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A Case of Large Laryngomucocele
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Introduction

A laryngocele is a rare entity caused by abnormal dilata-
tion of the laryngeal saccule; they are classified as internal,
external, or mixed according to the relationship with the
thyrohyoid membrane.” The frequency of laryngoceles has
been reported to be 1 per 2.5million persons per year with a
male predominance during the sixth decade of life.” Diverse
treatments including close observation, nonsurgical aspira-
tion, injection of sclerosing agents and surgical intervention
have been used based on the symptoms and size of the cyst.

Surgical excision can be performed via an external approach,
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endoscopy or a combination of both.

We report on the removal of a laryngomucocele from a pa-
tient by an external transcervical approach with subperichon-
drial dissection.

Approval for this procedure was granted by the institution-
al review board(No. 20090515/06-2009-66/84).

Case Report

A 35-year-old man was admitted to the clinic with swelling
on the right side of his neck that had fluctuated in size during
the past year. He had no history of smoking and denied any
other problems such as dyspnea, sore throat, dysphonia or a
chronic cough. The patient worked as a bus driver and had a
history of playing the trumpet in a military band for three
years in his early 20’s.

On physical examination, a 5.0X4.0cm, soft, non-tender,
easily reducible mass was identified in the right neck re-
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gion. On the laryngoscopic examination, there was a mild
elevated lesion around the right pyriform sinus. Bilateral
vocal folds showed normal mobility. The neck mass in-
creased in size on the Valsalva maneuver, puffing and
weight lifting. The computed tomography scan of the neck
revealed a large unilocular cystic mass with homogeneous
internal attenuation and a definite margin. The mass was
located at the anterior margin of the sternocleidomastoid
muscle at the hyoid level, extending internally through the
thyrohyoid membrane(Fig. 1). A laryngomucocele was the
most likely diagnosis. The pathological confirmation such
as fine needle aspiration biopsy was not performed before
the surgery. Other conditions such as a branchial cleft cyst,
cystic metastatic lesion, and laryngopyocele were included

in the differential diagnosis.

1. Operative procedures
Under general anesthesia, a 4cm incision was made around
the mass along the skin crease and the subplatysmal flap was

Fig. 1. Computed tomography shows a large cystic mass(white
arrow) at the hyoid level on the axial view.

elevated. Careful dissection was performed so as not to rup-
ture the laryngocele ; the hypoglossal nerve was identified
and preserved. The superior laryngeal nerve was identified
and traced distally through the thyrohyoid membrane. In
close proximity to the upper border of the ala of the thyroid
cartilage, the wall of the cyst grew into thyrohyoid membrane.
While the external part of the laryngocele was retracted out-
ward, the inner part was partially delivered through the thyro-
hyoid membrane(Fig. 2A). We performed subperichondrial
dissection along the upper margin of the thyroid cartilage to
expose the paraglottic space. The inner perichondrium was
incised horizontally with a sharp dissector and then the whole
internal part of the laryngocele was exposed. The mass was
removed without rupture. There was no definite connecting
hole to the internal cavity of larynx after removing the laryn-
gocele. However, a redundant paper-thin laryngeal outer wall,
which seemed to be the endolaryngeal mucosa, puffed up
with intended hyperventilation. The thin mucosal wall was re-
sected in purpose of preventing recurrence and closed primar-
ily in one layer(Fig. 2B). After reinforcing the laryngeal wall
by suturing the normal surrounding mucosal wall, an adhesive
collagen agent was applied to the resected area. We confirmed
the absence of air leakage during the intended hyperventila-
tion for 30 seconds. The neck wound was closed layer by layer
leaving a negative suction drain in place.

There were no acute complications and no evidence of inju-
ry to the hypoglossal and superior laryngeal nerves. On the la-
ryngoscopic examination, the right pyriform sinus showed
mild obliteration with normal vocal fold mobility, postopera-
tively. The patient had no problems with phonation or swallow-
ing during the follow up.

Grossly, the mass was 4.0x3.5X3.0cm, and filled with
milk-colored mucus material. Histologically, the internal wall
of the cyst had ciliated pseudostratified columnar epitheli-
um, consistent with the diagnosis of a laryngomucocele(Fig.

Fig. 2. A . On outward traction of the external part of the laryngomucocele, the inner part is partially delivered through the thyrohyoid
membrane(white arrow : thyrohyoid membrane, white arrow-head : thyroid notch). B : After resection of laryngomucocele, the
paper-thin laryngeal outer wall was puffed up with hyperventilation(black arrow : paper-thin lateral pharyngeal wall).
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Fig. 3. Histopathological findings of the resected mass showed
ciliated columnar epithelial lining (hematoxylin and eosin stain x
400).

3). The respiratory epithelium with cilia on the internal wall
of the cyst proves the specimen as a larygnocele rather than a
simple saccular cyst.

Discussion

A laryngocele can develop as a result of prolonged and re-
peated high intraglottic pressure such as with excessive cough-
ing, trumpet playing, and straining at stool. In this case, hav-
ing played the trumpet for several years in a military band might
have contributed to the development of the laryngocele.

A laryngocele can be diagnosed by the clinical characteris-
tics and the physical and through radiological findings. Plain
radiographs of the soft tissue taken with and without the Val-
salva maneuver can be of value ; however, computerized tomog-
raphy scanning provides a definite diagnosis. Surgical inter-
vention via the external approach and/or endoscopic procedures
has been successfully used. The external approach has the
drawbacks of scar formation, longer operation time and hos-
pitalization; however, this is the procedure of choice in cases
with large mixed types of laryngocele to ensure a reduced risk
of recurrence, better visibility and easy access to the paraglot-
tic space during the dissection.” In our case, the external ap-
proach in combination with a subperichondrial dissection of
the lesion allowed for a complete excision of the laryngocele
without an additional lateral thyrotomy.”

Previously there were two case reports of atypical laryngo-
cele in Korea. One case was about a case of bilateral mixed
type laryngocele known to occur in 25% of the laryngocele.™”
The other one was a laryngocele combined with laryngeal
carcinoma.” The simultaneous occurrence of a laryngocele
with a carcinoma is infrequent, and the relationship between
the two entities has not been fully defined. Up to 28.8% of pa-
tients with laryngeal cancer has been reported to have a laryn-
gocele.*” Therefore, complete surgical excision is required
and thorough histopathological analysis of a specimen should
be performed.

We first report on the removal of a large mixed laryngomu-
cocele from a patient with a history of playing the trumpet in
Korea. The external transcervical approach combined with
subperichondrial dissection was applied in this case and first
described.
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