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Management Dilemma in a Rare Case of Subglottic Mass in an 
Infant

Goh Bee See1),  Sarniza Zaino1),  Zara Nasseri1),  Liu Chian Yong2) 

ABSTRACT
Background: Subglottic masses in infants are rare. It may be due to cysts or infantile haemangioma (IH). Infantile haeman-

giomas typically present at 6 weeks of age and develop progressive upper airway obstruction. Subglottic cysts (SGC) present 
late, usually months after successful extubation. Clinical manifestations vary as it depends on the size of the cyst/mass involved 
and can be potentially life-threatening. 

Case Presentation: We report on a case of an 8-month-old baby boy with history of neonatal intubation with a subglottic 
mass but was misdiagnosed as laryngomalacia and recurrent croup. The diagnosis was delayed for 2 months after the initial pre-
sentation of upper airway obstruction. He had recurrence of symptoms after the first excision of the subglottic mass with the 
final diagnosis of subglottic haemangioma.

Conclusion: Subglottic cyst is a differential diagnosis in a case of premature infants with history of neonatal intubation that 
presents with stridor. However, infantile haemangioma may be missed due to its rarity and how it mimics the features of sub-
glottic cyst. 

KEY  WORDS
subglottic cysts, premature infant, infantile haemangioma, airway obstruction, stridor

Received on August 23, 2018 and accepted on November 3, 2018
1) Department of Otorhinolaryngology, Head and Neck Surgery, Universiti Kebangsaan Malaysia Medical Centre (UKMMC)
2) Department of Anesthesiology and Intensive Care, Universiti Kebangsaan Malaysia Medical Centre (UKMMC)
Correspondence to: Goh Bee-See
(e-mail:irenegbs@yahoo.com) 

301

INTRODUCTION

Paediatric subglottic cysts are a rare cause of respiratory obstruction 
in neonates. Neonates who present with stridor and a background of pre-

maturity and intubation should raise the suspicion of subglottic cyst1,2).
Endoscopic examination is the gold standard for the diagnosis of 

subglottic cysts. The treatment of choice is endoscopic marsupializa-
tion1,2,4). 

Apart from that, subglottic masses can also be due to subglottic hae-
mangioma which causes varying degrees of airway obstruction. They 
usually grow rapidly followed by a slow involution phase but not all 
involute completely. Many require active intervention due to their 
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Figure 1. Endoscopic view of unilateral broad base stalk arises 
just below posterior end of right vocal cord.  

Figure 2. Endoscopic view of the larynx after endoscopic marsu-
pialization with cold steel instruments and CO2 laser 
ablation. 



Goh B. S. et al.302

life-threatening nature in.

CASE  REPORT

A 6-month-old ex-premature 36-week male with history of intuba-
tion for 1 day presented with stridor and respiratory distress. He had 
been admitted 8 times previously for bronchopneumonia. Each admis-
sion presented with stridor and respiratory distress but not associated 
with fever, symptoms of an upper respiratory tract infection or foreign 
body aspiration. Examination revealed soft biphasic stridor with inter-
costal recession. FNPLS at our centre did not support the diagnosis of 
laryngomalacia and revealed normal supraglottic structures. A diagnos-
tic and therapeutic direct laryngo-trachesocopy was performed under 
spontaneous inhalational anaesthesia. His glottis was sprayed with topi-
cal lidocaine via an atomiser prior to suspension laryngoscopy. 
Supraglottic oxygenation was provided via a side port connected to the 
Parson laryngoscope. Intraoperative findings revealed a subglottic mass 
inferior to the right posterior third vocal cord (Figure 1 and 2). The mass 
was incised with a sickle knife and subsequently ablated using CO2 
LASER. Histopathological report supports the diagnosis of a cyst.

He was re-admitted a month later with stridor and respiratory. 
Follow up in clinic revealed stridor when crying. FNPLS did not show 
any significant findings. Due to the persistent stridor, another direct 
laryngo-tracheoscopy under spontaneous inhalational anaesthesia was 
performed. Endoscopic assessment revealed a broad-based firm mass in 
the right subglottic region. The mass was incised with microlaryngeal 
scissors but was vascular and needed monopolar diathermy to secure 
haemostasis. Histopathological examination reported as capillary hae-
mangioma.

Follow-up after discharge at 2 weeks, 2 months and 6 months 
showed complete resolution of stridor. 

DISCUSSION

Subglottic cysts may cause significant airway obstruction, which is 
reversible if diagnosed and treated early. The common aetiological fac-
tor is due to mucosal damage caused by traumatic/prolonged intubation. 
Lim J et all (2003) reported 55 infants with subglottic cysts with an 
average period of 10 days intubation. They gradually increase in size 
leading to a delayed onset of symptoms1-5).

A FNPLS provides insight into the dynamic function of the larynx. 
Direct laryngo-tracheoscopy/ and bronchoscopy is the gold standard in 
making the diagnosis6,7). 

Our current practice involves tubeless spontaneous respiration with 
volatile inhalational agents or total intravenous agents (TIVA) supple-
mented with topical local anaesthesia. This technique provides the sur-
geon with an unobstructed view for assessment of the upper airway 
without an endotracheal tube for respiration.

Endoscopic marsupialisation either with LASER or with cold 
instruments is the current method of treatment4-6). Subglottic cysts can 
recur, therefore, follow up is required to. Lim et al. (2003) found recur-
rence rates were as high as 43% meanwhile a study by See GB, Mesran 
I (2016) showed one of their patients had a recurrence at 1-2 month 
post-operatively8).

Meanwhile, Infantile subglottic haemangioma is rare and usually 

not evident at birth. The proliferation phase begins around 1  months of 
age, causing intermittent airway obstruction10). After this period, hae-
mangiomas begin an involution phase that can be variable. Early 
responders, representing 50% of patients with haemangiomas have com-
plete involution by 5 years of age, and late responders have complete 
involution between 10 and 12 years Endoscopically, the classic appear-
ance of subglottic haemangioma is a smooth, compressible, submucosal 
swelling ranging in colour from pink to blue, with or without a blush 
with pressure. 

Alternative ways to manage subglottic haemangiomas are; (i) "wait 
and see" with or without tracheotomy, (ii) systemic and intralesional ste-
roids, (iii) interferon, (iv) CO2 laser and (v) open surgery (laryngotra-
cheoplasty, submucous resection, tracheostomy)9,10). Bitar et al showed 
that CO2 laser surgery was the most widely used technique for treat-
ment of infantile subglottic haemangioma10). 

Recently, a new medical approach with propranolol has been pro-
posed with variable results. In this case, the swelling causing significant 
airway obstruction and incision was made for biopsy purposes that 
caused significant bleeding. Hence, the decision to manage with cold 
instruments was made.

CONCLUSION 

Endoscopic examination is required in all unresolved cases of stri-
dor as a flexible scope provides limited supraglottic view. Subglottic 
cyst or haemangioma can be managed endoscopically successfully. 
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