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ABSTRACT
Introduction: Bronchogenic cysts are congenital malformations of the homoplastic dysembryoma type, producing cavities lined 
with bronchial epithelium and containing air and/or mucoid material. Their location may be mediastinal (30-40% of cases) or 
intrapulmonary (60-70% of cases) [1]. Infection is one of the most frequent complications of these cysts. Infection may be secondary 
to common germs, and association with pulmonary tuberculosis is exceptional.

Observation: This 49-year-old patient was admitted to our department with an 08-month history of paroxysmal cough, mild dyspnoea 
on exertion and chest pain. Cardiovascular risk factors included smoking (45 pack-years), which had been weaned for 1 year. 

The physical examination on admission was unremarkable.  Tuberculosis workup, including sputum Genexpert and tuberculin 
intradermal reaction, was normal. Chest X-ray revealed a well-limited, round, homogeneous hydric opacity measuring 5cm long on 
the left paracardiac axis. Cardiac ultrasound revealed a left retroventricular mass partially limiting ventricular contractions. 

A thoracic CT scan revealed a well-limited proximal liquid mass with poly-lobed contours, hypodense and non-enhanced after 
intravenous injection of contrast medium. The mass was biopsied and removed by left posterolateral thoracotomy. Postoperative 
management was straightforward.

Anatomopathological study of the surgical specimen revealed a cystic formation lined by a respiratory-type lining in the process 
of necrosis. This was fibrosis with foci of cartilage and lymphoid tissue. Overall, the histological appearance was consistent with a 
brochogenic cyst.

Conclusion: Bronchogenic cysts are rare congenital malformations, which can remain asymptomatic for a long time. The main 
complications are compression of mediastinal organs, superinfection, intracystic haemorrhage or, exceptionally, malignant 
degeneration. Surgery remains the best therapeutic option.
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Introduction
Bronchogenic cysts are homoplastic dysembryoma-like congenital 
malformations, creating cavities lined with bronchial epithelium 
and containing air and/or mucoid material. Their location may 
be mediastinal (30-40% of cases) or intrapulmonary (60-70% of 
cases) [1]. Infection is one of the most frequent complications of 
these cysts. Infection may be secondary to common germs, and 
association with pulmonary tuberculosis is exceptional.

Bronchogenic cysts and pulmonary sequestration are congenital 
bronchopulmonary malformations. Bronchogenic cysts are 
considered to be aberrant bronchial buds arising from the primitive 
digestive tract. Their location is most often either pulmonary, or 
mediastinal in the middle mediastinum, especially below the 
tracheal bifurcation, although other locations are also possible 
(pleural, diaphragmatic, retroperitoneal) [2].

Observation
This 49-year-old patient was admitted to our department with an 
08-month history of paroxysmal cough, mild dyspnoea on exertion 
and chest pain. Cardiovascular risk factors included smoking (45 
pack-years), which had been weaned for 1 year. 

The physical examination on admission was unremarkable. 
Tuberculosis workup, including sputum Genexpert and tuberculin 
intradermal reaction, was normal. Chest X-ray revealed a well-
limited, round, homogeneous hydric opacity measuring 5cm long 
on the left paracardiac axis (Figure 1).

Figure 1: Front thoracic radiograph: rounded opacity 3cm with clear left 
paracardiac contours.

Cardiac ultrasound revealed a left retroventricular mass partially 
limiting ventricular contractions.

The thoracic CT scan revealed a well-limited proximal liquid mass 
with poly-lobed contours, hypodense and non-enhanced after 
intravenous injection of contrast medium (Figures 2 and 3). In 
view of this scannographic appearance, the indication for surgical 
removal by posterolateral thoracotomy was established and carried 

out. Anatomopathological study of the surgical specimen revealed 
a cystic formation lined by a respiratory-type lining in the process 
of necrosis. This was fibrosis with foci of cartilage and lymphoid 
tissue. Overall, the histological appearance was consistent with a 
brochogenic cyst.

Figure 2: Chest CT scan (medial window): Well-limited proximal fluid 
mass of regular contour not enhanced after injection of contrast medium.

Figure 3: Chest CT scan (parenchymal window): fluid mass.

Figure 4: Chest CT scan (medial window): right basi-thoracic mass.
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Figure 5: Chest CT scan (frontal section) Paracardiac fluid mass.

Figure 6: Intraoperative view: cyst in situ.

Figure 7: Intraoperative view of cyst after excision.

Figure 8: Surgical specimen.

Discussion
Bronchogenic cysts, which belong to the enterobronchopulmonary 
malformations, account for around 50-60% of all mediastinal 
cysts [3]. It is a benign congenital pathology, which may be 
asymptomatic in up to 15% of cases, and lies mainly along the 
tracheobronchial tree, most often in a subcarinal position [4,5]. 

KB accounts for almost 15% of benign mediastinal tumours 
[1,3] and 22% of congenital bronchopulmonary malformations 
in the study by Salles et al. [22]. Thoracic localization is either 
pulmonary in 70% of cases or mediastinal in 30% [19,20], as in 
our patient's case, with possible localization in one of the three 
mediastinal levels. In 1948, Maier described four main mediastinal 
sites: paratracheal, especially on the right side, carinal, subcarinal 
and paraesophageal [23]. Cyst size increases progressively with 
age.

Clinical symptoms are highly variable, depending on both the size 
of the cyst and its mass effect on adjacent structures. Thus, the cyst 
may be asymptomatic when discovered fortuitously, especially in 
peripheral locations, or be responsible for early respiratory distress 
of varying severity when medial [5].

If not, it may be responsible for early respiratory distress of 
varying severity when it is medial [5]. Other manifestations may 
be encountered: dysphagia in the case of esophageal compression, 
pulmonary infections in the case of airway compression. 
Otherwise, in some cases, rhythm disturbances have been noted in 
cysts compressing the heart chambers [5].

Clinical symptoms vary according to the location of the 
bronchogenic cyst, its size, and the occurrence of complications 
[6,7]. On plain radiographs, bronchogenic cysts usually appear 
as homogeneous round opacities in the middle or posterior 
mediastinum near the carina. On thoracic CT, it is typically a 
round or oval, homogeneous mass of variable density depending 
on the contents, with a thin wall that does not rise after injection 
of contrast medium, sometimes with parietal or intracystic 
calcifications. CT can also be used to study the relationship with 
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neighbouring mediastinal organs [8]. Anatomopathologically, it is 
macroscopically a cystic formation, with a fibrous wall and mucoid 
content. Microscopically, the wall is of bronchial type, lined on the 
inner side with ciliated respiratory epithelium secreting mucus, the 
source of the thick liquid content.

The main complications of bronchogenic cysts are compression 
of mediastinal organs, superinfection, intracystic haemorrhage or, 
exceptionally, malignant degeneration. However, in the case of 
sequestration, complications are most often recurrent infections, 
sometimes fatal hemoptysis, or rarely massive spontaneous 
hemothorax [10]. Surgery remains the best therapeutic option 
for bronchogenic cysts and pulmonary sequestration, even if 
asymptomatic, due to their risk of complications, which are 
sometimes potentially serious, and the absence of diagnostic 
certainty prior to pathological examination [10-12].

Once the diagnosis is suspected, surgical excision is always 
the treatment of choice, even in asymptomatic patients. This 
is justified by the possibility of serious complications and the 
absence of diagnostic certainty prior to pathological examination 
[15,16]. Possible complications of KB are tracheal compression 
or tracheobronchial obstruction, superinfection favoured by 
communication between the cyst and the tracheobronchial tree, 
cyst rupture [18], pneumothorax due to hyperinflation of the 
contralateral lung or cardiac rhythm disorders [15].

In the long term, carcinomatous or sarcomatous tumor-like 
degeneration may occur, although this is exceptional [6]. 
Bronchogenic cysts (Figures 3 and 4) can also be accessed by 
VT, albeit with the operative risks associated with inflammatory 
changes that may cause damage to neighbouring organs 
(tracheobronchial tree, oesophagus) during dissection [13,14]. 
These difficulties, or intraoperative accidents, may necessitate 
conversion, and the patient must be carefully informed. In our 
experience, the post-operative course was straightforward, with a 
single pneumothorax on removal of the pleural drainage. However, 
one lesion recurred, necessitating re-intervention. This failure 
underlines the importance of complete exeresis.

Conclusion
Bronchogenic cysts are rare congenital malformations that can 
remain asymptomatic for a long time. The main complications 
of bronchogenic cysts are compression of mediastinal organs, 
superinfection, intracystic hemorrhage or, exceptionally, malignant 
degeneration. Surgery remains the best therapeutic option.
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