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ABSTRACT

Aim: To report a case of external laryngocele diagnosed
by clinical examination (Valsalva maneuver) and
ultrasonography.

Summary: Laryngocele is an unusual disease defined as
anomalous saccular dilatation of the laryngeal ventricles.
The usual classification divides laryngocele into internal,
external and mixed types. Internal laryngocele is located
medially to the thyrohyoid membrane and usually compress
the false vocal cords causing hoarseness or airway
obstructive symptoms. External laryngocele extend through
the thyrohyoid membrane, presenting as cervical mass;
and mixed laryngocele present both the internal and
external components with their respective symptoms.
Present case report discusses external laryngocele in a 53
year old male patient, which was diagnosed by clinical
examination (Valsalva maneuver) and ultrasonography.
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INTRODUCTION

Laryngocele is a cystic dilatation of the laryngeal saccule.1- 3

It communicates with the laryngeal lumen and is generally

filled with air.2, 4 The term laryngocele was coined by Virchow
in 1867.2,3,5 But it was Larry, surgeon of Napoleon’s army in
Egypt who gave the first clinical description of laryngocele in
1829 as compressible pouch related to thyrohyoid membrane.2,

5 It may be internal, external and combined. The laryngocele
may present as a swelling on one or both sides of the neck.
The diagnosis i s done clinically and confirmed
radiographically and /or with the help of laryngoscopy.
Connection between the air sac and the airway helps to
establish the diagnosis. 3, 5 Most of the laryngoceles are
asymptomat ic; sometimes they may cause a cough,
hoarseness, stridor and sore throat. Surgery is indicated for
symptomatic patients’ only.3,5 Incidence of laryngocele is
considered to be 1 per 2.5 million populations per year.1, 2, 5, 6

Because of its rarity and lack of data from India, we take this
opportunity to present a case of external laryngocele.

CASE  REPORT

A 53 year old male patient, non- smoker, a shop keeper by
profession presented to the department of Oral Medicine and
Radiology with a complaint of painless, gradually progressive
swelling in the upper part of the left side of neck since 1 year
(Fig.1). The swelling was insidious in onset, accompanied by
difficulty in swallowing and changes in voice (hoarseness)
since 7 months but not associated with any other features
like fever or loss of body weight. There was no presence of
any other swelling on the body. The medical history revealed
that patient was suffering from chronic cough since 5 years
and was taking medication for the same.

Clinical examination revealed that the patient had a solitary,
well defined and ovoid swelling in the upper part of the neck
on the left side which was soft in consistency, reducible, non
pulsatile and non tender. The swelling was approximately 4
cm x 3 cm in size and extended below the lower border of the
mandible to the level of the lower border of the thyroid cartilage
in the anterior triangle (Fig.1). The skin overlying the swelling
was of the same colour as surrounding skin and no visible
pulsations, sinus, fistula or drainage of pus, blood or fluid
could be seen. The swelling moved up with larynx on
swallowing and increased in size when the patient performed
the Valsalva maneuver and on coughing.

A clinical diagnosis was made clinically by asking the patient
to perform the Valsalva maneuver. The Valsalva maneuver is
performed by moderately forceful attempted exhalation
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against a closed airway, usually done by closing one’s mouth
and pinching one’s nose shut. When the patient   performs
the Valsalva maneuver, swelling suddenly increased in size
(Fig.2). The diagnosis was confirmed by ultrasonography of
the neck which revealed the presence of a well defined,
smooth, air filled sac in the superior paralaryngeal space
(Fig. 3).

DISCUSSION

Laryngocele are rare entities, occurring in only one per 2.5
million populations per year.1,2 Stell and Maran reviewed nearly
100 cases of laryngocele in the English literature and found
the incidence of 1 in 2,500,000 per year and found them to be
unilateral in 85% and bilateral in 15% of cases.1, 2, 6 Laryngocele
has a male to female ratio of 5:1 with peak incidence in the
fifth and sixth decade.1,2,6,7 Very few cases have been reported
in Indian literature regarding this entity, hence the reporting
of laryngocele is considered rare. It was first described in
1829 by Dominique Larry while serving as a surgeon in
Napoleon’s army in Egypt.5,9

Three types of laryngocele have been described: Internal,
when the laryngocele is confined to the interior of the larynx
and extends posterosuperiorly into the false cord and the ary
epiglottic fold. It appears on laryngoscopy as a smooth
swelling in the supraglottis; External, when the laryngocele
extends superiorly and appears laterally in the neck through
an opening in the thyrohyoid membrane. It clinically presents
as a swelling in the neck at the level of the hyoid bone anterior
to the Sternomastoid muscle; Combined, when there is
simultaneous existence of both features.1,4,5,6 The present case
was of external variety.

Laryngoceles may be congenital or acquired. Congenitally,
the laryngeal saccule is remnant corresponding to the lateral
laryngeal air sacs of the higher anthropoid apes which may
on occasion be manifest suddenly in response to increase in
intralaryngeal pressure.1,6,7,11 An acquired laryngocele may
develop due to any factor which increases the intra glottic
pressure such as coughing, straining, playing wind
instruments or glass blowing.1,3,6,11 This case appeared to be
of acquired type with the etiology of prolonged cough since
5 years according to his medical history. For the dentists in
India, where such cases are rare, the present case report is
important in increasing their understanding of this disease
entity. Another, aetiology may be air trapping due to ball valve
closure of the neck of the saccule, allowing the entry of air
into the saccule, but preventing its Egress.11 This can occur
from inflammatory or neoplastic process in the ventricle or
false cord. The incidence of laryngocele in patients with
laryngeal cancer has been estimated to be around 10% and
so it is important to rule out malignancy in all patients with
laryngocele.12

Clinically most patients are asymptomatic. Patients with
external laryngocele may present with a swelling on one or
both sides of the neck. The swelling is usually soft, ovoid
shaped, non-tender, reducible14 and increases in size on
performing the Valsalva manoeuvre.3,7,9,15,16 Swelling is usually
associated with horseness of voice3,9,10,15 and moves up with
larynx on swallowing. All the mentioned features were found
in our case. Symptomatic patients may present with cough,
change of voice, stridor or sore throat.3,7,15,16 Hence, they may

Fi gure 1:  Location of the swelli ng

Figure 3: Ul trasonography of the neck shows the presence of
ai r fi ll ed sac i n the superior paralaryngeal space.

Figure 2: Pati ent performing the Val salva maneuver
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present with major complications such as pyocele or acute
airway obstruction1,10. Respiratory distress can develop
rapidly when the air-filled pouch becomes blocked by mucus
and continues to enlarge, and if the mucus becomes infected,
a laryngopyocoele develops.

The diagnosis can be reached using any of the following
modalities: Clinically by asking the patient to perform the
Valsalva manoeuvre. The swelling becomes more pronounced
when patient performs this manoeuvre, and the swelling moves
up with the larynx on swallowing, which is a confirmatory
clinical diagnostic feature. Ultrasonography of the neck shows
the presence of a smooth, air filled sac in the superior
paralaryngeal space.

There is a rare, but well-documented, association of
laryngocele with laryngeal carcinoma.12,18,19 Therefore, if a
laryngocele is detected clinically or radiologically, a carcinoma
must be taken into consideration and appropriate tests should
be performed.

The differential diagnosis mainly includes; branchial cyst,
lipoma, thyroglossal duct cyst and saccular sac. Branchial
cyst can be eliminated as the contents of this swelling are
viscid, mucoid, cheesy materials and cholesterol crystals,
whereas laryngocele is air sac. Lipoma is a compressible
swelling, whereas laryngocele is reducible. Thyroglossal duct
cyst is a midline swelling whereas laryngocele is a lateral
swelling and saccular sac which is filled with mucin.

CONCLUSION

Laryngocele is a rare benign laryngeal disease which is often
asymptomatic. In our opinion, the present case is of particular
interest since the patient was affected by a large external
laryngocele unrelated to his profession. In fact, the patient
described had no predisposing factors for laryngocele
although he presented increased intra-glottic pressure due
to chronic bronchitis and emphysema.  In the present case,
laryngocele was not associated with laryngeal cancer, but it
is most important to remember and to consider the possibility
of this association.
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