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Congenital laryngocele: An uncommon cause of neonatal 
respiratory distress

Oluwapelumi Olusoga-Peters, Moses Ayodele Akinola,  
Collins Chijioke Adumah, Babatunde Akinola Bamigboye,  

Oluwaseyi Joy Alao

ABSTRACT

Introduction: Congenital laryngocele is a rare 
phenomenon as only a few cases have been reported in 
literature. It is a pathologic occurrence originating in the 
saccule of the laryngeal ventricle. In many cases, patients 
with congenital laryngoceles present with respiratory 
distress due to the narrow airway of the neonate 
necessitating urgent surgical management.

Case Report: We present a 29-day-old male neonate 
referred by the pediatrics team of our facility on account 
of respiratory distress, regurgitation of feeds, and a left-
sided neck mass since birth. Evaluation of the patient 
included neck ultrasound, direct laryngoscopy of the 
larynx, and computed tomography (CT) scan of the 
neck. The imaging revealed a cystic mass containing air, 
compressing the airway. Surgical intervention via the 
external cervical approach was used to excise the mass, 
following an intra-operative tracheostomy. The child did 
well during the post-operative period and on follow-up, 
no sign of recurrence was observed.

Conclusion: Congenital laryngocele might lead to 
obstruction of airway necessitating tracheostomy in 
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neonate. We report the first case of congenital laryngocele 
in our environment and discuss the management.

Keywords: Airway obstruction, Congenital, Laryngocele, 
Tracheostomy

How to cite this article

Olusoga-Peters O, Akinola MA, Adumah CC, Bamigboye 
BA, Alao OJ. Congenital laryngocele: An uncommon 
cause of neonatal respiratory distress. J Case Rep 
Images Otolaryngol 2022;3(2):7–11.

Article ID: 100007Z18OP2022

*********

doi: 10.5348/100007Z18OP2022CR

INTRODUCTION

Laryngocele is an abnormal cystic dilatation of 
laryngeal saccule of the laryngeal ventricle (Figure 1) and 
communicate with the laryngeal lumen. Laryngomucocoele 
and laryngopyocoele are seen when the sac is filled 
with mucous or pus respectively [1, 2]. They are mostly 
unilateral and benign [3]. It is found to be unilateral in 
85% of cases and bilateral in 15% of cases [4]. It is a rather 
rare condition of 1 in 2.5 million [5]. The peak incidence 
is between ages 50 years and 60 years and more common 
in male than female [6]. It may be congenital or acquired 
depending on the etiology. Laryngocele has been recently 
classified into two types, namely internal and mixed 
(combined, Figure 2) with respect to the relationship 
of the laryngocele to the thyrohyoid membrane [7]. The 
most common type of laryngocele is the combined type. 
The risk factors include congenital factors, increased 
intra-laryngeal pressure, and mechanical obstruction 
[4]. Congenital laryngocele, though a benign lesion, may 
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lead to significant upper airway obstruction necessitating 
emergency intervention [8]. Management of laryngocele 
is usually based on the type and advancement of the 
condition.

We report a case of respiratory distress in a 29-day-
old male on account of congenital laryngocele and discuss 
the clinical presentation, diagnosis, and treatment.

CASE REPORT

Our patient is a 29-day-old male neonate who was 
referred by the pediatrics team of our facility on account of 
respiratory distress and regurgitation of feeds and a left-
sided neck mass since birth which has been increasing in 
size. He was a normal appearing 2500 g, full-term baby 
with no significant prenatal medical history and he had 
APGAR score of 8 at 1 and 9 at 5.

On examination, he was in obvious respiratory 
distress with respiratory rate of 50 cycles per minute and 
had 94% oxygen saturation on intranasal oxygen. There 
was a soft, cystic mass on the left side of neck about 2 
cm by 2 cm in size, conducting vibration on crying and 
coughing, manually reducible and covered with normal 
skin (Figure 3). The mass was aspirated, revealing 
mostly air and a thick yellowish mucoid effluent. No 
history or examination suggestive of other congenital 
malformation.

A computed tomography (CT) scan described a 25 mm 
by 22 mm well circumscribed thin-walled air-filled mass 
on the neck extending to the airway with narrowing of the 
laryngeal air column. The 3D image is shown in Figure 4.

Pre-operative workup was done for the patient 
and consent was taken for excision of laryngocele ± 
tracheostomy in case of difficult intubation. Prior to 
surgical excision of the mass, there was a need to perform 
a tracheostomy as the baby could not be intubated 
(Figure 3). Direct laryngoscopy augmented with 2.7 0° 
endoscope was done under general anesthesia before 
the excision of the neck mass which showed a left-
sided supraglottic mass covered with normal mucosa 
extending into the airway with significant narrowing of 
the larynx (Figure 5). Excision of the laryngocele was 
performed via an external cervical approach (Figure 
6). The post-operative period was uneventful with 
antibiotic [intravenous (iv) ceftriaxone)], analgesic, 
and steroid. He was decannulated three days post-op. 
Following decannulation, no pre-operative symptoms 
(stridor and respiratory distress) were observed. The 
stoma and left lateral neck wounds were well apposed. 
Histologic report confirmed diagnosis of congenital 
laryngocele. A repeat endoscopy was not carried 
out post-surgery due to lack of pediatric flexible 
laryngoscope in our center, but the patient has been 
stable with no sign of recurrence of preoperative 
complaints and neck mass. At six months post-surgery, 
the baby was noticed to be healthy with no feature 
suggestive of recurrence (Figure 7).

Figure 1: Anatomy of the larynx [2].

Figure 2: The anatomy of the larynx and development of a 
mixed laryngocele. The figure was drawn and provided by Mr. 
Mel Corbett [7].

Figure 3: Intra-operative clinical photograph showing left sided 
laryngocele with tracheostomy in situ.
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DISCUSSION 

Laryngocele is rare and was first reported as air 
containing tumors in 1829. However, the first laryngeal 
cyst in a newborn was published in 1876 [9]. Laryngocele 
is an air-filled mass arising from herniation of the 
laryngeal saccule which is a blind-ended structure that 
opens into the laryngeal ventricle [5]. The laryngeal 
ventricle is a fusiform fossa situated between the false 
and true vocal folds (Figure 1).

The laryngocele in early childhood is congenital and 
acquired in adults. Congenital laryngocele developed as a 
result of congenital dilatation of the saccule as seen in our 
patient. The acquired laryngocele developed because of 
increased laryngeal pressure from straining activities like 
lifting of heavy object and blowing of wind instrument 
[7].

Laryngocele has been divided into two types 
depending on its relationship with the thyrohyoid 
membrane which can be internal or mixed. In the 
internal type of laryngocele the sac is within the 
thyroid cartilage while in the mixed type the sac 
protrudes through the thyroid membrane and seen 
as a smooth compressible neck mass. Laryngocele 
may be asymptomatic; however, the main symptoms 
are usually cough, hoarseness, stridor, dyspnea, and 
visible neck mass. The mixed type of laryngocele 
usually presents with combined symptoms of external 
and internal types as seen in our patient who presented 
with an external lateral neck mass and features of 
airway obstruction respectively [6, 10].

It is usually difficult to diagnose or envisage airway 
obstruction prenatally but; however, this becomes visible 
as soon as the child is born as seen in our patient [8].

Depending on the size and type of laryngocele, the 
clinical presentation varies. Nonetheless, in neonates, 
small laryngoceles may cause severe respiratory distress 
due to obstruction of the narrow airway off the neonate as 
seen in our patient, hence a possible need for intubation 

Figure 4: 3D image of computed tomography of patient’s neck 
showing the laryngocele.

Figure 5: Clinical photograph showing a left-sided supraglottic 
mass with significant narrowing of the airway on direct 
laryngoscope augmented with 0° endoscope.

Figure 6: Clinical photograph showing the external part of the 
laryngocele after incision.

Figure 7: Clinical photograph showing the neck at six months 
follow-up.
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or tracheostomy [11, 12].
Congenital laryngocele has been diagnosed with 

combination of the presenting symptoms, physical 
examination of the neck, and findings on laryngoscopy. 
These radiological images, such as CT and MRI, have 
been used to support the diagnosis [8, 13].

Concerning diagnostic imaging for laryngoceles, CT 
scans have been shown to be the most accurate radiologic 
investigation in demonstrating location of the laryngocele 
and the spatial relationship between the laryngocele 
and surrounding structures and ruling out other related 
laryngeal pathologies such as cancer [13]. Magnetic 
resonance imaging has also been shown to be helpful in 
diagnosing laryngocele [14].

Congenital laryngocele commonly present with airway 
compromise and the need for creating alternative airway 
is important in neonates as seen in our patient who had 
tracheostomy prior to excision of the laryngocele due to 
difficult intubation [8].

Laryngocele can be approached via an external or 
endoscopic resection. External cervical approach is 
preferred in mixed type while endoscopic resection 
is preferable in internal laryngocele [9, 10]. External 
approach was used in our patient due to the mixed nature 
of the laryngocele. Other techniques of resection such 
as endolaryngeal microlaryngoscopy, carbon dioxide 
laser excision, and transoral robotic surgery have been 
suggested in other studies [12, 15]. As also described 
in this study and any others, there is usually a need to 
prevent post-operative edema by administration of 
steroid. Six months follow-up revealed that our patient 
is doing well following the excision of the mass via the 
external approach with no sign of recurrence.

CONCLUSION 

Congenital laryngocele is one of the rare etiologies of 
upper airway obstruction in neonate. In view of the narrow 
airway of the neonate, urgent intubation or tracheotomy 
may be required to stabilize the patient before definitive 
surgery. External approach is still favored in the 
management of combined type of laryngocele to ensure 
complete resection.
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