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Abstract

Introduction: Lymphoepithelial cyst (LEC) of vallecula is an uncommon benign lesion. Cysts in vallecula can present with
odynophagia, dysphagia, dysphonia and stridor. Many times, they can be asymptomatic. They can pose difficulty in intubation.
On endoscopic evaluation it may mimic the appearance of a lipoma because of its yellowish appearance. Management of this
requires adequate visualization and instrumentation. It can be done under endoscopic guidance or laryngoscopy by using cold
steel method or laser or coblator. Because of rarity of the lesion, case has been reported. Case report: A 54-year-old male
presented with odynophagia. An upper gastrointestinal endoscopy done by gastroenterologist revealed a mass in left vallecula
and was then referred to otorhinolaryngologist. Excision was done using coblator under endoscopic guidance under general
anaesthesia. Coblator enabled precise excision with adequate hemostasis without multiple repeated instrumentations.
Histopathology confirmed it as a Lymphoepithelial cyst. Patient was discharged the next day with oral antibiotics and analgesics
and at follow up was asymptomatic and endoscopic examination showed a well healed site of the lesion. Conclusion:
Lymphoepithelial cyst of vallecula is a rare lesion. It can be excised using coblator under endoscopic guidance with advantage of
having better precision, reduced bleeding, faster recovery compared to conventional methods. This technique can be used for
other vallecular benign lesions as well.
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1. Introduction

Lymphoepithelial cyst (LEC) of vallecula is an uncommon can be asymptomatic [2]. Cysts in vallecula should be con-
benign lesion [1]. Cysts in vallecula can present with ody-  sidered in differential diagnosis in those presenting with the
nophagia, dysphagia, dysphonia and stridor. Many times, they  above complaints. They can pose difficulty in intubation [3, 4].
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They can be diagnosed by endoscopic examination, laryn-
goscopy, CT scan [5], MRI Scan [6], barium swallow or USG
of neck. These cysts are conventionally treated by excision by
direct or suspension laryngoscopy using cold steel instru-
ments or laser [7, 8, 2] or by marsupialization [5]. It is im-
portant to have suitable instruments to remove these unusual
lesions.

2. Case Report

A 54 years old male presenting to OPD, came with history
of odynophagia since 3 months, non-progressive, which he
pointed to, more towards left side of his neck. He had past
history of type 2 diabetes mellitus for 10 years and was a
chronic smoker which he had quit recently. On consultation
with a gastroenterologist, he underwent an upper gastrointes-
tinal endoscopy that revealed a mass in left vallecula. Later
he was referred to an otorhinolaryngologist.

On clinical examination, he was moderately built and
nourished. Oral cavity examination was normal. Endoscopic
examination with 70° telescope revealed a yellowish mass
with a smooth surface in the left vallecula measuring about 1
%2 cm. Epiglottis, pyriform fossa, vocal cords and posterior
pharyngeal wall were normal [Figure 1]. Examination of
neck and other systems were normal. Vital parameters were
normal. Routine biochemical and hematological examination
were normal. A provisional diagnosis of lipoma of left val-
lecula was made because of its color and smooth surface,
planned for excision under general anesthesia.

Under general anesthesia he was intubated with cuffed
endotracheal tube. Position given with neck flexed and head
extended using a shoulder bag and Boyle’s Davis mouth gag
fixed with Draffin bipod stand. Larynx was packed with wet
ribbon gauze piece. Using 0-degree 4mm endoscope mass
lesion was examined. Endoscope being held by an assistant;
the mass was held with long crocodile forceps and traction
was given to the mass using left hand of surgeon. It was
found to be a pedunculated lesion. Then coblator was used
by the right hand and mass was excised in toto [Figure 2].
Haemostasias was achieved using coblator in coagulation
mode. The whole procedure was done by coblator under en-
doscopic visualization on monitor. The procedure was une-
ventful and patient was extubated and shifted to post opera-
tive ward. Histopathological examination showed fibrocol-
lagenous cyst wall lined by squamous epithelium containing
lamellated keratin suggestive of lymphoepithelial cyst [Fig-
ure 3].

Patient is under regular follow up. 70-degree endoscopic
examination on postoperative day 30 showed healed up site
of the cyst [Figure 4]. Patient’s symptom of odynophagia
resolved. Patient was asymptomatic at 6 months of follow
up.

Figure 1. Endoscopic view showing a yellowish mass with a smooth
surface in the left vallecula.

Figure 2. Coblator assisted excision of the cyst being done.

Figure 3. Histopathological appearance, cyst lined by stratified
squamous epithelium. Underlying sub epithelium shows dense lym-
phocytic infiltrate.

Figure 4. Postoperative endoscopic view showing healed base.
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3. Discussion

LEC of vallecula is rare. They arise in various organs like
Parotid gland, lateral cervical region, oral region [9]. The clin-
ical features are nonspecific. Like any other vallecular cyst,
they present with dysphonia, dysphagia, odynophagia and
breathing disorder [2]. In this case it presented with ody-
nophagia more on the affected side. Endoscopic appearance of
smooth, yellowish surface with well-defined margins suggested
a probable benign nature of the lesion probably lipoma and
hence treated with complete excision to prevent recurrence.
Various methods have been used in literature for management
of vallecular cyst. Exposure of the lesion can be obtained using
laryngoscope [10, 11] or Boyle Davis mouth gag [12] with
rigid endoscope as in our case. In the case reports published by
Hoang, T. et al. [13], Tan KS et al. [14], and George C et al.
[11]. Vallecular cyst was managed via complete excision using
cold steel method. Ting LKN et al. [15] in their case report
excised vallecular cyst using monopolar suction diathermy.
Nathani N et al. [16], Suzuki J et al. [17], Prowse S et al. [18],
Kayhan FT et al. [19], managed via marsupialization using
various modes using electrocautery, cupped forceps and lar-
yngeal scissors and robotic system Yuce Y et al. [10], when
faced with difficult intubation on incidental finding of vallec-
ular cyst managed it via aspirating with 22G needle and no
further excision/marsupialization whereas Torun MT et al. [8],
managed it with tracheostomy followed by aspiration followed
by complete excision using CO2 laser. In a case series of 20
patients by P J Puneeth et. al. [9], trans-oral laser-assisted sur-
gery with excision or marsupialization combined with cold
instruments was done. In cases where the glottis view was
blocked by the cyst, aspiration was done to reduce the pressure
on the epiglottis and improve the glottis view. No patient re-
quired pre-operative tracheostomy and no patient had intuba-
tion related complication after surgery. Romak JJ et al [2], has
also used CO2 laser for excision of vallecular cyst. Gonik N et
al. [20] used radiofrequency ablation for ablating the deeper
aspect of the cyst following excision using microsurgical tech-
nique. Vijayanand H et al. [12], in their case report evacuated
the fluid within cyst by incising the cyst wall followed by
deroofing of the cyst and cautery of margins using the Boyle
Davis mouth gag, tonsil scissors and bipolar cautery.

In the review of 52 cases done by Suzuki J et al., [17] it was
established that aspiration had a high rate of recurrence and
was of limited use. Small cysts can be aspirated, but aspiration
should only be used as a palliative procedure, or as an initial
maneuver if intubation is difficult. It was also seen that re-
currence occurred in one of 39 patients who underwent mar-
supialization by cold steel method suggesting a possibility of
recurrence with cold steel method. However, recurrence oc-
curred in none of 14 patients following marsupialization with
laser instruments suggesting laser can be a better option than
cold steel however it has potential health hazards and requires
safety precautions to be taken which is not necessary while
using coblator.

In the case report/case series by George C et al. [11], Vi-
jayanand H et al. [12] and Gonik N et al. [20], where cold steel
method was used with or without bipolar cautery for hemo-
stasis, it required post operative intubation for up to 24-48hrs
and steroids for up to 3 days, which was not required when
coblator was used under endoscopic visualization in our case.
Hence, we recommend this technique for management of
vallecular cyst. It has the advantages of better visualization
and bloodless field.

4. Conclusion

Lymphoepithelial cyst of vallecula is a rare lesion. It should
be kept in mind in a patient with symptom of odynophagia.
LEC can be mistook for lipoma because of its yellowish ap-
pearance. It can be excised using coblator under endoscopic
guidance with advantage of having better precision, reduced
bleeding, faster recovery compared to conventional methods.
This technique can be used for other vallecular benign lesions
as well. The endoscopic coblator assisted excision is a useful
technique in managing vallecular lesions.
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