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Abstract 

Introduction: Vallecular cyst is a mucous retention cyst that forms between the base of the tongue and the lingual surface of the 

epiglottis. Our objective was the diagnostic, therapeutic and progressive aspects. Case report: This was a 6-year-old female 

patient, a student, residing in Kayes with no medical or surgical history, who was admitted for progressive pharyngeal discomfort 

that had been developing for 3 months. At the nasofibroscopy we highlighted a soft, oval, transluminal mass, with regular 

contours, non-painful, non-bleeding on contact, measuring approximately 5 cm in diameter at the level of the right vallecula. 

The rest of the examination of the other devices was normal. We concluded that it was a vallecula cyst. A coordinated airway 

management plan was established by the anesthesiologist-surgeon before the procedure. Excisional surgery was performed under 

general anesthesia with orotracheal intubation. The histological result of the surgical specimen concluded that there was fibrous 

and inflammatory squamous tissue. After six months of follow-up, we have not noted any recurrence. Conclusion: Vallecular 

cyst is a rare and potentially fatal condition in children due to narrowness of the laryngeal passage. vallecular cyst can be 

discovered at any age. Laryngeal endoscopy allows diagnosis to be made and treatment is surgical either by endoscopic route or 

by external cervical route 
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1. Introduction 

Vallecular cyst is a mucous retention cyst that forms be-

tween the base of the tongue and the lingual surface of the 

epiglottis [1]. It is a rare benign lesion developed at the ex-

pense of mucous glands of the vallecular [2]. It is a rare cause 

in children, they represent 10.5 to 20.1% of all laryngeal cysts 

[3]. Symptoms can be found at any age but can be critical in 

neonates. The diagnosis is based on clinical examination but 

especially on endoscopy which will determine the subsequent 

management [4]. The severity of the symptoms is variable, 
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most often caused by laryngeal dyspnea characterized by stri-

dor, inspiratory bradypnea, intercostal indrawing and apneas 

[1, 3]. Dysphagia is rarely the major symptom in children [1]. 

It is responsible for airway obstruction that can be life-threat-

ening [1]. La nasofibroscopie permet de diagnostiquer le kyste, 

bien que le diagnostic peut passer in apercu si attention n’est 

pas portée sur la vallécule. Le traitement du kyste de la val-

lécule consiste en une incision cervicale. A simple aspiration 

is recommended to decompress the cyst in emergency situa-

tions because the recurrence rate is high [5]. Several authors 

recommend the marsupialization of the cyst by electrocoagu-

lation or with carbon dioxide (CO2). Vallecular cysts cause 

supraglottic obstruction due to their mass effect. The displace-

ment of the epiglottis backward and downward leads to airway 

obstruction resulting in episodes of apnea and cyanosis. Poor 

weight gain and insufficient development are linked to the 

progressive increase in the size of the cyst, which interferes 

with swallowing [6]. Our objective was the diagnostic, thera-

peutic and progressive aspects. 

2. Observation 

This was a 6-year-old female patient, a student, residing in 

Kayes with no medical or surgical history, who was admitted 

for progressive pharyngeal discomfort that had been develop-

ing for 3 months. The onset was marked by a sensation of 

pharyngeal discomfort associated with a notion of serous an-

terior rhinorrhea, an unquantified fever, and a dry cough. This 

required several unsuccessful treatments. The evolution was 

marked by the appearance of an intraoral mass. This mass ap-

peared a month ago. 

On oropharyngoscopic examination, we noted the presence 

of a mass which overhung the free edge of the epiglottis occu-

pying almost the entire oropharyngeal passage Figure 1. 

 
Figure 1. Endoscopic view of the vallecular cyst. 

At the nasofibroscopy we highlighted a soft, oval, translu-

minal mass, with regular contours, non-painful, non-bleeding 

on contact, measuring approximately 5 cm in diameter at the 

level of the right vallecula. The rest of the examination of the 

other devices was normal. We concluded that it was a vallec-

ula cyst Figure 2. 

 
Figure 2. Endoscopic view after excision of the vallecular cyst. 

A coordinated airway management plan was established by 

the anesthesiologist-surgeon before the procedure. 

Excisional surgery was performed under general anesthesia 

with orotracheal intubation.  

Patient in the supine position, headrest under the head and 

roller under the shoulders. 

After placement of the Kilner mouth opener. Exposure and 

grasping of the mass. The mass was oval, soft in consistency. 

During surgery, accidental perforation of the mass was per-

formed, allowing approximately 8 cc to flow. Excision of the 

cystic pocket was performed with the electric scalpel [Figure 

3]. 

In the immediate postoperative period following extubation, 

we did not observe any dyspnea. 

The histological result of the surgical specimen concluded 

that there was fibrous and inflammatory squamous tissue. Af-

ter six months of follow-up, we have not noted any recurrence. 

3. Discussion 

Abercrombie described vallecular cysts in 1881 [6]. Vallec-

ular cyst is known by different names: conservation mucous 

cyst, epiglottic cyst, base of tongue cyst, congenital cyst and 

recently, canalicular cyst [1]. This cyst forms when the duct of 

a mucous gland or cryptic lingual tonsils is obstructed and di-

lated [1]. Two main theories explain the pathogenesis of val-

lecular cyst which is a consequence of ductal obstruction of 

mucous glands or embryological malformation. Histologically, 

the cyst contains respiratory epithelium with mucous glands 

and an outer lining of squamous epithelium [6, 7]. The cyst 

can be located on the lingual surface of the epiglottis [8]. 

Chronic inflammation, leading to obstruction of the mucus 

glands, is thought to be the main cause [1]. However, a con-

genital etiopathogenesis has also been considered because 

some vallecula cysts have been described in newborns [1, 9]. 
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Vallecular cysts resembling tonsillar crypts due to associ-

ated lymphoid tissue have been separately classified as lym-

phoepithelial cysts and may also occur in the aryepiglottic fold, 

vestibule, and piriform sinus [10]. These vallecular cysts are 

often multiple, as reported by Romak JJ. He reported two val-

lecular cysts in a 70-year-old woman. 

Symptoms vary according to age and size of the cyst. In 

children, vallecula cysts are potentially fatal, causing airway 

obstruction. In this case, the cyst may present with stridor and 

respiratory distress. The most serious complication is respira-

tory failure or death due to an upper airway obstruction, which 

is more likely to occur when the cyst is large and close to the 

laryngeal inlet [11]. This is explained by the narrowness of the 

laryngeal passage in children. However, in adults, the symp-

toms are less dangerous and may manifest as dysphagia, phar-

yngeal paresthesias such as a foreign body sensation, or dys-

phonia. Vallecula cysts are asymptomatic and are discovered 

during a routine laryngeal examination, intubation, or radio-

logical examination [2]. Vallecular cyst occurs at any age but 

is less common in children than in adults. Our case is similar 

to that of Puneeth PJ in whom the age of discovery was from 

birth to 8 years [9]. We performed a nasofibroscopy, which 

was our first-line examination. Direct laryngoscopy, under 

general anesthesia, allows for diagnostic certainty and the 

elimination of laryngomalacia, which is frequently associated 

with vallecular cyst and is the leading cause of stridor in chil-

dren [1, 12]. 

The vallecular cyst can be detected prenatally with ultra-

sound and magnetic resonance imaging. It will allow for pa-

rental counseling and perinatal preparation. Precautions 

should be taken in cases of dyspnea due to compression on the 

epiglottis, which can lead to airway obstruction. After birth, 

the authors report that direct laryngoscopy is an effective di-

agnostic method; in our case, nasofibroscopy was performed. 

Direct laryngoscopy allowed for the excision of the cyst. 

Haemangioma, cystic hygroma, teratoma, hamartoma, der-

moid cyst, lymphangioma, thyroglossal duct cyst, and thyroid 

remnant cyst should be considered in the differential diagnosis 

of vallecular cyst [13] 

Postnatally, ultrasound can be used to screen for congenital 

stridor. It allows distinction between a cystic and a solid mass. 

We did not perform postnatal imaging; the nasofibroscopy 

allowed us to detect the cyst. [8] 

Imaging such as CT and MRI are useful in the diagnosis of 

vallecular cysts, especially deep ones, not recognized by lar-

yngeal fibroscopy. They allow the nature, location and extent 

of the lesion to be specified [9]. Ultrasound or CT confirms 

the fluid nature of the lesion. The vallecular cyst appears on 

ultrasound as a median, anechoic, well-defined, thin-walled 

mass of variable size, generally large and more or less obstruc-

tive in the oropharyngeal lumen [1, 3]. However, CT remains 

the essential examination, objectifying a regular, homogene-

ous, hypodense supraglottic mass, which does not take up con-

trast except in the case of superinfection [1, 2, 4]. MRI shows 

a lesion of the same intensity as the CSF in T1 (hyposignal) 

and T2 (hypersignal). However, it does not appear to provide 

any information superior to that of the scanner, which should 

remain the first-line examination [1, 2, 4]. We did not perform 

imaging because the diagnosis was made by nasofibroscopy 

and suspension laryngoscopy. 

The treatment of vallecular cyst is surgical and the endo-

scopic approach, using a laryngoscope, is widely used [12]. 

During endoscopic treatment, several procedures can be per-

formed, including aspiration, marsupialization and excision of 

the cyst [1, 4, 12]. Cyst aspiration in the face of intubation 

difficulties and the extent of respiratory distress followed by 

marsupialization is widely recommended by the authors [1, 

12]. The external cervical approach is indicated in the case of 

recurrent or large vallecular cyst [1]. This technique is aggres-

sive with a risk of pharyngostoma and cervical scar [3, 12]. 

In our case, the intraoral route was performed, using a KIL-

NER mouth opener, excision surgery with aspiration of the 

cyst contents was performed under general anesthesia with 

orotracheal intubation. 

This therapeutic attitude is recommended by several au-

thors [4, 12]. 

The normal appearance of the cyst covering mucosa and the 

close adherence of the cyst lining to the muscular fibers of the 

tongue, with no preexisting dissection plane, were also noticed 

during surgery as in the case of Zamfir-Chiru-Anton A [14] 

During surgery, an accidental rupture of the cyst occurred, re-

leasing approximately 8 cc. We performed a complete exci-

sion of the cystic pocket using an electric scalpel. 

We have not noted any recurrences the negligible recur-

rence rate after marsupialization has been reported in the lit-

erature [15]. 

4. Conclusion 

Vallecular cyst is a rare and potentially fatal condition in 

children due to narrowness of the laryngeal passage. The val-

lecular cyst can be discovered at any age.  

Laryngeal endoscopy allows diagnosis to be made and 

treatment is surgical either by endoscopic route or by external 

cervical route. 
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