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DESCRIPTION
A 34- year- old man was referred to the otolaryn-
gology department via the acute medical assess-
ment ward with progressive dysphagia over a 
period of months with new onset dyspnoea and 
odynophagia. The patient was unable to swallow 
on admission and had mild dyspnoea and voice 
muffling, but no stridor and was maintaining 
oxygen saturations above 96% on room air. He 
showed no signs of infection and was systemi-
cally well. Flexible nasolaryngoscopy revealed a 
large smooth globular swelling in the midline of 
the posterior laryngopharynx (figure 1, video 1). 
The overlying mucosa appeared normal. The 
swelling obscured the posterior half of the glottis, 
hence the patient’s mild dyspnoea. The patient 
was administered intravenous dexamethasone 

to provide some symptomatic relief prior to 
arranging a CT scan of his neck with contrast. 
The CT scan showed a well- defined fluid- filled 
collection with thick walls in the prevertebral 
space at the level of C3 and C4, compressing the 
retropharyngeal space and bulging into the laryn-
gopharynx (figures 2–5). The collection appeared 
to be arising from the upper screw of metal 
prosthesis used for cervical spine stabilisation. 
This was revisited with the patient who actually 
described having C5/6 anterior cervical discec-
tomy and fusion for a traumatic cervical spine 
injury overseas around 10 years ago.

Figure 1 Flexible nasolaryngoscopy showing a midline 
swelling of the posterior pharyngeal wall with pooling of 
saliva and occlusion of the posterior aspect of the larynx.

Video 1 Flexible nasolaryngoscopy revealing a large 
smooth globular swelling in the midline of the posterior 
laryngopharynx obscuring the posterior aspect of the 
larynx.

Figure 2 Sagittal view of CT of the neck showing 
prevertebral cystic swelling at the level of C3 and C4.

Figure 3 Sagittal view of CT of the neck with altered 
windowing to show metal prosthesis at C5 and C6.
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These findings were discussed with the neurosurgery team, 
and potential diagnoses and management options were consid-
ered. It was felt that the swelling was likely to represent a reac-
tionary cyst and unlikely to represent a meningocele1 or spinal 
tuberculosis,2 so drainage and biopsy via direct laryngoscopy 

was felt to be a safe strategy to relieve the patient’s symptoms 
and obtain samples for microbiology and histology.

The patient was taken to theatre and, under general anaes-
thetic, the swelling was aspirated and deroofed via direct 
laryngoscopy and endoscopic assistance (videos 2 and 3). Care 
was taken not to breach the posterior wall of the cavity to 
avoid paravertebral structures.

Samples of fluid were sent for culture and sensitivity and 
beta-2 transferrin analysis. The tissue from the deroofing was 
sent for histological analysis.

A nasogastric tube was inserted for postoperative feeding 
and the patient was kept nil by mouth for 48 hours. A 5- day 
course of prophylactic co- amoxiclav was commenced. The 
patient’s airway symptoms were relieved immediately postop-
eratively. One day after the nasogastric tube was removed, the 
patient was able to tolerate a normal diet and there were no 
signs of infection. Repeat flexible nasolaryngoscopy showed 
the swelling had shrunk significantly, with just a small lip of 
redundant mucosal tissue visible at the post- cricoid region 
(video 4). The patient was discharged and followed- up via tele-
phone consultation. The histology results revealed inflamed 
benign squamous epithelium and granulation tissue in keeping 
with cyst deroofing. The patient will be reviewed in the otolar-
yngology clinic to check for recurrence. If the swelling recurs, 
his case will be discussed with the spinal surgery team to 
consider removal of the spinal prosthesis.

Video 2 Endoscopic- assisted aspiration of cyst via direct 
laryngoscopy.

Video 3 Endoscopic- assisted deroofing of cyst via direct laryngoscopy.

Video 4 Improved appearance of laryngopharynx on repeat flexible 
nasolaryngoscopy 3 days postoperatively.

Figure 4 Axial view of CT of the neck showing compression on 
laryngopharynx.

Figure 5 Coronal view of CT of the neck showing midline cystic 
swelling into the laryngopharynx.
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Learning points

 ► Obtaining a thorough medical history including details of 
any previous surgery can be particularly useful in cases of 
diagnostic uncertainty.

 ► Deroofing of this prevertebral swelling via a laryngoscopic 
approach proved to be a safe and relatively minimally 
invasive management option.

 ► Flexible nasolaryngoscopy remains a key part of examination 
in the assessment and evaluation of any patient with airway 
compromise and odynophagia.
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