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Original Article

VALLECULAR CYSTS IN ADULT POPULATION:
TEN YEAR EXPERIENCE

Aims & Objective:
To compare the results of LASER and cold knife surgery for the treatment of vallecular cysts in adults.

Material & Methods:
It was an retrospective study of 24 consecutive patients who underwent LASER and cold knife surgery
for vallecular cysts in university affiliated teaching hospital.

Results:

Three patients did not have adequate follow up & hence were excluded from the study. Patients were
assessed in follow up for any recurrences. Out of 21 patients, sixteen were male and five were females.
Age ranged from 14 -56 years and duration of symptoms was 1 — 14 months. All the patients revealed
a cyst in the vallecula on indirect laryngoscopic examination and plain X- ray soft tissue neck lateral
view. CT scan was done in two cases only. Tracheostomy was done in three patients for airway
management (LASER- 1,Cold Knife-2). Fifteen patients underwent LASER surgery where as six patients
underwent cold knife surgery. Lingual surface of epiglottis was the most common site of origin
(71%). Follow up ranged from 6 months to 48 months. Two recurrences were noted in cold knife
surgery group, whereas, no recurrence was noted in patients undergoing LASER surgery.

Conclusion:
LASER is a promising tool for treatment of vallecular cysts.
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INTRODUCTION:

Cystic lesions are common entities among the benign lesions in the
laryngopharynx. These are usually retention cysts of the minor salivary
glands and present at any age. Increase in the size of the cyst distorts
the anatomy of laryngopharynx. Although often asymptomatic in
adults, cysts can cause stridor, dyspnea, and feeding difficulties in
infants and young children. Symptomatic cysts are typically treated
by transoral marsupilization under microscopic, endoscopic, or direct
visualization with cold instruments or LASER. Aims and objective of
this study was to report our experience of treating cases of vallecular
cysts in adults as a retrospective review and compare the results of
LASER and cold knife surgery.

MATERIAL AND METHODS:

The retrospective study included cases of vallecular cysts who had
presented to outpatient department of Otolaryngology, Head and
Neck Surgery at Government Medical College and Hospital, Chandigarh
from 2000-2010. A total of 24 patients of vallecular cysts were treated
during this period. The patients were offered to choose for LASER or
cold knife surgery after explaining the advantage & disadvantage of
both procedures. LASER was selected as modality of treatment as they
felt it to be new and better modality.

All the patients underwent a detailed history and clinical examination
including indirect laryngoscopy at the time of presentation. They were
subsequently subjected to X- ray soft tissue neck lateral view which
revealed a soft tissue mass in the vallecula with varying degree of
epiglottic shift and narrowing of airway (Fig.1). Computerized
tomography was done in 2 cases as the indirect laryngoscopic findings
in these patients were suspicious. All patients were operated under
general anaesthesia. Consent for tracheostomy was taken from all the
patients. In all the cases, awake intubation was done to prevent the
laryngeal obstruction. Tracheostomy was done in three cases. In one
case, it was done for difficult intubation and in other two cases for
post-operative oedema. Fifteen patients were operated using LASER
and six patients were done with cold knife method.

Under endotracheal general anaesthesia, Boyle Davis mouth gag was
inserted to visualize the cyst in the vallecula. Throat packing was done
in order to prevent spillage of the contents of the cyst in case it is
ruptured. The cyst was held firmly with the help of tonsil holding
forceps and dissected from the vallecula and lingual surface of the
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| epiglottis leaving the
epiglottic cartilage
bare. A Ryle’s tube was
inserted for feeding in
the post-operative
period. Two patients
were
tracheostomised as
they developed
respiratory distress
after extubation. All
the patients were
closely observed in the
postoperative period
for any respiratory
distress. They were
given antibiotics,
steroids and anti-
inflammatory
analgesic drugs. Ryle’s tube was removed after 48 hours. and patient
was allowed liquids and semi solids orally. Tracheostomy which was
done in two cases was closed after two weeks & there was complete
healing in four to six weeks.

Fig.1. X- Ray soft tissue neck Lateral view
showing cyst in the vallecula (White arrow)

In LASER surgery group patients were also taken up under general
anaesthesia. The tube was wrapped with noninflammable material
as we did not have the special tubes used for LASER surgery. The cyst
was exposed in a similar way with help of Boyle Davis mouth. Wet
sponges were kept in the perioral area with double protection for the
eyes. All the instruments around the operative area were also protected
with wet sponges to prevent LASER associated complications. In few
patients exposure was not adequate, wide mouth direct laryngoscope
was inserted to visualize the cyst. The laryngoscope was fixed with
laryngeal suspension to keep both the hands free for instrumentation.
LASER beam was focused with the help of microscope, 400 mm
objective lens & LASER power was set to 10W, continuous mode. In
patients where Boyle Davis mouth gag was used LASER was delivered
through hand applicator (Fig.2).
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Fig.2: Photograph showing : A) Cyst in the vallecula, endotracheal
tube also seen in picture, B) LASER hand applicator (White arrow)
with focused beam (red spot) and end of Boyle Davis mouth gag
(Blackarrow), C) Immediate post- operative view, (D) Excised cyst

With the hand applicator, LASER beam was used to dissect the cyst
from the vallecula and lingual surface of the epiglottis as was done
in cold knife surgery method. In case of bigger cysts where we could
not locate the site of origin, it was punctured with LASER beam at one
point and contents were sucked. After controlled decompression, one
end of the cyst wall was held with a forceps and whole cyst was
excised. Ryle’s tube was inserted for feeding in post-operative period
and was removed after 48 hour.

RESULTS:

24 Patients were treated during a period of 10 years. Three patients
were excluded from the study as they did not come for follow up. Out
of 21 patients studied, sixteen were male and five females. The age
ranged from 32 to 60 years average being 46 years. The history of
feeling of foreign body or lump was present in all the patients. Other
symptoms were change in voice 14 (66.6%) and choking 2 (9.52%) of
the patients. Indirect laryngoscopy revealed a cyst in the vallecula
with shining surface in all the patients. Three patients were
asymptomatic and were diagnosed as incidental finding on plain Xray
soft tissue of the neck done for other purposes. The duration of
symptoms ranged from 1 to14 months. No patient presented with
respiratory distress requiring urgent tracheostomy.

The duration of follow-up ranged from 6 months to 96 months.
Recurrence was seen in 2 cases (33.3%), out of six cases treated by
cold knife method. The post-operative follow up revealed a mucosa
lined vallecula and some evidence of fibrosis at the lateral glosso-
epiglottic fold area. In cases where the cyst was arising from the lateral
free edge of the epiglottis, part of the epiglottis was excised and
resulting defect was observed in follow up examination. There was
no recurrence in cases treated by CO2 Laser.

Out of 21 cases lingual surface of the epiglottis was the commonest
site of origin in13 (61.9%) cases. This was followed by aryepiglottic
fold 5 (23.8%), base of tongue 2 (9.5%) and 1 (4.7%) from lateral wall
of vallecula. Histopathological examination (Fig.3) showed mucus
retention cyst in 17 cases (80.9%), lymphoepithelial cyst two cases
and myxolipoma and squamous cell carcinoma in one each

DISCUSSION:

Vallecular cyst also known as epiglottic cyst or mucus retention cyst
is classified as ductal cyst as a result of obstruction of the ducts of sub
mucosal glands. They constitute about 5% of benign lesions of the
larynx.1 Of the laryngeal cyst, vallecular cysts accounts for 10.5% to
20.1% of all laryngeal cysts.2 The most common location of epiglottic
cyst is lingual surface of the epiglottis. DeSanto et al reviewed 238
cases of laryngeal cysts over a period of 10 years and found that 134
(52%) were arising from the epiglottis3. These cysts gradually increase
in size and fill up the vallecula. Literature review reveals that there is
bimodal age of presentation. The peak incidence in adults is seen in
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5th and 6th decade and majority of the patients are males.45 The
symptoms vary depending upon the age of the patient, site of the
cyst and size of the cysts. In neonatal period the cysts have been
reported to cause noisy and labored breathing along with feeding
difficulties. The other presentation in children is failure to thrive.46.7.8
The other association in many of these children is laryngomalacia
which further compounds the problem. The cysts in adults are usually
asymptomatic and may be found as an incidental finding on X-ray or
at the time of intubation for some surgical procedure.9 Nearly 2/3rd
of the cysts are asymptomatic.6 The other symptoms in adults are
change in voice which is muffled, foreign body sensation, dysphagia
and choking episodes.10 Seventeen patients had a feeling of foreign
body or lump in the throat, six patients had change in voice and two
patients had choking episodes during night. Su CY and HSU JL also
reported the similar symptomatology with feeling of lump in 23
patients and change in voice in 5 patients.10 As the symptomatology
varies with the age of presentation so is the method of investigation.
In neonates and children flexible endoscopy may be required which
is confirmatory in almost all the cases where as in adults the cysts are
visible on indirect laryngoscopy. The cyst appears as shiny white mass
in the vallecula with prominent vasculature over it. In patients having
a strong gag reflex, 4% Xylocaine spray usually helps. Additionally
rigid laryngoscope & camera can be used in OPD to visualize the cyst
and record the pictures for documentation and also for postoperative
comparison. Unusual symptoms like dysphagia and haemoptysis has
also been reported in the litrature.’! The radiological investigations
include plain X-ray soft tissue neck which demonstrates a soft tissue
mass in the vallecula. (Fig.1) It is also helpful in knowing the degree
of obstruction of the airway. CT scan can fairly demonstrate the mass
in the vallecula and helps to differentiate it from the solid tumors. We
did CT scan in two patients only where we were suspecting some
other pathology. MRI has the best diagnostic effectiveness in
demonstrating the smaller cysts but may be difficult in children &
neonates.12 The differential diagnoses include internal thyroglossal
duct cysts, dermoid cysts, lingual thyroid, teratomas, lymphangiomas
and haemangiomas. The management of vallecular cysts remains a
challenge both in children and adults. Fiberoptic intubation without
any relaxant is a good proposition but sometimes due to the large
size of cyst and displacement of larynx it can be difficult. Direct
laryngoscopy and intubation by an ENT surgeon can be rewarding in
some cases. If this doesn’t work, decompress the cyst after topical
anaesthesia and intubate the patient. In neonates and children it has
to be done carefully and quickly to avoid desaturation. However,
tracheostomy always remains the choice when everything fails. We,
in our series, could intubate all the patients except one where we did
tracheostomy. Another important thing is putting a pack in the glottis
so as to avoid the aspiration of cystic fluid in case the cyst ruptures.
The conventional modalities of management of cysts include
marsupilization, de-roofing or excision. The complete surgical removal

Fig: 3: Photomicrograph showing a vallecular cyst lined by cuboidal
to columnar epithelium with mucous glands and lymphoid tissue
in its wall. (HE X 100)
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with laryngeal cold instrument is time consuming and difficult. We
have observed in our patient that with cold instruments the tissue
oedema is more because of the tissue handling and two of our
patients required tracheostomy after extubation. The complete
removal of cyst is proposed by most authors because simple aspiration
of the content of the cyst is likely to results in recurrence12,13,14,
Marsupilization and excision of cysts by LASER is new treatment
modality. This technique allows excellent depth perception and good
magnification, and permits more accurate assessment of the level of
resection. It has the advantages of superior surgical precision, control
and lower incidence of postoperative edema and pain15. However,
we, in our series, have removed the cysts in toto including the lining
over the lingual surface of the epiglottis so as to reduce the chances
of recurrence. In one of the case we resected part of the epiglottis as
it was not looking like a typical cyst but was firm, attached to the
epiglottis &filling the vallecula. The biopsy in this case was myxolipoma.
Histopatholgical reports in our series revealed majority of the lesions
to be mucus retention cyst in 17 cases apart from two lymphoepithelial
cyst, one each myxolipoma, and squamous cell carcinoma. This patient
was subjected to radiotherapy and is without any recurrence till date.
There was no recurrence in our series in patients treated with LASER
where as two cases recurred in cold knife group. Simple aspiration of
the cyst is associated with high recurrence.16 Suzuki et al reported
one recurrence in 39 cases after marsupilization.13 On searching the
Pubmed, we could not come across any study comparing the
recurrence rates with Cold instruments and LASER. Su et al reported
28 patients where they did transoral LASER marsupilization of the
vallecular cyst and did not find even a single recurrence.11 However
the literature is silent about the recurrence following the conventional
surgery.

CONCLUSIONS:
LASER excision is the promising tool for the treatment of vallecular
cyst.
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