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ABSTRACT: INTRODUCTION: Congenital Laryngeal Cysts are a rare cause of neonatal airway 

obstruction. Most cases of the infants with Stridor are usually evaluated for laryngomalacia, croup, 

acute laryngotracheobronchitis and vocal cord paralysis. Flexible laryngoscopy in awake infant helps 

in identifying the cause for respiratory embarrassment. It can be easily managed once diagnosed. It 

will lead to high morbidity and mortality if one misses the true diagnosis. CASE PRESENTATION: A 

male infant aged 2 months was brought with the complaints of labored breathing since birth and 

developing Stridor since 3 days. Flexible awake laryngoscopy was done to diagnose the condition as 

Cyst of the Larynx. It was excised by micro laryngeal surgery. DISCUSSION: Various authors have 

classified the cysts of larynx depending upon their cell of origin, site of origin and its route of 

expansion. They are mainly ductal type and saccus type with or without endodermal elements. 

Treatment is either by endoscopic excision, marsupialization or excision through an external 

approach. CONCLUSION: Even though rare Cysts of larynx as a cause of infantile respiratory 

embarrassment should be kept in mind. Initial aspiration will confirm as well as help in intubation 

before undertaking micro surgery. Proper planning and total excision of the sac wall allowing the 

dependent drainage will avoid recurrence. 

KEYWORDS: Awake flexible laryngoscopy, saccular cyst, Ductal cyst, Laryngomalacia, 
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CASE REPORT: A 2 month old male infant was brought to the Out Patient department of Government 

ENT Hospital, Koti, Hyderabad attached to Osmania Medical College, Hyderabad with the presenting 

complaints of labored breathing since birth and Stridor since 3 days which was more during sleep. 

There was no history of difficulty in feeding and cyanosis.  

The protocol of evaluating infants with such history was adopted by undertaking basic 

investigations like X-ray chest and hematological parameters; keeping in mind the need for 

intubation under G.A. Initially awake flexible laryngoscopy was done on the next day.  

It showed a laryngeal cyst measuring 2X1.5 Cms and obscuring the laryngeal inlet 

predominantly occupying the right side. The cyst was smooth, glistening and seemed to arise from 

medial surface of the aryepiglottic and laryngeal surface of the epiglottis. 
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Fig. 1: Showing the Laryngeal cyst. 

 
 

 

As opined by the Anesthetist that intubation would be difficult and since the patient was in 

inspiratory Stridor, initial aspiration with vide bore needle was done to reduce the size of the cyst. 

The aspiration was thick straw colored fluid. Then the endotracheal intubation was done.  With the 

help of 00 endoscope guidance wall of the cyst was excised and marsupialization was done keeping in 

mind the dependant drainage. There was minimal bleeding. The specimen sent for Histo Pathology. 

Patient was extubated immediately after the procedure and postoperative period was uneventful.  

Intravenous antibiotics and steroids were given during this period, keeping a watch for 

difficulty in breathing. After 05 days the patient was discharged and referred to Pediatrician for 

further management. The HPE report was given as Lymphatic cyst. 

 

Fig. 2: Showing small and large spaces with Stratified Squamous epithelium. 
 

 
 

 

Fig. 3: Showing Surface mucus membrane with sub- mucosal loosely arranged fibro vascular stroma. 
 

 

Fig. 1: Epiglottis 
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Fig. 3 



DOI: 10.14260/jemds/2014/3441 

 CASE REPORT 

J of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 3/ Issue 45/Sep 18, 2014        Page 11047 
 

Serial sections studied shows stratified squamous surface epithelium, sub-epithelial loose 

fibro vasular stroma with Numerous, Large and small Lymphatics. Follow-up after 24months 

revealed a normal developing infant with no voice problems and no difficulties in eating or breathing. 

 

DISCUSSION:(1) Congenital saccular cysts of Larynx are unusual lesions that commonly present with 

respiratory obstruction in infants and children.(2,3) Congenital Laryngeal Cysts are thought to arise 

from obstruction of saccular ducts or from atresia of the Saccule itself. Laryngeal Saccule is a small 

duct arising from ventricle of the Larynx.  

It passes between the false vocal cords and the base of the epiglottis and the thyroid cartilage. 

It contains mucus glands and secretes mucus which drains into the roof of the anterior part of the 

ventricle. Hence saccular cysts of larynx are developmental failure in maintaining the patency of 

saccular ducts resulting in stagnation of secretions and cyst formation. They are different from 

laryngocele that they do not have an opening into the ventricle and they contain mucus.(1)  

On the other hand laryngocele is defined as dilatation or herneation of the Saccule and 

contains air. Laryngeal cysts expand through various structurally weaker areas of the Larynx. 

Saccular cysts are part of Laryngeal cysts presenting with variable degrees of air way obstruction, 

hoarseness and dysphagia.(4) The first classification of Laryngeal cystic lesions was described by 

Desanto et al. The authors divided all Laryngeal cyst in to saccular, ductal, and thyroid cartilage 

foramina cysts.(5)  

In 1997, Arens and Colleagues created a new classification system in which the location of the 

cyst and Histo-morphology were taken in to consideration. In this classification Laryngeal cyst were 

classified as congenital, retention or inclusion cysts.(6) Vito Forte from Toronto introduced a new 

classification system for congenital laryngeal cysts. In Type one Intra laryngeal cysts remain within 

confines of the larynx (endodermal elements only). In Type II cysts with extra laryngeal extension 

cysts extend beyond the confines of the larynx were included. A sub type II named as a, where cysts 

with Endodermal elements only are included.  

In Type II b both endodermal and mesodermal elements are included; like laryngotracheal 

duplication or diverticulum.(5) Classically, congenital laryngeal cysts have been histologically shown 

to be comprised of squamous or respiratory epithelium with a fibrous stroma (i.e. endodermal 

derivatives).(6) The Saccule is a membranous pouch located between the ventricular fold and the 

inner surface of the thyroid cartilage. The normal mucous membrane surface of the Saccule is 

covered with openings of 60 -70 mucous glands.(7)  

Endoscopy is the gold standard for diagnosis of saccular cysts. Endoscopic evaluation reveals 

a cystic lesion containing thick, mucoid fluid emanating from behind the aryepiglottic fold in the case 

of lateral cysts, or from the ventricles, and protruding into the laryngeal lumen in the case of anterior 

cysts. Needle aspiration may be useful in diagnosing the lesion, but drainage of the cyst offers only 

temporary treatment.(7) Marsupialization may be adequate for the treatment of small saccular cysts.  

However, in the case of recurrence of large cysts, endoscopic or open excision of the cyst is 

required so as to remove the cystic tissue completely. Open surgical approaches for congenital 

laryngeal cysts have been treatment in terms of healing is complete excision of the cyst.(8) For this 

reason, some authors recommend a cervical approach in the first intention, especially in case of large 

cysts, since it offers good extra mucosal exposure of the paralaryngeal space, facilitating cyst excision 

with minimal morbidity.  
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The technique used in all Forte V cases was an anterior approach midline thyroidotomy. The 

authors recommend following the cysts to its intra laryngeal origin. The midline thyroidotomy 

technique has, in their experience, proven to be an effective, safe way to completely remove 

congenital laryngeal cysts. This new classification system is based on the anatomic extension of the 

cyst and histopathology. This new system aims to aid the surgeon with surgical management of these 

cysts, with the goal of avoiding unnecessary open surgical procedures and also to preventing 

recurrence of the cyst and the need for repeated endoscopic treatments or tracheotomy. 

Airway obstructing saccular cysts in adults are rare laryngeal anomalies. Treatment with 

tracheotomy may be needed for control of the airway. There was no need for a tracheotomy in our 

patient as a strict protocol is followed in all pediatric patients presenting with labored breathing or 

Stridor. It should be remembered that if endoscopic excision of the cyst lining is incomplete, 

secondary scarring and fibrosis at the surgical site may cause expansion of the cyst in a direction 

away from the fibrosis, along a path of least resistance.  

To ensure that simple marsupialization is successful, one must create a wide opening in the 

cyst wall to allow continued decompression. The location of the cyst opening, the laxity of the tissues 

at the orifice and the anatomy, can influence the continued patency of the cyst. The cyst should be 

opened at or near the natural drainage point of the laryngeal Saccule. Our technique entailed 

endoscopic marsupialization of the cyst without damaging the laryngeal frame work. It is important 

to save the aryepiglottic fold which helps maintain the architecture of the supra glottic larynx and can 

possibly decrease the risk of aspiration.(9)  

Khodael et al. reported a newborn girl who developed marked inspiratory Stridor and 

respiratory distress immediately after birth. During intubation by a senior anesthetist, a large 

laryngeal mass was noted in the supra glottic region. In our case, intubation was avoided by the 

anesthetist and initial aspiration was advised.(10,11) Saccular cysts are rare and few reports on 

pediatric cases are found. While Stridor in infants is not a rare entity, congenital laryngeal cysts 

though rare potentially a fatal cause of airway obstruction within minutes after birth. (12) One case of 

a saccular cyst in a three month – old infant was described by Tosun et al.  

The infant presented with severe Stridor and respiratory distress. Direct laryngoscopy of the 

larynx revealed a Saccular cyst. The Stridor disappeared shortly after surgical excision under direct 

laryngoscopy.(13) Another two cases of laryngeal cysts in adults, one a giant laryngocele that needed 

tracheostomy and the other, a large saccular cyst, were described by penning et al.(13) Other case 

reports are found in small children and some authors favor complete excision by external cervical 

approach and others are for endoscopic removal of the cysts.  

The Prognosis of endoscopic removal of a saccular cyst depends on the specific case and the 

expertise of the surgical team. It is very rare condition, but as seen in the literature, its prognosis is 

good. A few authors have described some recurrence after endoscopic procedures and prefer an open 

external approach. Our case was successful with the endoscopic approach and showed good 

prognosis with normal voice and swallowing function. 

 

CONCLUSION: Congenital Laryngeal Cysts are rare but can cause respiratory problems in infants and 

children. Following a strict protocol in evaluating such infants by doing awake flexible endoscopy and 

preparing oneself to go ahead with either endoscopic or external approach removal to minimize the 

morbidity and mortality.  
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The cysts can be co- associated with laryngomalacia. Endoscopic marsupialization is an 

effective means of Treatment for ductal cysts and saccular cyst confined to the Larynx. 
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