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Huge Tonsillar Cyst with Unanticipated Difficult Intubation: Case Report

Jae Ho Kang, MD, Dong Jin Yum, MD, Sung Ho Park, MD and Seung Woo Kim, MD
Department of Otolaryngology-Head & Neck Surgery, Seoul Veterans Hospital, Seoul, Korea

—ABSTRACT —

Laryngeal cyst, particularly epiglottic cyst, was usually benign. This was uncommon and constituted approximately
5% of benign laryngeal lesions. There was usually asymptomatic in adult, but might be symptoms, such as hoar-
seness, foreign-body sensation, pain, or dysphagia. Although a laryngeal cyst was harmless to the patient, the dis-
covery of this in the intubation of anesthesia was a potentially life-threatening problem. We experienced a case of
the large asymptomatic laryngeal cyst which caused the unanticipated difficult intubation. A 70-year-old man had
a lumbar herniation of nucleus pulposus. At the elective discectomy of neurosurgical department, the anesthe-
tist noted a large mass at epiglottis and had difficulty with the oropharyngeal intubation. This patient had transferred
to oto-rhino-laryngologic department. Direct laryngoscopy revealed about 5 cm sized cystic mass on the lingual
surface of epiglottis occupying vallecular area. Despite its size, the patient had remained asymptomatic. After some
days, we performed the awake needle aspiration of epiglottic cyst, and then this was excised by CO, laser under
microscopic laryngoscopy. Histologically, this cyst was the tonsillar cyst lined by the squamous epithelium with
underlying lymphoid follicles according to modified working classification.” Eighth months later, there was no
recurrence. (J Clinical Otolaryngol 2007;18:249-253)

KEY WORDS : Epiglottis - Laryngeal cyst - Tonsillar cyst.
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Fig. 1. Fiberoptic laryngoscopic finding. The cystic mass
(black arrow head) originated from the lingual surface
of epiglottis (white arrow head) and extended to the
vallecular area (black star).
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Fig. 2. Neck X-ray (soft tissue
density) finding. A : Neck
AP view showed the mass-
like density (black arrow
head) which partially ob-
structed the upper airway
at the epiglottis level. B :
Neck lateral view showed
the same.
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Fig. 3. Neck CT scanning.
A : Contrast-enhanced ax-
ial view at the tongue base
level showed the rim-enhan-
ced hypodense cystic mass
(black arrow) which parti-
ally obstructed the oropha-
rynx. B : That at the epiglo-
ttis level also showed that
the hypodense cystic mass
(black head arrow) origina-
ted from the lingual surface
of epiglottis (white head ar-
row).
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Fig. 4. Histopathologic fin-
ding. A : This showed lym-
phoid tissues lining with the
squamous epitheilium (H &
E, X12). B : The squamous
epithelium was well-diffe-
rentiated (H & E, xX200).
C : The lymphoid tissues had
multiple germinal centers (H
& E, X40). D : The multiple
germinal centers (black ar- |
row head) resembled to
that of lymph node or ton-
sillar crypt (H & E, X 100).
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Fig. 5. Immunochemical
stain finding. A : The positive
CD 3stain (xX100) of T lym-
phocytes. B : The positive
CD 20 stain (x100) of B
lymphocytes. The positive
cells was dark brown colo-
red.
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