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Esophageal bronchogenic cyst: an uncommon cause of
dysphagia in adults. Case report and literature review

Quiste broncogénico esofdagico: una causa poco comtn de disfagia en adultos. Reporte
de caso y revision de la literatura
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Abstract

Background: Bronchogenic cysts result from abnormal budding of the primitive tracheobronchial tube and are rare congenital
cystic lesions. The location of the cyst depends on the embryological stage of abnormal budding. Although periesophageal
bronchogenic cysts have been frequently reported, a completely intramural cyst is very rare. Clinical case: A 42-year-old
female patient, a three-month course with retrosternal pain associated with food intake, accompanied by intermittent dysphagia
to solids. Esophagogram, high resolution thoracic tomography and endoscopic ultrasound are performed, concluding a proba-
ble esophageal bronchogenic cyst. Resection is performed by video-assisted thoracic surgery, without complications. Patient
presents with adequate evolution and complete remission of the symptomatology. Conclusion: Bronchogenic cysts of the
esophageal wall are extremely uncommon lesions. Its surgical treatment is indicated to be symptomatic; video-assisted thora-
coscopic surgery resection is of choice, with excellent long-term results and minimal morbidity.
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Resumen

Antecedentes: Los quistes broncogénicos son lesiones cong-énitas raras que resultan de brotes anormales del tubo traqueo-
bronquial primitivo. La localizacion del quiste depende de la etapa embrioldgica del brote anormal. Aunque los quistes bron-
cogénicos periesofdgicos han sido frecuentemente reportados, un quiste completamente intramural es muy raro.
Caso clinico: Mujer de 42 afios con cuadro de 3 meses de evolucion, con dolor retroesternal asociado a la ingestion de
alimentos, acompafiado de disfagia intermitente a sdlidos. Se realiza esofagograma, tomografia de tdrax de alta resolucion y
ultrasonido endoscdpico, que concluyen probable quiste broncogénico esofdgico. Se realiza reseccion por cirugia tordcica
videoasistida, sin complicaciones. La paciente cursa con adecuada evolucion y remision completa de la sintomatologia.
Conclusién: Los quistes broncogénicos de la pared esofdgica son lesiones extremadamente poco comunes. Estd indicado
su tratamiento quirdrgico al ser sintomaticos; es de eleccion la reseccion por cirugia tordcica videoasistida, con excelentes
resultados a largo plazo y minima morbilidad.

PALABRAS CLAVE: Quiste broncogénico. Esdfago. Disfagia. Cirugia tordcica videoasistida.

Correspondence:

*Ana Paula Ceniceros-Cabrales

Av. Cuauhtémoc, 330 Date of reception: 20-07-2017 Cir Cir. 2018;86:168-171
C.P. 06725, Ciudad de México, México Date of acceptance: 27-03-2018 Contents available at PubMed
E-mail: anapaucc @hotmail.com DOI: 10.24875/CIRUE.M18000027 www.cirugiaycirujanos.com

168


mailto:anapaucc%40hotmail.com?subject=
http://dx.doi.org/10.24875/CIRUE.M18000027

A. P. Ceniceros-Cabrales, P. Sanchez-Fernandez: Esophageal bronchogenic cyst

Background

Bronchogenic cysts are rare congenital lesions that
result from abnormal budding of the primitive tracheo-
bronchial tube'. The location of the cyst depends on
abnormal budding embryological stage?.

Approximately 36-90% of bronchogenic cysts occur
in the mediastinum, and most of the remaining cysts
involve the lung parenchyma3. Esophageal bronchoge-
nic cysts are rare; paraesophageal cysts are the most
typically reported, and completely intramural cysts are
quite rare. Intramural esophageal bronchogenic cysts
have only been described in 23 adult cases since 19814,

Most patients are newborns or infants at presenta-
tion. The symptoms are usually caused by intrathora-
cic structures compression, with predominant
respiratory problems. Primary symptoms consist of
retrosternal pain, cough, dyspnea or fever®.

As for the treatment of esophageal bronchogenic cysts,
complete surgical resection is recommended by means
of thoracotomy or video-assisted thoracic surgery. Some
authors recommend it even when patients are asympto-
matic, due to later complications such as infection, ruptu-
re, intracystic hemorrhage or carcinomatous changes®.

Objective

To describe a rare case of a bronchogenic cyst of
the esophageal wall diagnosed in adulthood, which
was treated with video-assisted thoracic surgery re-
section, as well as to perform a literature review.

Clinical case

This is the case of a 42-year-old woman. She de-
nied having any chronic-degenerative disease and
had a surgical history of two cesarean sections and
bilateral tubal occlusion, with no other data of relevan-
ce. At admission, she had a 3-month history of retros-
ternal pain associated with food intake, accompanied
by intermittent dysphagia to solids.

As part of her diagnostic workup, she underwent an
esophagography, high-resolution chest tomography
and endoscopic ultrasound. The esophagography
showed extrinsic compression in the middle third of
the esophagus (Fig. 1). Chest tomography documen-
ted a mass attached at the middle third of the eso-
phagus, which pushed the trachea and aorta (Fig. 2).
Endoscopic ultrasound reported a cystic lesion at be-
tween 26 and 31 cm from the dental arch, which

Figure 1. Esophagography showing extrinsic compression in the
middle third of esophagus.

Figure 2. High-resolution chest tomography reconstruction, which
shows a mass in the middle third of esophagus, which pushes the
trachea and aorta.

measured 39 x 30 mm in diameter, with anechoic,
discretely turbid content, arising from the esophagus
wall and growing inwards covered by normal esopha-
geal mucosa and outwards pushing the trachea and
aorta, as well as an adenopathy in the sub-carinal
region. Differential diagnosis was probable broncho-
genic cyst vs. duplication cyst (Fig. 3).

Performing a resection by video-assisted thoracic
surgery was decided, which revealed a 30 x 30 mm
lesion on the left lateral side of the esophagus, at the
middle third (Fig. 4), with histopathological report of
bronchogenic cyst (Fig. 5). The patient had an ade-
quate postsurgical evolution, with incidence of pneu-
mothorax after removal of the endopleural catheter,
which was replaced and then successfully withdrawn.
The patient was discharged home in appropriate con-
ditions and with complete symptom remission.

Discussion

Bronchogenic cysts are bronchopulmonary foregut ab-
normalities that usually occur along the tracheobronchial
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Figure 3. Endoscopic ultrasound that reported a cystic lesion at between 26 and 31 cm of the dental arch, of 39 x 30 mm in diameter, with
anechoic content, which arises from the esophageal wall and grows inwards covered by normal esophageal mucosa and outwards pushing the

trachea and aorta.

Figure 4. A and B: bronchogenic cyst dissection from adjacent struc-
tures. C: opening of the cyst, after aspiration of its content. D: the wall
of the already-dissected cyst is shown. a: thoracic aorta, b: broncho-
genic cyst, c: bronchogenic cyst wall.

Figure 5. Histological image showing the respiratory epithelium
that lined the cyst interior (staining with eosin and hematoxylin, 40x
amplification).

tree in the mediastinum2. They can be located in the
paratracheal, carinal or hilar region. Esophageal bron-
chogenic cysts develop when abnormal budding occurs
in the laryngotracheal groove after the third week of
gestation?”.

Histologically, bronchogenic cysts are characterized
by the presence of ciliated cylindrical epithelium and
various components of smooth muscle, bronchial
gland, cartilage and even pulmonary alveoli in the cyst
wall, depending on the stage of gestation at which
abnormal budding occurs?.

When present, symptoms are usually caused by
compression of the surrounding structures or by com-
plications related to the cyst®. The most common
complications are intracystic hemorrhage, infection,
inflammation, ulceration of the cyst, and rupture or
perforation of the cyst in the tracheobronchial tree,
pericardium or pleura. A mediastinal cystic mass of
3-4 cm adjacent to the esophagus that occurs with
dysphagia and chest pain is highly suggestive of a
bronchogenic cyst2.

Different imaging techniques help locate the anomaly
and detect any associated lesion. Postero-anterior and
lateral chest X-ray, which is the primary diagnostic
modality, can demonstrate the location of the cyst, its
size and contours, and especially can show air-fluid
levels in the cyst. Contrast esophagography can show
if there is communication between the cyst and the
esophagus, or reveal only extrinsic smooth compres-
sion and displacement of the esophagus. Computed
tomography is useful to evaluate the cystic nature of
the mass, showing an almost watery homogeneous
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density; it can indicate the exact location of the mass
and its relationship with other thoracic structures®.
Howeuver, if the cyst is infected or has protein and cal-
cium high content, its density may fall within the range
of solid tissue, which increases diagnostic uncertain-
ty'0. Definitive diagnosis is established after surgical
excision with histological confirmation.

Magnetic resonance imaging is sensitive to detect
tissue filled with fluid. However, many bronchogenic
cysts contain large amounts of protein material, thus
producing hyperintense T1-weighted images, which
makes it difficult to differentiate fatty lesions. Endos-
copy is carried out to rule out the presence of
malignancy™. Endoscopic ultrasound is useful for
diagnosing intramural esophageal bronchogenic
cysts, through a clear delimitation of the submucosal
location of the cyst®.

The treatment of bronchogenic cysts remains con-
troversial. If the cyst is symptomatic, conventional or
thoracoscopic enucleation can be performed. The pur-
pose of surgery is diagnosis, resection and prevention
of complications. Video-assisted thoracoscopic sur-
gery is a less invasive option, but with a complication
rate of 10-30%*"2. Alternatives to surgery include tran-
sesophageal needle aspiration, and even a successful
extirpation by transoral endoscopic resection for a cyst
located in the esophageal wall has been described®.
Radical surgical resection of the bronchogenic cyst,
regardless of the surgical method, offers satisfactory
results, without long-term recurrence?.

Conclusion

Bronchogenic cysts of the esophageal wall are ex-
tremely rare lesions. When symptomatic, surgical
treatment is indicated, with video-assisted thoracic
surgery resection being the choice, with excellent
long-term results and minimal morbidity.
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