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Vallecular Cyst Inducing Acute Airway Obstruction in Neonate . Two Cases
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—ABSTRACT —

Vallecular cyst is a rare in children. Vallecular cyst consists of a unilocular cystic mass of variable size arising from
the lingual surface of the epiglottis and containing clear, non-infected fluid. Vallecular cyst has been reported in
the literature under different names and this has led to some confusion. Terms used have included mucous reten-
tion cyst, epiglottic cyst, base-of-the-tongue cyst, congenital cyst and more recently ductal cyst. This later name
originates from the classification of DeSanto et al, in which they grouped laryngeal cysts according to their loca-
tion and surface mucosa (Thyroid cartilage foraminal cysts ; Saccular cysts ; Ductal cysts). This classification has
become popular but has the limitation that, it was largely based on observation in adults and did not recognize dif-
ferent anatomical sites and variations in clinical presentation. Although these cysts are benign, they may cause se-
rious airway obstruction and even death if not treated appropriately. A mortality rate of about 40% in children
with laryngeal cysts was reported]l. Vallecular cyst or pre-epiglottic cyst is a rare but recognized cause of respira-
tory distress in infancy or immediately after birth. It has been associated with sudden airway obstruction resulting
in death. We experienced two cases of vallecular cyst with feeding difficulty and stridor in 2-month old female
and dyspnea in 4-month old male who symptom relief by endoscopic laser-assisted resection. With a review of lit-
erature, authors report two cases of vallecular cyst with the symptoms of upper airway compromise. (J Clinical
Otolaryngol 2012;23:321-324)
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Fig. 1. A : The coronal T2 weighted MRI scan shows a well-defined mass lesion (arrow) with high signal intensity at tongue
base. B : Confrast enhanced sagittal T1 weighted MRI scan shows no enhancement of mass at vallecula (arrow).

Fig. 2. High-resolution US image of the neck in the longi-
tudinal plane, performed with a convex 8—5 MHz trans-
ducer, shows a thin walled anechoic cyst (asterix) locat-
ed posterior the hyoid (h), cranial to the glottis (G) and
caudal to the tongue base (T) ; the air in the upper air-
way delineates the dorsal wall of the cyst (arrows).
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Fig. 3. lateral neck radiograph with an obvious sharply
delineated bulging mass in the vallecular space (arrow).
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Fig. 4. Axial (A) and sagittal reformatted (B) contrast-enhanced CT images show a hypointense mass (asterix) bulging

into the vallecular space.
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