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Blunt Trauma to the Neck Presenting as Dysphonia and Dysphagia in
a Healthy Young Woman; A Rare Case of Traumatic Laryngocele
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Laryngocele is not a common clinical entity that presents itself in a trauma setting. In the literature, there are
currently two types of laryngocele, internal and mixed. Laryngocele may be congenital or acquired, and most
often will present later in life. Traumatic laryngocele has only been reported three times in the literature before.
Herein, we report a rare case of a 22-year-old woman who presents with bilateral laryngocele secondary to
sustained direct trauma. Neck Ct-scan revealed bilateral laryngocele being responsible for her dysphagia and
dysphonia. She was monitored in the hospital for further exacerbation of her symptoms with feared airway
occlusion in mind. On hospital day three, her dysphagia had resolved and her dysphonia had significantly
improved. A second CT, revealed resolution of left laryngocele with the right decreased in size since the initial
presentation. She was followed and had complete resolution of symptoms one week after the injury.
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Introduction

aryngocele is arare, benign cyst of the ventricular

folds in the larynx occurring in only in one per
2.5 million people [1]. These lesions are abnormal
dilations of the laryngeal ventricle that are most
often filled with air, or in severe cases may be filled
with pus and thus termed laryngopyocele. Currently,
the two types of laryngoceles described in modern
literature are internal laryngocele and mixed type
laryngocele [2]. Several etiologies of laryngocele
have been found in a review of the literature,

including congenital, increased intralaryngeal
pressure, and mechanical obstruction. Laryngoceles
are most often asymptomatic and found incidentally
on imaging. Traumatic laryngocele has only been
reported in the literature three times before [3].
We herein present a rare case of bilateral internal
laryngocele caused by direct trauma to the neck of a
22-year-old woman presenting with dysphonia and
dysphagia. The onset of dysphagia and dysphonia
in a patient after suffering trauma to the neck is a
cause for concern, and thus this unique presentation
of laryngocele is an important piece of academic
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Case Report

A 22-year-old woman presented to the Emergency
Department (ED) as an activated level two trauma.
She was the rider of a motorcycle when she lost
control resulting in direct trauma to her neck. She was
worked up in routine advanced trauma life support
(ATLS) protocol. Her primary survey was essentially
unremarkable. Notably, she denied any loss of
consciousness, her airway was patent and she did
not have any stridor on exam. Her secondary survey
showed tenderness to palpation of the anterior portion
to the left side of her neck. She also complained of
muffled voice and dysphagia. The vitals were within
normal limits, with her blood pressure at 131/70,
heart rate at 90 beats per minute, and her oxygen
saturation at 100%. Because of the mechanism
of injury, a trauma pan CT-scan was performed.
A CT of her head showed no acute intracranial
hemorrhage. CT cervical spine and CT-angiography
of the neck were essentially normal. CT scan of her
neck, however, showed bilateral laryngoceles in her
pre-epiglottic space with the right laryngocele larger
than the left (Figure 1A). ENT service was consulted
and a bedside laryngoscopy was performed. The
findings of the scope correlated with the findings of
the CT. On the right in her piriform sinus, she had a
non-swelling hematoma extending to the posterior
pharyngeal wall. The rest of her exam including
oropharynx, epiglottis, true vocal cords, anterior and
posterior commissure, and arytenoid cartilages was
normal. It was determined that the laryngocele noted
on CT and through the scope were responsible for
her dysphagia and dysphonia. She was monitored in
the hospital for further exacerbation of her symptoms
with feared airway occlusion in mind. On hospital
day three, her dysphagia had resolved and her

dysphonia had significantly improved. A second CT,
seen in Figure 1B, was done which showed resolution
of left laryngocele with the right decreased in size
since the initial presentation. She was followed up
as an outpatient and had complete resolution of her
symptoms one week after the initial injury.

Discussion

Currently, laryngocele is reported to affect roughly
1% of the population [1], with men being more
likely to be affected than women [3]. Laryngocele
may present in any age range, from neonates to
incidental findings in the elderly, and can present
either a unilateral or bilateral manifestation [4].
However, the currently reported incidence is the
sixth decade of life [3]. The relative incidence may
actually be much higher due to the asymptomatic
nature of these cystic dilations. Laryngocele is most
often congenital in nature yet is not uncommon to
present when in adulthood. Laryngocele most often
presents unilaterally in about 85% of cases, with the
rest being bilateral [S]. Adult patients at highest risk
for development of laryngocele are those that have
congenitally dilated saccules [6]. The saccule is an
anatomic region that begins in the laryngeal ventricle
and continues superiorly into the connective tissue
of the pre-epiglottic space thus explaining why
laryngoceles communicate with the laryngeal lumen.
Repeated periods of increased intra-glottic pressure
[7] such as glassblowers, horn players, defecating,
or carcinoma obstructing the lumen are some of
the reported hypothetical etiologies of laryngocele.
It is well known that during a Valsalva maneuver,
both true and false vocal folds close thus increasing
intralaryngeal air below the folds [8]. This increased
intralaryngeal pressure is hypothesized to further
exacerbate the congenitally dilated saccule to result
in a laryngocele [9]. As noted above, it has only been

Fig. 1. Axial Ct-scan of the neck demonstrating bilateral laryngoceles in the pre-epiglottic space with the right laryngocele larger
than the left (A); axial CT-scan of the neck on day 3, demonstrating resolution of left laryngocele with the right decreased in size

since the initial presentation.
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reported secondary to direct neck trauma once before
in the literature.

Laryngocele is defined historically as internal,
external or mixed. However, recent literature
has described only internal, those laryngoceles
that are medial to the thyrohyoid membrane and
mixed, those laryngoceles that pierce through the
thyrohyoid membrane [10]. Internal Laryngoceles
present with hoarseness, snoring, upper airway
obstruction, globus sensation, and dysphagia with
hoarseness and neck swelling being the most
common [11]. Diagnostically, most often these are
found on incidental imaging or can be diagnosed
clinically combined with imaging in patients that are
symptomatic. Currently, the most accurate and best
imaging modality for the diagnosis of laryngocele
is CT imaging [12]. CT imaging of laryngocele will
often appear as an air-filled structure in the space
near the laryngeal saccule. If underlying squamous
cell carcinoma is thought to be the causative factor
for the laryngocele, MRI is excellent in showing
soft tissue extent as well as to stage the tumor [11].

Smaller internal laryngoceles are managed via
microlaryngoscopy with a CO2 laser. However, for
larger laryngoceles or those that are mixed in nature,
surgeons use an approach through the lateral neck.
This method is preferred due to superior exposure
and a low recurrence rate. However, higher morbidity,
longer surgery, and longer recovery time in the
hospital with subsequently increased cost are the
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disadvantages to this approach [2]. Complications
seen in this approach are airway compromise
secondary to edema, laryngocutaneous fistula,
subcutaneous emphysema, and nerve injury.

External approaches to management of laryngocele
have also been described in the literature. The
transthyroid membrane approach, thyrotomy with
thyroid cartilage resection, and a V-shaped thyrotomy
are three procedures that will be discussed here.
Both the thyrotomy with cartilage resection and the
V-shaped thyrotomy provide superior visualization
of the paraglottic space [13] over the transthyroid
membrane approach.

In our patient, the laryngocele was diagnosed
incidentally on imaging as part of the trauma
workup following a direct injury to her neck. It
is quite possible that our patient, based on the
literature review described in this case report, had
a congenitally dilated saccule that expanded upon
trauma to the neck. Her symptoms improved without
any intervention.

In conclusion, laryngocele often present
asymptomatically, incidentally on imaging or in a
patient presenting as ours did with dysphagia and
dysphonia. Due to the danger of possible airway
compromise or underlying malignancy, laryngoceles,
an uncommon entity that must be investigated
further.

Conflict of Interest: None declared.

Vasileiadis I, Kapetanakis S, Petousis
A, Stavrianaki A, Fiska A, Karakostas
E. Internal laryngopyocele as a
cause of acute airway obstruction:
an extremely rare case and review of
the literature. Acta Otorhinolaryngol
Ital. 2012;32(1):58-62.

Thomé R, Thomé DC, De La Cortina
RA. Lateral thyrotomy approach on
the paraglottic space for laryngocele
resection. Laryngoscope. 2000;110(3
Pt1):447-50.

Nikandish R, Zareizadeh A,
Motazedian S, Zeraatian S, Zakeri H,
Ghaffarpasand F. Bilateral Vocal Cord
Paralysis After Anterior Cervical
Discectomy Following Cervical Spine
Injury: A Case Report. Bull Emerg
Trauma. 2013;1(1):43-5.

Coran AG, Caldamone A, Adzick
NS, Krummel TM, Laberge J-M,
Shamberger R. Pediatric surgery

E-book: Elsevier Health Sciences; 2012.
Keles E, Alpay HC, Orhan I, Yildirim
H. Combined laryngocele: a cause of
stridor and cervical swelling. Auris
Nasus Larynx. 2010;37(1):117-20.
Prasad KC, Vijayalakshmi S, Prasad
SC. Laryngoceles - presentations and
management. Indian J Otolaryngol
Head Neck Surg. 2008;60(4):303-8.
Dray TG, Waugh PF, Hillel AD.
The association of laryngoceles
with ventricular phonation. J Voice.
2000;14(2):278-81.

Celebi i, Oz A, Sasani M, Bayindir
P, S6zen E, Vural C, et al. Using
dynamic maneuvers in the
computed tomography/magnetic
resonance assessment of lesions
of the head and neck. Canadian
Association of Radiologists’ Journal.
2013;64(4):351-7.

Wright Jr LD, Maguda TA.

10.

11.

12.

13.

Laryngocele: case report and review
of the literature. The Laryngoscope.
1964;74(3):396-412.

Zelenik K, Stanikova L, Smatanova
K, Cerny M, Kominek P. Treatment
of Laryngoceles: what is the progress
over the last two decades? Biomed Res
Int. 2014;2014:819453.

Mobashir MK, Basha WM, Mohamed
AE, Hassaan M, Anany AM.
Laryngoceles: Concepts of diagnosis
and management. Ear Nose Throat J.
2017;96(3):133-8.

Gulia J, Yadav S, Khaowas A, Basur
S, Agrawal A. Laryngocele: a case
report and review of literature. Indian
J Otorhinolaryngol. 2012;14(1).
Thomé R, Thomé DC, De La Cortina
RA. Lateral thyrotomy approach on
the paraglottic space for laryngocele
resection. Laryngoscope. 2000;110(3
Pt1):447-50.

Open Access License

All articles published by Bulletin of Emergency And Trauma are fully open access: immediately freely available to read, download
and share. Bulletin of Emergency And Trauma articles are published under a Creative Commons license (CC-BY-NC).

www.beat-journal.com

131



