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ABSTRACT

We report two cases of epiglottic cysts with their clinical
presentation, radiological and histological aspects.  Naso-

endoscopes of zero and thirty degrees were used as a
new technique for the excision of these epiglottic cysts. 
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INTRODUCTION
Epiglottic cysts are a rare entity but may present

as an acute emergency in both children and adults
if it compromises the airway. Therefore, it should be
kept in mind in the differential diagnosis of stridor
or difficulty in breathing. Common tre a t m e n t
modalities in dealing with these epiglottic cysts are
endoscopic excision, aspiration, marsupialization
and even external approaches through the neck in
cases of very large epiglottic cysts. Here, we report
our use of a nasoendoscope for their pro p e r
visualization and complete excision.

CASE - 1
A 26-years old man presented with muffled

voice for the past one and half year. Throat examination
revealed a large cystic mass behind the posterior
end of the base of the tongue. Indirect laryngoscope
unveiled its position, being mainly in the left
vallecula and extending towards the lingual surface
of the epiglottis and medial half of the right
vallecula. A fiberoptic examination (Fig. 1), X - ray
soft tissue of the neck (Fig. 2) and CT scan of the
neck further confirmed the credibility of the above
findings (Fig. 3).

Operatively, fiberoptic naso-tracheal intubation
was done and a long blade Boyle - Davis mouth gag
was passed to visualize the cyst. Zero and thirty-
degree Hopkins nasoendoscope was used to locate
the pedicle, which was then grasped with long
curved forceps and excised using bipolar cautery.
The histopathology confirmed an epithelial epiglottic
cyst. 

CASE - 2
A m u ffled voice accompanied by mild dysphagia

for a period of four months drew a 33-years old
man to the ENT OPD. An indirect laryngoscope
exposed a large cystic swelling extending from the
left side of the base of the tongue to the lingual
surface of the epiglottis. A CT scan of the neck
c o r related with clinical findings. A s i m i l a r
procedure as mentioned above was performed in
addition to aspiration of the large cyst using a wide
bore needle to debulk the cyst and to get an access
a round the cyst (Fig. 4). The histopathology
confirmed an epithelial epiglottic cyst. 

DISCUSSION
Epiglottic cysts are virtually clandestine in

otorhinolaryngological  practice [1].
They may be congenital or acquire d[ 2 ]. Congenital

cysts promulgate themselves during early childhood
due to obstruction of the larynx with apnea or
stridor[3.4]. In adults, small cysts are asymptomatic
whereas large cysts cause mild dysphagia with
hoarseness and severe cases profess complete
airway obstru c t i o n[ 5 ]. Some cysts present as an
acute epiglotitis [6]. Epiglottic cysts are an incidental
finding in adults[7] but when perceptively large, it is
mandatory to do a preoperative CT scan[8] and
confirm extension with a preoperative fiberoptic
endoscopy.

In the presence of a very large cyst causing
airway obstruction, tracheostomy may be performed
prior to excision[5]. Intubation in such a case may be
very difficult[7.9]. Aspiration prior to excision has
been described in literature. After discussing the
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case with the anesthesiologist, a fiberoptic guided
awake nasal intubation is performed[11]. There are
reported cases of deaths during intubation in cases
of large cysts[12]. The cyst appears in the narrow
space between lingual surface of the epiglottis and
the base of tongue. The exposure of these cysts is
very difficult. Surgical treatment of large epiglottic
cysts has been described using side - opened
laryngoscope and snare[13]. Boyle - Davis gag with
longest tongue blade gives a good access to the
epiglottic cyst. Zero and thirty-degree nasoendoscopes
give good exposure all around the cyst including its
base. Long curved artery forceps are used to grip
the base or pedicle and excision is done using
cutting diathermy. Suction diathermy is used for
the base and oozing spots.  

CONCLUSION
Epiglottic cysts are present in an area where

accessibility is difficult.  The use of zero and thirty-
degree nasoendoscopes provide good accessibility
and excision could be complete. Since this practice
is unparalleled in the literature, we hope it would
be laudatory to otolaryngological practice.  
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