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Abstract
Laryngocele is a rare entity which can clinically present as a neck mass and requires Computed Tomography (CT) and 
laryngoscopy for diagnosis. We present an interesting case of bilateral laryngocele in a 45 -year-old male presented 
clinically as hoarseness and left sided neck mass without any history of predisposing factors. Ultrasonography (USG) 
and CT features of laryngocele is also presented here.
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Laryngoceles are abnormal dilations or herniations 
of the laryngeal saccules1. They communicate 

with the laryngeal lumen and are generally fi lled with 
air. They become clinically apparent when they are 
distended after air is forced into them or when they are 
fi lled with fl uid. 

Laryngoceles are fairly unusual diseases representing 
over 20% of the true submucosal lesions of the larynx2. 
Larry, a surgeon in Napoleon army, fi rst described 
laryngocele in 1829; it was in Egypt that he fi rst 
observed this type of swelling3. 

The usual classifi cation divides laryngoceles into 
internal, external and mixed types. Internal laryngoceles 
are those located medially to the thyrohyoid membrane 
and usually compress the false vocal cords causing 
hoarseness or airway obstructive symptoms. External 
laryngoceles extend through the thyrohyoid membrane, 
presenting as cervical masses. And Mixed (most 
commonest) laryngoceles present with both the 
internal and external components with their respective 
symptoms. An external does not occur without an 
internal component4.

Diagnosis is usually defi ned by computed tomography 
and /or laryngoscopy.

Case report
A 45 -year-old male patient salesman by occupation 
clinically presented with hoarseness, diffi culty in 
swallowing and painless swelling on the left side of 
the neck for 15 days which was insidious in onset and 
gradually progressive with no history suggesting airway 
obstruction or increased intralaryngeal pressure.

On physical examination, a single soft, non tender, 
swelling of about 7x6 cm was present in front of left 
sternocliedomastoid below angle of the mandible. 
Another small similar swelling was also noted on the 
right side of the neck.

As fi ne needle aspiration from the mass yielded only 
air, patient was brought to the radiology department for 
USG as well as USG guided Fine Needle Aspiration 
Cytology (FNAC).

USG of neck demonstrated a subcutaneous swelling 
just inferior to submandibular gland and medial to the 
carotid bulb presenting a surface with an intense sound 
refl ection, and a large posterior reverberation artifact. 
The described appearance suggested the presence of air 
within the lesion.

Plain posteroanterior and lateral radiographs revealed 
an air fi lled mass in the neck (Fig 2). Considering the 
possibility of laryngocele CT was advised.

CT (Fig 3) demonstrated bilateral laryngocele (left 
bigger than right) with both internal and external 
component with no evidence any other underlying 
intralaryngeal or cervical pathology. 

Barium swallow was performed to differentiate it from 
pharyngocele but was negative.



424

Fig 1: Photograph of the patient 
showing a visible bulge in the left side 
of neck

Fig 2: Plain radiograph 
demonstrating an air-fi lled 
mass in the neck
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Discussion 
The laryngeal ventricles constitute a recess located 
between the false vocal cords above and the true 
vocal cords below. The anterosuperior aspect of this 
recess ends in a blind pouch called laryngeal saccule 
that extends upward through the paralaryngeal space, 
laterally limited by the thyrohyoid membrane, and 
medially by the laryngeal wall5,6,7 . They vary in size 
which range from 5–15 mm in length, and typically 
may be observed in up to 30% of the adult population 
on CT studies5.

Laryngocele is a rare, benign dilatation of the laryngeal 
saccule that may extend internally into the airway or 
externally through the thyrohyoid membrane. Many 
laryngoceles are asymptomatic; sometimes they may 
cause a cough, hoarseness, stridor, sore throat and may 
present as a swelling on one or both sides of the neck. 
Laryngoceles limited to the interior of the larynx are 
called internal, while those that protrude laterally into 
the neck are called external4,8. Our patient had bilateral 
laryngocele with both internal and external component.

Stell and Maran reviewed nearly 100 cases in the 
English literature and found the incidence of one per 
year per 2,500,000 populations and found them to be 
unilateral in 85% and bilateral in 15% of cases9. 

The aetiology of the condition is unknown and 
unclear10. There are several proposed mechanisms for 
laryngocele formation. In neonates, they are presumed 
to be remnants of the lateral air sacs seen in other higher 
primates. In adults, they can represent as congenital 

Fig 3: Multidetector CT images: axial  
reconstruction  demonstrate bilateral 
laryngocele with both internal and external 
component communicating with the airway

enlargement of the saccule or an acquired lesion 
associated with increased intraluminal pressure. The 
association of laryngoceles with laryngeal carcinoma 
and with occupations that involve long periods of forced 
expiration supports this notion11. 

Aetiopathogenesis of laryngoceles is considered 
as multifactorial, and is related to the increase in 
the transglottic pressure, a factor usually present 
in glassblowers or musicians who play wind 
instruments12. 

There is a rare, but well-documented, association of 
laryngocele with laryngeal carcinoma 

Supraglottic carcinoma is the most common13. 
Therefore, if a laryngocele is detected clinically 
or radiologically, carcinoma must be ruled out by 
appropriate investigation14. In our case there was no 
such predisposing factor to increase the transglottic 
pressure.

The radiological diagnosis of laryngoceles previously 
has been limited to plain radiography, xerography, plain 
fi lm tomography, and contrast laryngography. The lateral 
radiograph of the neck may show a well-circumscribed 
air collection suggestive of a laryngocele. When a 
laryngocele is predominantly fi lled with fl uid rather 
than air (complicated laryngocele), differentiating it 
from any other soft-tissue mass may be impossible. 
Contrast laryngography can show the mass effect of 
internal laryngoceles, and fl uoroscopic visualization 
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of the larynx may help in the diagnosis of complicated 
laryngoceles if compressibility of the cyst can be 
demonstrated during phonation15.

Imaging studies play a signifi cant role in the diagnosis 
of this lesion, and many authors suggest that CT is the 
gold standard, with MRI playing an adjuvant role in 
the diagnosis of laryngoceles17. CT scan has proved to 
be the most accurate imaging method in defi ning the 
spatial relationship between the laryngocele and the 
laryngeal structures and extra-laryngeal soft tissues, 
in differentiating the laryngocele from other cystic 
formations and in identifying the coexistence of a 
laryngeal cancer17,13. Ultrasonography is generally 
utilized for initial evaluation of cervical masses, mainly 
for differentiating the nature of the lesion as well as 
defi ning its contents and location18. In our patient, as 
USG demonstrated air containing lesion in the left 
submandibular region one of our differential diagnosis 
was laryngocele. 

The diagnosis may be established by radiographs, an 
air fi lled space often being demonstrated on a plain 
fi lm making it a worthwhile screening test for puzzling 
hoarseness though more detailed information may be 
gained from laryngeal CT scan.

Conclusion
In our opinion, the present case is of particular interest 
since the patient was affected by a large laryngocele 
unrelated to his profession without any predisposing 
factors. It is mandatory, in any patient presenting with 
a soft cervical mass, even if not a wind instrument 
player or a glass blower, to exclude the possibility of 
a laryngocele. 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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