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CASE REPORT

Application of Virtual Endoscopy in Epiglottic Cyst

Young Sam Yoo," Jeong Hwan Choi,' Sang Woo Kim," Kuk Sung Woo' and Dong Won Kim?
'Departments of Otolaryngology Head and Neck Surgery, and “Thoracic and Cardiovascular Surgery, Sanggye Paik Hospital,

College of Medicine, Inje University, Seoul, Korea

Epiglottic cysts cause stridor mimicking asthma and hinder intubation in surgery. A huge cyst can obstruct the airway, making
laryngeal examinations impossible. Before surgery, complete visualization of the larynx is necessary for the successful excision
of a cyst. If laryngeal examination fails, computed tomography (CT) scanning can provide detailed information. Virtual endos-
copy based on CT data reconstruction can yield a detailed three-dimensional image of the larynx. Here, we report two cases of
epiglottic cysts along with virtual endoscopic findings and surgical photographs.
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Fig. 1. In rapidia-processing view,
the volume rendered profile image
is displayed in left widow. The curser
is situated between nasopharynx
and epiglottic in the lower right win-
dow. The virtual endoscopic image
is displayed in real-time at upper
right window (black circle). This pro-
cedure is repeated until good im-
age is acquired.
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Table 1. Measured size of the cysts

Caose 1 Case 2
E x cised specimens* 19.1x18.8 10.0x11.2
Computed tomography 17.7x16.0x23.7 17.7x17.3x14.8
Virtual endoscopy 20.0x15.7x23.7 15.0x15.0x14.8

x. Height can not be measured in excised specimens. Size;
width x depth x height (mm)
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Fig. 2. Views of cystin case 1. A: Lo-
ryngoscopic view showing an epi-
glottic cyst obstructing the larynx.
B: Photograph of an excised cyst.
C: Laryngoscopic view obtained 4
weeks after surgery. D: Virtual endo-
scopic view, which closely matches
the laryngoscopic image shown in
(A). E: Virtual endoscopic view clo-
ser to the cyst. F: Virtual endoscop-
ic view showing normal vocal folds
g below the epiglottis. In panels d, e,
228 ond f, “H" in the center of the orien-
tation cube in the bottom left indi-
cates that the reader is facing the

head side of the patient. In all fig-

ures the cyst is denoTed with “c”

vocal cord with *vc”, epiglottic cysf
with “c” eplgIoThs with “e”, uvula
with “u"”, and tonsil with “f”. “A",
e P R “L” denote anterior, poste-

WIW : NJA

YA rior, right and left, respectively.

Fig. 3. Views of the cystin case 2. A:
Laryngoscopic view showing an epi-
glottic cyst. The fip of the epiglottis is
visible. B: Photograph of the excised
cyst. C: Laryngoscopic view 1 week
after surgery. D: Virtual endoscopic
view, which closely matches the la-
ryngoscopic image shown in (A). E
Virtual endoscopic view closer to the
cyst. F: Virtual endoscopic view show-
20T ing the posterior portion of a vocal
EE¥| cord below the epigloftis. In panels d,
e, and f, "H" in the center of the ori-
| entation cube in the bottom left in-
dicates that the reader is facing the
head side of the patient. In all figures
the cyst is denoted with “c”, vocal
cord with *vc”, epiglottic cyst with
“c", epiglottis with “e”, uvula with
“u”, and tonsil with “t". “A", “P", “R".
& “L” denote anterior, posterior, right
and left, respectively.
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