
Bronchogenic cysts are congenital 
malformations arising from anom-

alous budding of the ventral foregut 
during the fifth week of gestation. Most 
commonly, the cysts are located in the 
middle and superior mediastinum in 
close proximity to the lung parenchyma 
or the tracheobronchial tree [1].

Bronchogenic cysts are the most com-
mon cystic lesions of the mediastinum. 
Yet, they remain a rare entity that is 
mainly seen in children. 

Despite the predominantly benign na-
ture of bronchogenic cysts, their presenta-
tion can vary from incidental findings of 
an asymptomatic mass to respiratory fail-
ure, dysphagia, and chest pain caused by 
compression of surrounding structures.

In this case report, we present a pa-
tient with new onset complaints of gradu-
al dysphagia and dyspnea and a posterior 
mediastinum mass that was initially as-
sumed to be an echinococcal cyst. Sub-
sequent diagnosis of the mass as a par-
aesophageal inflamed bronchogenic cyst 
was made after pathological examination 
of the surgically excised cyst.

A 66-year-old Arab male with a history 
of congestive heart failure and chron-
ic atrial fibrillation was admitted to the 
internal medicine department with com-
plaints of gradually worsening dyspnea 
and dysphagia over the past 3 weeks. 

At admission, the patient presented 
with compensated respiratory acidosis, 
with blood PH of 7.38 (normal range 
7.32–7.42), PCO2 of 63.5 mmHg (normal 
range 41–51) and HCO

3
 of 31.6 mmol/L 

(normal range 24–28).
Further laboratory blood tests showed 

Hemoglobin levels of 15.8 g/dl (normal 
range 14–18), sodium140 mEq/L (normal 
range 135–145), potassium 4.3 mEq/L 
(normal range 3.6–5), creatinine 1.2 mg/dl 
(normal range 0.66–1.25), alkaline phos-
phatase100 IU/L (normal range 38-150), 
ALT 19 IU/L (normal range 21–70), AST 
32 IU/L (normal range 5–34), and GGT 35 
IU/L (normal range 15–73).

Chest radiograph [Figure 1] did not pro-
vide an explanation for the patient’s symp-
toms; therefore, gastroduodenoscopy was 
performed, which revealed external com-
pression of the distal part of the esophagus.

A chest computed tomography (CT) 
scan demonstrated a large cystic lesion 
with subtle calcifications in the posteri-
or mediastinum, compressing the distal 
esophagus, descending aorta, and the 
heart's left ventricle and atrium [Figure 1].

The radiographic appearance of the 
cystic lesion and the ethnicity of the pa-
tient, aroused suspicion for hydatid cyst. 
Echinococcus IgG serology was tested. 
Although the serology was found to be 
negative, the clinical suspicion for echi-
nococcal cyst combined with the high 
rate of false negative results of echi-
nococcus IgG serology, led us to begin 
treatment with albendazole [2].

Five days after initiation of albenda-
zole, cyst excision surgery was performed.

Using a posterior-lateral thoracoto-
my incision, entry to the pleural cavity 

through the 7th intercostal space was 
achieved. Adhesions of the lung to the 
parietal pleura, aorta, and esophagus 
were separated. The pulmonary ligament 
was opened and the inferior pulmonary 
lobe was diverted upward. Opening of 
the parietal pleura between the aorta and 
the esophagus was performed and the 
cyst’s capsule was identified. 

Harmonic scalpel was used to separate 
the cyst’s capsule from surrounding struc-
tures, but because of severe adhesion to the 
esophagus in the capsule’s distal segment, 
aspiration of its content was performed. 
The cyst’s content was suppurative, and 
resembled that of an echinococcal cyst, 
thus supporting the initial diagnosis. Af-
ter the complete drainage of the cyst, the 



remaining capsule was separated and ex-
tracted from the thorax [Figure 2A].

However, histological examination 
revealed a severely inflamed broncho-
genic cyst, mainly denuded, with scarce 
remnants of respiratory (ciliated colum-
nar) and squamous epithelium. The cyst 
wall was composed of inflamed granula-
tion tissue with fibrin deposits, and ob-
vious preserved smooth muscle fibers in 
the deeper layer [Figure 2B].

The cyst was completely excised and 
the patient symptoms improved rapidly. 
During the hospitalization, the patient pre-
sented with postoperative esophageal per-
foration and decompensation of the pre-ex-
isting congestive heart failure. Despite the 
efforts of the medical team, the patient died. 

This case presents a unique presentation 
of congenital paraesophageal broncho-
genic cyst that became symptomatic on 
the seventh decade of life.

Bronchogenic cysts are the most com-
mon cystic lesion found in the medias-
tinum. They are lined with ciliated epi-
thelium and are surrounded by smooth 
muscle, elastic tissue, and mucous 
glands, thus mimicking the tissues sur-
rounding the normal bronchus [1].

When attached to the primitive fore-
gut, the cyst is usually found proximal 
to the tracheobronchial tree. However, in 

some cases, the cyst migrates to ectopic 
locations and may be found beyond the 
boundaries of the mediastinum [1].

Bronchogenic cysts are categorized 
by their relationship with the tracheal 
wall and can be extraluminal, intralumi-
nal, or intramural. Paratracheal cysts are 
extraluminal cysts and comprise the most 
common subtype of bronchogenic cysts. 

The clinical presentation of broncho-
genic cysts depends on their location 
within the thorax and the age of the pa-
tient. The most common presentation in 
children is some level of respiratory dis-
tress, whereas in adults, the majority of 
bronchogenic cysts are asymptomatic [3].

The diagnosis of bronchogenic cysts 
is made using CT scans and histopathol-
ogy, although endobronchial ultrasound 
(EBUS) followed by cyst aspiration is 
also a possible modality for diagnosis. 

The current treatment relies on the 
complete surgical excision of the cyst. 
Although the majority of cysts are as-
ymptomatic and exhibit benign behav-
ior, excision is preferred to establish a 
diagnosis, ease symptoms, prevent cyst 
infection, and eliminate the low risk for 
malignant transformation [4].

Bronchogenic cysts are an extremely 
rare entity in adults but should be con-
sidered in the differential diagnosis of 
mediastinal cystic lesions. As described 
in this case, the cysts may remain asymp-
tomatic for several decades and become 

symptomatic only in later years.

For patients who refuse or who are un-
suitable for surgical excision, bronchos-
copy-guided aspiration (with or without 
EBUS) can also be performed. Although 
recurrence rates after bronchosco-
py-guided aspiration are higher, therefore 
requiring long-term follow-up, less inva-
sive management is an evolving option 
for treatment [5].


