death in an adult.12 Other than the case presented, the
presentation of haemoptysis in a case with a laryngeal cyst has only been reported once in
literature.13 Secondary infection of a VC could lead to such a presentation and may possibly
progress to epiglottitis or an epiglottic abscess. Streptococcus pneumoniae, beta‐hemolytic
streptococci, and staphylococci were the most prelevant in these cases.

7,14

With the

significant smoking history demonstrated in this case, laryngeal malignancies also should be
excluded as they can masquerade as a laryngeal cyst. 15
Evaluation of a suspected case of VC should start with rigid or flexible endoscopic
examination of the pharynx and larynx, in which visualization of the airway down to the
vocal folds is easily done and an obstructing lesion could be easily seen. There is dispute
among authors as what to do next in terms of imaging. Some suggest a lateral neck X‐ray
which in infants can be difficult to interpret and could also mimic acute epiglottitis with the
thumb sign. 3,7 Others suggest a CT scan or an MRI of the airway which localizes the lesion,
shows its extent, and can differentiate fluid‐filled cysts from air‐filled laryngoceles. A thyroid
scan is also advisable to exclude the possibility of an ectopic thyroid. 3,9,16
Definitive diagnosis involves direct visualization of the lesion under general
anaesthesia via laryngoscopy. The standard options of treatment include endoscopic

excision, marsupialisation, and deroofing with or without a CO2 laser. 2,7,16 Also, removal of
the cyst using an eve’s tonsillar snare was described.17 In a recent prospective clinical
series,7 the safety and effectiveness of laser marsupialization of epiglottic cysts via a
transoral route was evaluated in 28 patients. All of the patients enrolled did not have peri‐
operative complications or recurrences in a mean follow‐up period of 16 months.
Furthermore, the authors explained how this procedure was superior to the classical cold
techniques which were time consuming, resulted in intra‐operative bleeding, possible cyst
rupture and high recurrence rates. Other authors 7 advocated complete excision of the VC
by CO2 laser after decompression by aspiration. This technique was used in the presented
case and proved to be effective, free of complications and with no recurrence after 2
months.
In conclusion, although laryngeal cysts are rare lesions they should be thought of as a cause
in any patient presenting with airway complaints or voice changes. Haemoptysis seen in this
case is a very rare presentation of a laryngeal cyst, reported only once in literature, but may
indicate cyst infection or a malignancy which should be excluded and dealt with promptly.
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Fig. 1: CT scan of the neck demonstrating a vallecular homogenous cystic mass
narrowing the airway.

Fig. 2: A picture taken during micro‐laryngoscopy representing laser dissection of the VC
(white arrow) and the epiglottis (black arrow).

Fig. 3: Picture taken during follow‐up demonstrating no recurrence and
complete healing.

