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ABSTRACT
Objective: To emphasize that epiglottic cyst should be
considered in the differential diagnosis of all adults presenting
with stridor.

Case report: A 55-year-old male patient presented with stridor
of 2 days duration. He also had complaints of gradually
progressive difficulty in swallowing for solids and had muffled
voice for the past 3 months. Oropharyngeal examination
revealed a large cystic mass behind the base of tongue. An
indirect laryngoscopy and 70º telescopic laryngoscopy showed
a large cystic mass filling both vallecular regions obscuring rest
of the larynx. He underwent tracheostomy for airway distress
followed by excision of the cyst.

Conclusion: This case highlights the possibility of a rare
presentation of epiglottic cyst in an adult presenting with stridor
requiring an early definitive management.
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INTRODUCTION

Epiglottic cyst is a rare entity, presentation with stridor is
still rarer. They are mostly asymptomatic, but if large enough
can compromise the airway and present with stridor. Here
we highlight a rare case of large epiglottic cyst presenting
with stridor. It is emphasized that epiglottic cyst should be
considered in the differential diagnosis of adults presenting
with stridor.

CASE REPORT

A 55-year-old man with history of muffled voice and
difficulty in swallowing for solids of 3 months presented to
otorhinolaryngology department with stridorous breathing
of 2 days duration. Oro pharyngeal examination revealed a
large cystic mass behind the base of tongue. Indirect
laryngoscopy and telescopic examination of larynx showed
a large cystic mass filling both the vallecula, but its origin
could not be identified (Fig. 1). As cyst was pushing epiglottis
to posterior pharyngeal wall rest of endolarynx was not
visualized. Radiograph of the neck revealed a large cyst at
the level of C2 to C4 (Fig. 2).

He was taken up for emergency surgery in view of
impending airway compromise. Tracheostomy was done
anticipating difficult intubation. Boyle Davis mouth gag was

placed; a cyst measuring about 4 cm in diameter was
visualized in the vallecular region. A thick cheesy material
was aspirated from cyst to reduce its size, after which it was
seen arising from right half of the lingual surface of epiglottis.
Cyst was excised in toto and the base was cauterized.
Recovery was uneventful and he was decanulated after 2 days.
A well healed surgical wound was seen at the end of the 7th
postoperative day (Fig. 3).

DISCUSSION

Laryngeal cyst is a benign tumor and constitutes 4.3 to 6%
of all benign laryngeal tumors.1 52% of the laryngeal cysts
originate from lingual surface of the epiglottis.2 They may
be congenital or acquired. Congenital epiglottic cyst always
causes respiratory distress or even sudden death.3 Early

Fig. 1: Epiglottic cyst extending to oropharynx

Fig. 2: Radiograph of neck showing a large cyst compressing
the airway at the level of C2 to C4
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identification and timely intervention is life saving in
these cases.

Epiglottic cysts are incidental findings in adults. Most of
the adult epiglottic cysts are detected at 6th decade.1

Presentation in adult may vary from asymptomatic (small
cyst) and mild dysphagia to complete airway obstruction.
Secondary infection in the cyst can occur causing acute
epiglottitis and epiglottic abscess leading to sudden airway
obstruction.2

There are various pathological classification of laryngeal
cysts. DC Santo classified them into ductal, saccular and
thyroid cartilage foraminal types. Ductal (mucus retention)
cysts are thought to originate from obstructed submucosal or
salivary glands. Saccular cysts are less common and occur
in the plane of saccule. The modified working classification
divides cysts into epithelial, tonsillar and oncocytic.
A pathological classification by Ying Li Yun divides cyst
into retention, branchial cleft and epidermoid cysts.

The treatment of choice for large epiglottic cyst is surgical
excision. Large cyst causing airway obstruction is an
indication for tracheotomy prior to excision.2 Intubation is
difficult in such cases because it’s difficult to place the tip
of the laryngoscope into vallecula and lift the epiglottis.3

There are reports of death during intubation of large cysts.4,5

Various surgical methods include excision using nasal
endoscopes and Laser, microscope and CO2 Laser, Side
opened laryngoscope with snare and microdebrider.6-8

In our case, the patient presented with stridor, dysphagia
and muffled voice. The cyst was large enough to be visible
behind the base of tongue at oropharyngeal examination using
a tongue depressor. After basic hematological and
radiological investigation, patient was planned for surgery.

Tracheotomy was performed. The cyst was exposed using
Boyle-Davis mouth gag and excised in toto. A 3.5 cm cyst
has been reported by Fang in 2007. The size of cyst was 4 cm
in this patient, which is one of the largest, reported in literature
till date.

CONCLUSION

Large epiglottic cyst can present as airway obstruction. This
case highlights the possibility of a rare presentation of an
adult epiglottic cyst with stridor and difficulty in breathing
requiring an early definitive management.
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Fig. 3: 7th day Postop view of vallecula and epiglottis


