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Radiological Case of the Month
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A

HEALTHY 21-month-old boy presented
with a 4-day history of cough and a 2day history of fever. His medical history
was significant for being a seronegative
32-week term gestational product of a human immunodeficiency virus–positive mother, and for
1 hospitalization for gastroenteritis. During the course
of his illness he had decreased oral intake and was ob-
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served to grab his throat and complain of pain, while playing with his toys and sucking on a pacifier. Physical examination findings showed his temperature was 35°C;
heart rate, 100 beats per minute; respiratory rate, 28/
min; and oxygen saturation rate, 100% while breathing
room air. Examination of the lungs showed no stridor
or wheezing, but he had hoarseness on vocalization. His
neck was supple, with small, shotty, palpable lymphadenopathy, and his pharynx was mildly erythematous. Laboratory studies disclosed the following values: white blood
cells, 4.33109/L with a normal differential cell count. A
radiograph of the lateral aspect of the neck (Figure 1)
and laryngoscopic examination were performed
(Figure 2).

Figure 1.

Figure 2.
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Denouement and Discussion
Epiglottic Cyst
Figure 1. A rounded, smooth enlargement of the epiglottis. The remaining
supraglottic, glottic, and infraglottic soft tissues are normal. The aryepiglottic
folds are thin and concave.
Figure 2. The lingual surface of the epiglottis reveals a 1-cm epiglottic cyst.

A

s surgical treatment, an incision was made on the
lingual surface of the epiglottis and a 1-cm cyst
was removed. The cyst at excision was punctured, a large amount of mucoid material was suctioned,
and the remaining mucosa of the cyst was excised. The patient received intravenous antibiotics and corticosteroids
and was extubated 24 hours later without any respiratory
compromise. At that time, indirect laryngoscopy showed
the epiglottis decreased in size and wound healing progressing. He was observed for 24 hours and was discharged from the hospital without any sequelae. The pathologic specimen was a 1.230.830.3-cm epiglottic cyst, with
no epithelial lining to allow further classification.
The causes of laryngeal voice disorders are categorized into 2 general groups: congenital or acquired
structural abnormalities and neuromuscular functional
problems.1 DeSanto et al2 reviewed 20 years of laryngeal
cyst cases at the Mayo Clinic, Rochester, Minn. Laryngeal cysts are believed to occur from mucous gland duct
obstruction and glandular dilatation.3 Most cases were
detected in the sixth decade of life; a laryngeal cyst is a
rare finding in a child. Unlike our patient, almost two
thirds of the patients described were asymptomatic. The
238 cysts were classified as saccular or ductal, with a
rare case that was classified as a thyroid cartilage
foraminal cyst. There were 67 cysts located at the epiglottis and all were classified as ductal. These epiglottic
cysts were found in the vallecula or on the lingual surface of the epiglottis. Symptoms vary with cyst size,
patient age, and airway extension.3 In adults the asymptomatic cysts were identified during routine dental
examination or while inducing anesthesia for surgery.
Macneil et al 4 described a 62-year-old patient with

epiglottitis and a previously asymptomatic epiglottic
cyst. As children have narrower airways, they usually
present with some form of respiratory distress, such as
stridor. Conway et al5 describe a 6-week-old girl who
exhibited stridor, a hoarse cry, and mild respiratory distress. At surgery she had a 23231.5-cm epiglottic cyst
that was removed from the epiglottis, vallecula, and the
base of the tongue.
Evaluation of a suspected structural laryngeal disorder begins with radiographs of the neck in the lateral
view, then computed tomographic scan or laryngoscopy. The surgical management of a laryngeal cyst can
include aspiration, marsupialization, or laser treatment.
Since the introduction of Haemophilus influenzae type b
vaccine, the incidence of infectious epiglottitis has sharply
declined in children.6 This case demonstrates the continued importance of diseases of the epiglottis in airway
compromise of children.
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