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Congenital Vallecular Cyst Mimicking Laryngomalacia in 
Infants
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ABSTRACT
Objective: Stridor represents an emergency situation. It is a relatively common symptom during the infancy period. The 

commonest cause of inspiratory stridor and supralaryngeal airway obstruction in infancy is laryngomalacia. Laryngeal cyst is 
known to be found in association with supraglottic prolapse and is a rare yet potentially lethal cause of respiratory distress in 
the newborn. It is challenging to diagnose vallecular cysts as it may be asymptomatic initially. Diagnosis can only be made endo-
scopically. We present a case series of vallecular cysts with laryngomalacia in infants which is the largest study in Southeast Asia 
over the past five years.

Methods: A retrospective case series of six patients was reviewed over the past five years from 2013 to 2017 in Universiti 
Kebangsaan Malaysia Medical Centre (UKMMC) who presented with stridor and failure to thrive. Demographic data, presenta-
tion symptoms, pre- and intra- operative endoscope findings, management and post- operative care were retrieved and analysed.

Results: The predominant presenting signs were stridor (6/6), signs of respiratory distress (2/6), poor feeding (4/6) and fail-
ure to thrive (4/6). Age at presentation ranges from birth to 2 months. Delayed diagnosis was possibly due to lack of awareness 
in parents and the general practitioner. Direct laryngoscopy is diagnostic and therapeutic. A definitive diagnosis was achieved 
by direct laryngoscopy in all cases. Post- operatively, there was no evidence of recurrence following marsupialization of the cyst.

Conclusion: A diagnosis of vallecular cyst is challenging especially in co-existing laryngomalacia. Diagnosis requires a high 
index of clinical suspicion with careful inspection of the tongue base and direct endoscopic examination.
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INTRODUCTION

Laryngomalacia (LM) is the most frequent cause of stridor in new-
borns and infants and is the underlying reason in 60 to 75% of cases 
with stridor1) whereas vallecular cyst (VC) is a fairly uncommon but 
well recognised cause of upper airway obstruction and death in neonates 
and infants2). VC has potential to excite retching reflex, which may 
induce gagging and vomiting and may lead to feeding difficulties and 
failure to thrive3). Clinical co-presentation of VC and LM is very4). 
Although rare, physicians especially pediatricians or general practi-
tioners should be made aware of this condition as the patient usually 
presents to them first. We report six cases of infants with concurrent VC 
and LM over a 5 year period at our center.

DISCUSSION

Stridor is the most prominent symptom of upper airway obstruction 
in the paediatric patients. It is produced by the rapid, turbulent flow of 
air through a narrowed segment of the upper airway. The commonest 
cause of inspiratory stridor and supralaryngeal airway obstruction in 
infancy is laryngomalacia5). It usually presents with mild inspiratory 
stridor and rarely compromises the airway5). However, a second larynge-
al lesion should also be suspected when there is persistent stridor. 
12-45% of cases of LM had been reported to have synchronous airway 

abnormalities such as a laryngeal cyst6). Aryepiglottic cysts represent the 
commonest laryngeal cysts in children followed by vallecular Cyst 
(VC)6).

VC is a benign, unilocular cystic mass of variable size which arises 
from lingual surface of epiglottis and contains clear and noninfected 
fluid7). It originates from obstructed seromucinous salivary gland or 
result of an embryologic malformation and histologically, the cyst could 
be squamous or columnar2). VC although rare and may be asymptomat-
ic, it can present acutely with upper airway obstruction and potentially 
fatal if located within the larynx of infants and young children due to 
the small airway2).The infants with VC usually present with symptoms 
during the first few weeks of life. Clinical manifestations consist of var-
ious forms of upper airway obstruction such as inspiratory stridor, chest 
retraction, apnea, cyanosis, feeding difficulty and failure to thrive6,8).

The 6 cases described in this series involved infants born term. 
Cases reviewed by Suzuki et al showed predominant female in VC 
coexist with LM, however in this series, 4 cases were male infants9). 
Early detection is of utmost importance in order to achieve good out-
come. As illustrated in this series (Table 1), 1 patient was referred to the 
Otorhinolaryngologist immediately from a private hospital at the age of 
2 months old whereas 5 were referred and diagnosed late ranging from a 
month to 5 months. The first presentation to the general practitioner or 
hospital was delayed as parents were not aware of the urgency due to 
the intermittent symptoms of noisy breathing, poor oral feeding and 
poor weight gain which worsened over time. Five cases were managed 
by the general practitioners initially with subsequent referral to the 
Otorhinolaringologist made between 2 to 3 weeks. Intermittent inspira-
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tory stridor with subcostal and intercostal recession was presented clini-
cally in all cases and two were in respiratory distress.

The Otolaryngologist will initially perform a flexible nasopharyn-
golaryngoscope to look for the possible cause of inspiratory stridor. This 
can be done as outpatient if the child is clinically stable. Direct visuali-
sation by the direct laryngoscopy is the gold standard for diagnosis of 
VC and the degree of airway compromise can be assessed as showed in 
this case series (Image 1). VCs cause airway obstruction both by mass 
effect in the hypopharynx and also by inferior and posterior displace-
ment of the epiglottis, which may lead to supraglottic obstruction10). This 
is particularly significant in LM where there may be prolapse of mucosa 
overlying the arytenoid cartilages (Type 1), foreshortened aryepiglottic 
folds (Type 2) or posterior displacement of the epiglottis (Type 3) 
according to Olney Classification of LM (Figure 1)11). Based on our case 
series, child who presented with VC has shown to have a second laryn-
geal pathology of LM Type 1 and Type 2 (Table 2). In Infant who pres-
ents with VC and LM, altered airway dynamics caused by a progres-

sively enlarging cyst causes increased inspiratory negative pressures. 
This contributing to supraglottic prolapse and may lead to blockage of 
the laryngeal inlet and risk of respiratory airway distress12).

Treatment for VC includes endoscopic marsupialisation, complete 
surgical excision and de-roofing of cyst8). There were a number of dif-
ferent reported options to achieve marsupialisation, including cold steel 
micro instrumentation, CO2 laser and laryngeal microdebrider. 
However, in a small child, a small airway can be very challenging for 
intubation and marsupialization5). We performed endoscopic marsupial-
ization and excision of the cyst using cold instruments in all cases and 
with LASER in 3 cases. Marsupialisation along with aryepiglottopexy 
was performed in 1 patient. Aspiration of the cyst can be done prior to 

Table 1. Six Case Summaries With Similar Clinical Presentation At different Ages
PATIENT AGE OF ONSET (D)  AGE TO GP/ AGE TO  SYMPTOMS OUTPATIENT SCOPE 
 AND GENDER (M/F) HOSPITAL (D) ORL (D)  FINDINGS

 1 14 (M) 45 (GP) 60 ● Stridor with respiratory  ● Cyst at vallecular pushing the 
     distress  omega shaped epiglottis posteri- 
     ● Poor oral feeding  orly obscuring the laryngeal 
     ● Poor weight gain  inlet during inspiration

 2 1 (M) 122 (GP) 150 ● Stridor with respiratory  ● A small Vallecular Cyst with 
     distress  bilateral short aryepiglottic folds

     ● Poor oral feeding

     ● Poor weight gain

 3 1 (M) 30 (GP) 61 ● Stridor ● A midline cystic lesion from the 

     ● Poor oral feeding  vallecular region pushing the

       omega shaped epiglottis posteri-
       orly

 4 7 (M) 30 (GP) 122 ● Stridor  ● A cystic mass pushing the epi-

     ● Poor weight gain  glottis posteriorly

 5 61 (F) 61 (HOSPITAL) 61 ● Stridor ● Supraglottic cyst pushing the 

     ● Poor oral feeding  epiglottis posteriorly

 6 30 (F) 30 (GP) 61 ● Stridor  ● A Vallecular Cyst pushing the

     ● Poor oral feeding  epiglottis posteriorly with bilat-

     ● Poor weight gain   eral arythenoids prolapsed ante-

       rior medially into the laryngeal 
       inlet.
      ● A floppy epiglottis with normal 
       vocal cords mobility and appear-
       ance

Abbreviations:

D --- Day 

GP- General Practitioner 

M- Male ; F- Female

Figure 1. Classification of Laryngomalacia based on the site of 
supraglottic obstruction. 

 Type 1 Prolapse of mucosa overlying the arythenoid cartilages;
 Type 2 Foreshortened aryepiglottic folds;
 Type 3 Posterior displacement of the epiglottis. (Olney, et al. The 

Laryngoscope 1999)

Image 1. Vallecula cyst during direct laryngoscopy
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the marsupialization to ease the process of intubation in cases where the 
laryngeal inlet is obstructed due to a large cyst. A study by Ku in 2000 
of four cases supports the fact that use of CO 2 LASER is an efficient 
tool for VC marsupialization13). There are some reports in the English 
literature in which the stridor of the patient with coexistent VC and LM 
improved just after VC excision12).

Post operatively, all patients were monitored for 24 hours and were 
extubated in Peadiatric Intensive Care Unit uneventfully. There is no 

evidence of recurrence during the 3 monthly follow-up for at least 6 
months after the surgery. All patients had good weight gain with no 
residual stridor. Therefore, our case series suggests that marsupialisation 
is effective in treating VC with concurrent LM.

Figure 1. Classification of Laryngomalacia based on the site of 
supraglottic obstruction.

Table 2. Treatment and Outcome
PATIENT INTRAOPERATIVE SCOPE FINDINGS SURGICAL TREATMENT OUTCOME

1 ● Thick walled, broad based cyctic lesion  ● DL with marsupialisation and excisional  ● Vallecular Cyst confirmed by histology
  arising from the vallecular with prominent  biopsy of the cystic mass ● Child thriving well, no stridor on 3 monthly fol-
  blood vessels.   low-up. 
 ● The omega shaped epiglottis was displaced    ● No evidence of cyst recurrence, and the larynge-
  posteriorly by the Vallecular Cyst, obscuring    al inlet was well visualized on flexible scope.
  the view of the laryngeal inlet.   
 ● Clear, mucoid discharge upon drainage of the    
  cyst
 ● Redundant arythenoid mucosa noted as 
  Laryngomalacia type 1
 ● Normal bilateral vocal cords, subglottic up 
  till carina

2 ● A small left Vallecular Cyst with a broad  ● DL with marsupialisation and excisional  ● Vallecular Cyst confirmed by histology
  based peduncle was identified. biopsy of the vallecular Cyst and  ● No stridor, child tolerating feeding well with 
 ● Thick capsule with serous fluid during  supraglottoplasty good weight gain.
  marsupialisation. ● Bilateral aryepiglottic folds released with  ● Flexible scope performed 3 weeks post op 
 ● Short aryepiglottic folds noted as  LASER revealed a normal epiglottis without cyst recur-
  Laryngomalacia type 2   rence.
 ● Normal bilateral vocal cords, subglottic    
  up till carina

3 ● Midline Vallecular Cyst arising from the  ● DL with marsupialisation excisional  ● Vallecular Cyst confirmed by histology
  tongue base pushing the omega shaped  biopsy of the cystic mass ● On 3 monthly follow-up, patient tolerating feed-
  epiglottis posteriorly with Laryngomalacia    ing well with good weight gain.
  type 1   ● No evidence of Vallecular Cyst recurrence in the 
 ● Cyst was not attached to the lingual surface of    subsequent follow up.
  the spiglottis   
 ● Mucoid discharge from the cyst after incision    
  made using microscissors.
 ● Other Supraglottic structures, vocal cords, 
  subglottic up till carina appeared normal.

4 ● Supraglottic cyst with mucoid content located   DL with marsupialisation and excisional  ● Vallecular Cyst confirmed by histology
  at the vallecular region with broad base was   biopsy of the cystic mass ● No stridor during 3 monthly follow up
  identified ● Cyst was incised using cold instruments  ● Child tolerate feeding well with good weight 
 ● There was redundant arythenoid mucosa seen  and marsupialized with LASER gain
  showed Laryngomalacia type 1   ● No evidence of Vallecular Cyst recurrence in the 
 ● Other Supraglottic structures, vocal cords,    subsequent follow up.
  subglottic up till carina appeared normal 

5 ● Vallecular Cyst pushing the omega shaped  DL with marsupialisation and excisional  ● Vallecular Cyst confirmed by HPE
  epiglottis posteriorly with mucoid discharge  biopsy of the cystic mass ● No stridor during 3 monthly follow up
  seen upon decompression of the cyst. ● Cyst was incised using cold instruments  ● Child tolerate feeding well with good weight 
 ● Bilateral aryepiglottic fold, arythenoids and  and marsupialized with LASER gain
  vocal cords were normal as well as subglottic    ● No evidence of Vallecular Cyst recurrence in the 
  region up to carina.   subsequent follow up.
 ● Vallecular with Laryngomalacia type 1   

6 ● A Vallecular Cyst arising from the base of the  ● DL with marsupialisation and excisional  ● Vallecular Cyst confirmed by HPE

  tongue with a floppy epiglottis prolapsing  biopsy of the cystic mass ● No stridor during 3 monthly follow up
  posteriorly   ● Child tolerate feeding well with no choking epi-
 ● Bilateral arythenoids with redundant mucosa    sode

  was seen prolapsing anterior medially into the    ● No evidence of Vallecular Cyst recurrence in the
  laryngeal inlet with Laryngomalacia type 1   subsequent follow up.

Abbrevations: DL- Direct Laryngoscopy ; HPE- Histopathological Examination ; LASER- Light Amplification by Stimulated Emission of Radiation
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CONCLUSION

Laryngomalacia with a secondary upper airway lesion (Vallecular 
cyst) is a rare entity. Timely intervention ensures relief of the compro-
mised airway thereby avoiding tracheostomy. Awareness and a high 
level of suspicion are required for a quick diagnosis of a secondary 
laryngeal lesion or, as in our cases, vallecular Cysts. Surgical excision 
or marsupialization of the cyst is the treatment of choice and, when per-
formed in a timely manner, gives a good prognosis. Delay in referral 
should be avoided as it can result in respiratory distress and death.
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