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Introduction

Laryngeal cysts arise as a consequence of mucus 
retention within the submucosal glands or mucosal 
dilations of saccular larynges.1) They can occur at any 
site of the larynx and at any age. Symptoms can vary 
depending on the size of the cyst and the age of the 
patient. In most cases, patients are asymptomatic, but 
symptoms may include hoarseness, dysphagia, or 
neck swelling. Airway obstruction associated with la-
ryngeal cysts has been frequently reported in infants 
due to their small airways,2-6) but is rarely seen in 
adults.7) Therefore, the diagnosis of laryngeal cysts is 

often difficult and relies largely on clinical suspicion. 
Moreover, in adult patients with other airway diseases 
such as asthma or chronic obstructive pulmonary dis-
ease, diagnosing a laryngeal cyst is further complicat-
ed. Missing the diagnosis of this disease may result in 
fatal outcomes. We present the first case of a larynge-
al cyst coexisting with newly diagnosed asthma.

Case Report

A 70-year-old male patient with a 74 pack-year 
smoking history presented with persistent dyspnea for 
several hours. Oxygen saturation by pulse oximeter 
(SpO2) was 94%. Wheezing was present over all lung 
fields, and no active lesions were found on chest X-
ray. Pulmonary function testing showed a mild ob-
structive lung defect with full bronchodilator response 
(increase of FEV1 from 2.59 L/85% to 3.02 L/99%). 
Total IgE was 277 IU/mL and allergen specific IgE 
tests (MAST) were positive for Dermoides farinae 
and Dermoides pteronyssinuswas, class 4 and 3, re-
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spectively. Asthma was suspected. After two days of 
nebulized bronchodilator treatments and systemic ste-
roid, his symptoms almost normalized and wheezing 
was no longer appreciated on physical exam. He was 
discharged with a steroid/bronchodilator inhaler and 
an oral steroid. One day after discharge, he revisited 
the emergency room (ER) with sudden dyspnea and a 
choking sensation for 4 hours. However, his symp-
toms disappeared spontaneously soon after arriving at 
the ER. Auscultation revealed faint wheezing in the 
right lower lung field and SaO2 of 97%. The patient 
was admitted to the hospital for close monitoring, and 
again developed an abrupt choking sensation later dur-
ing the admission. At that time, oxygen saturation was 
found to be 94%, but a bronchodilator nebulizer could 
not be applied due to patient irritability. However, the 
symptom disappeared spontaneously after several 
minutes without intervention. The treating physician 
suspected gastroesophageal reflux disease or emotion-
al instability after smoking cessation. Esophagogastro-
duodenoscopy was done, and a laryngeal cyst was de-
tected incidentally. The cyst was pedunculated and 
partially obstructed the laryngeal inlet (Fig. 1A). How-
ever, when examined by an otolaryngologist, the cyst 
had changed in appearance and had substantially de-
creased in size (Fig. 1B). A neck computed tomogra-
phy (CT) scan showed a small cystic mass originating 

from the right aryepiglottic fold. The cyst was com-
pletely removed using a CO2 laser without rupture. Pa-
thology review revealed a laryngeal ductal cyst. The 
cyst was lined with stratified squamous epithelium and 
filled with abundant inflammatory cells, including his-
tiocytes and neutrophils. Beneath the epithelium, there 
was a fibrous stroma with lymphocytic infiltration. The 
patient was discharged the day after the surgery with-
out any problems. One month later, the diagnosis of 
asthma was confirmed by a Mannitol provocation test. 
The patient has been followed without evidence of re-
currence of the laryngeal cyst for 4 months.

Discussion

Laryngeal cysts are an uncommon disease and ac-
count for approximately 5% of all benign laryngeal 
lesions.8) While mostly asymptomatic, laryngeal cysts 
have sometimes been reported to cause sudden air-
way obstruction and death. Cases of fatal airway ob-
struction associated with laryngeal cysts have been 
predominantly reported in infants due to small air-
way caliber. On the other hand, reports in the adult 
population are rare.7) However, there have been sev-
eral autopsy reports on the sudden death of adult pa-
tients with laryngeal cysts.9-11)

The diagnosis of laryngeal cysts relies largely on 

Fig. 1. A : With esophagoduodenoscopy (EGD), a pedunculated laryngeal cyst was detected. The cyst originated 
from right aryepiglottic fold and obstructed the laryngeal inlet partially. B : When examined by tele-laryngoscopy, 
the laryngeal cyst was much smaller. There was not airway obstruction by the laryngeal cyst.
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clinical suspicion, particularly in cases of acute dys-
pnea. Moreover, laryngeal cysts coexisting with other 
respiratory diseases are difficult to diagnose. In this 
case, the patient was recently diagnosed with asthma 
and revisited the ER with sudden dyspnea. Although 
upper airway obstruction caused by a laryngeal cyst 
is fundamentally different from asthma symptoms, 
upper airway disease such as vocal cord dysfunction 
or a laryngeal cyst is not readily suspected in patients 
with a history of asthma in an ER setting. In fact, 
even without coexisting asthma, laryngeal cysts rank 
low in possible diagnoses for patients with acute dys-
pnea. However, if patients do not respond to asthma 
medications or recover without medications, as in this 
case, physicians should suspect other causes of dys-
pnea.

In this case, the episodic nature of the presenting 
symptoms made the diagnosis more difficult. Epi-
sodic dyspnea is not a typical symptom of laryngeal 
cysts and may be confused with an asthma attack. 
Additionally confounding and atypical was the mor-
phologic change seen with the cyst. By laryngoscopy, 
the laryngeal cyst was small and did not seem capa-
ble of causing such dramatic upper airway obstruc-
tion. If the patient had not been examined by esoph-
agoduodenoscopy prior to laryngoscopy, the laryngeal 
cyst might not have been diagnosed. In this context, 
a diagnostic trial and suspicion for another airway 
disease is important when symptoms persist despite 
appropriate asthma management. Other upper airway 
diseases such as acute epiglottitis, vocal cord paraly-
sis, laryngopharyngeal reflux, or bronchial foreign 
bodies can coexist and result in a diagnostic dilemma. 
In fact, these airway diseases are much different from 
asthma in terms of the nature of airway symptoms. 
However, when combined with asthma, the diagnosis 
can be difficult and other diagnostic pitfalls may exist, 
as in this case.

The episodic nature of dyspnea in this case may have 
been associated with the pedunculated structure of the 
cyst, which may have allowed for movement into or 
out of the laryngeal inlet. In terms of the decrease in cyst 

size, spontaneous rupture or decreased inflammation 
within the cyst by systemic steroids are two possible 
mechanisms for the observed size change. 

Needle aspiration, incision and drainage, endo-
scopic marsupialization, and resection via external or 
endoscopic approaches have all been used for the re-
moval of laryngeal cysts.12-16) However, external ap-
proach can cause significant morbidity, while marsu-
pialization, needle aspiration, or incision and drainage 
often lead to cyst recurrence.17,18) Recently, endoscop-
ic CO2 laser excision has been increasingly performed 
when possible. This method is reliable and safe for the 
removal of laryngeal cysts. In this case, the laryngeal 
cyst was completely removed using a CO2 laser, and 
there have been no symptoms of dyspnea or evidence 
of cyst recurrence after 4 months of follow-up. 

In conclusion, we report the first case of a laryngeal 
cyst coexisting with asthma. Clinical suspicion of a la-
ryngeal cyst is important for correct diagnosis, espe-
cially when the nature of the symptoms is somewhat 
different from those of preexisting asthma or symp-
toms that are nonresponsive to typical management. 
Diagnosing a laryngeal cyst is of great importance due 
to the possible fatal outcome associated with this con-
dition. It is important to remember that a laryngeal 
cyst can occur at any age, with any configuration, and 
at any site of the larynx, and may cause severe dys-
pnea. Because of the dangerous nature of this condi-
tion, it is worth the consideration of practitioners.

REFERENCE

1)	 DeSanto LW, Devine KD, Weiland LH. Cysts of the lar-
ynx--classification. Laryngoscope 1970;80(1):145-76.

2)	 Canty TG, Hendren WH. Upper airway obstruction from 
foregut cysts of the hypopharynx. J Pediatr Surg 1975;10(5): 
807-12.

3)	 Conway EE Jr, Bye MR, Wirtshafer K, Gereau S, Bassilla M. 
Epiglottic cyst: an unusual cause of stridor in an infant. Pe-
diatr Emerg Care 1991;7(2):85-6.

4)	 Gluckman PG, Chu TW, van Hasselt CA. Neonatal val-
lecular cysts and failure to thrive. J Laryngol Otol 1992;106 
(5):448-9.

5)	 Gutierrez JP, Berkowitz RG, Robertson CF. Vallecular cysts 
in newborns and young infants. Pediatr Pulmonol 1999;27(4): 
282-5.



120

J Clinical Otolaryngol 2015;26:117-120

6)	 Suzuki J, Hashimoto S, Watanabe K, Takahashi K. Con-
genital vallecular cyst in an infant: case report and review 
of 52 recent cases. J Laryngol Otol 2011;125(11):1199-203.

7)	 Ozgursoy OB, Batikhan H, Beton S, Dursun G. Sudden-
onset life-threatening stridor in an adult caused by a la-
ryngeal ductal cyst. Ear Nose Throat J 2009;88(3):828-30.

8)	 Newman BH, Taxy JB, Laker HI. Laryngeal cysts in adults: 
a clinicopathologic study of 20 cases. Am J Clin Pathol 1984; 
81(6):715-20.

9)	 Harruff RC, Bell JS. Asphyxiating laryngeal cyst. Am J 
Forensic Med Pathol 1987;8(1):68-70.

10)	Kastowsky TK, Stevenson MP, Duflou JA. Sudden death 
from saccular laryngeal cyst. J Forensic Sci 2006;51(5):1144-6.

11)	 Dada MA. Laryngeal cyst and sudden death. Med Sci Law 
1995;35(1):72-4.

12)	Abramson AL, Zielinski B. Congenital laryngeal saccular 
cyst of the newborn. Laryngoscope 1984;94(12 Pt 1):1580-2.

13)	Evans DA. Saccular cyst of the larynx. Otolaryngol Head 

Neck Surg 2003;128(2):303-4.
14)	Hogikyan ND, Bastian RW. Endoscopic CO2 laser exci-

sion of large or recurrent laryngeal saccular cysts in adults. 
Laryngoscope 1997;107(2):260-5.

15)	Nussenbaum B, McClay JE, Timmons CF. Laryngeal du-
plication cyst. Arch Otolaryngol Head Neck Surg 2002;128 
(11):1317-20.

16)	Ostfeld E, Hazan Z, Rabinson S, Auslander L. Surgical 
management of congenital supraglottic lateral saccular 
cyst. Int J Pediatr Otorhinolaryngol 1990;19(3):289-94.

17)	Danish HM, Meleca RJ, Dworkin JP, Abbarah TR. Laryn-
geal obstructing saccular cysts: a review of this disease and 
treatment approach emphasizing complete endoscopic car-
bon dioxide laser excision. Arch Otolaryngol Head Neck 
Surg 1998;124(5):593-6.

18)	Jeong WC, Hong KH. Clinical analysis of cystic neck mass. J 
Clinical Otolaryngol 1996;7(1):170-5.


