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Bronchogenic cysts are congenital cystic 
lesions most commonly seen in the pulmo-
nary parenchyma or mediastinum, rarely 
they can present in ectopic locations as 
cutaneous or subcutaneous cysts, cervical 
masses, or masses in the thoracic wall(1). 
We report a case of ectopic bronchogenic 
cyst that presented as a low neck mass, for 
the rarity of occurrence of this entity at this 
site. 

Case Report 
An 11-month-old male infant presented 

with a history of progressively increasing 
cough, breathlessness and fever of ten days 
duration. There was no history of any ill-
ness in the past. Examination revealed a 
4x4 cms cystic mass in the left anterior tri-
angle of the neck close to the sternal notch. 
There were no local signs of acute inflam-
mation. Trachea was shifted to the right 
and bilaterally, harsh bronchovesicular 
breath sounds with a prolonged expiratory 
phase could be heard in the chest. There 
were no crepitations or rhonchi. The rest of 
the systemic examination was unremark-
able. 

A hemogram on admission showed a 
slight leukocytosis with a normal differen- 

From the Pediatric Surgery Unit, Department of 
Surgery and the Department of Pathology, 
Christian Medical College, Ludhiana 141 008. 

Reprint requests: Dr. Yogesh Kumar Sarin, Incharge 
Pediatric Surgery Unit, Department of Surgery, 
Christian Medical College, Ludhiana 141 008. 

Manuscript Received: November 8,1996; 
Initial review completed: December 11,1996; 
Revision Accepted: June 20,1997 

VOLUME 34-NOVEMBER 1997 

tial count. Throat swab culture grew no 
microorganisms. The chest roentgenogram 
showed a few scattered infiltrates in both 
lung fields and a left paratracheal soft tis-
sue shadow that caused tracheal indenta-
tion. Computerised Tomography revealed 
it to be well-defined hypodense lesion in 
the lower cervical region reaching upto the 
superior mediastinum (Fig. 1.) The lesion 
did not seem to have any attachment or 
communication with anterior chest wall 
or surrounding structures; there was no 
calcification seen. 

Surgery done through a low transverse 
cervical incision, revealed a 5x3 cms 
multilocular mucus filled cyst that was im-
pinging upon and which was adherent to 
the left wall of the lower cervical trachea. 
The cyst could be completely excised. The 
post-operative period was uneventful. 
Microscopically, the cyst wall consisted of 
fibroconnective tissue and bits of cartilage, 
the inner lining being that of respiratory 
epi-thelium. 
Discussion 

Foregut cysts, including bronchogenic 
cysts account for almost 10% of all intratho-
racic masses, but there are no available esti-
mates of their incidence in the neck(2). In a 
series of 15 patients with foregut cysts, only 
one case was documented with a cyst in 
the neck(3). Further, in a 20 year study 
comprising 20 cases of bronchogenic cysts, 
only 3 such cases were located in the 
neck(4). 

Most of the cervical bronchogenic cysts 
present as supraclavicular masses and 
mimic cystic hygromas, branchial cleft 
cysts, thyroglossal cysts, thyroid abscesses 
or ectopic cysts of thymic origin(l,5). The 
cervical bronchogenic cysts very rarely 
may have cutaneous openings and mucoid 
discharge very similar to a branchial cleft 
sinus(6). An occasional child may present 
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with stridor and tracheal indentation due 
to rapid enlargement of the cervical cyst(7). 

Precise soft tissue radiographs may pick 
up the mass, but computerised tomo-
graphy or magnetic resonance imaging 
would help in delineation of the lesion. 

Surgical excision of the cyst is easy. 
Although the ectopic bronchogenic cyst is 
characteristically described as unilocular, 
multilocular cysts have also been occasion-
ally reported. Diagnosis of the true nature 
of the cyst would rest on microscopic dem-
onstration of an inner lining of respiratory 
epithelium with smooth muscle and occa-
sionally bits of cartilage in its wall(5). 
Cervical bronchogenic cysts are almost 
always benign although there have been 
reports of squamous cell carcinoma and 
rhabdomyosarcoma arising from intra-
thoracic bronchogenic cysts(8,9). 

REFERENCES 

1. Ryckman FC, Rosenkrantz JG. Thoracic 
surgical problems in infancy and child 
hood. Surg Clin N Amer 1985; 65: 1423- 
1454. 

2. Cohen SR, Thomson JW, Brennan LP. Fo- 
regut cysts presenting as neck masses. 
Ann Otol Rhinol Laryngol 1985; 94: 433- 
436. 

3. Cohen SR, Geller KA, Birns JW, Thomson 
JW, Meyer BW, Lindessmith GG. Foregut 
cysts in infants and children: Diagnosis 
and    Management.    Ann   Otol    Rhinol 
Laryngol 1982; 91: 622-627. 

4. Ramenofsky ML,  Leape  LL,  McCauley 
RGK. Bronchogenic cysts. J Pediatr Surg 
1979; 14: 214-244. 

5. Soper RT, Pringle KC. Cysts and sinuses 
of the neck. In: Chicago, Pediatric Sur-
gery, 4th edn. Eds. Welch KJ, Randolph 
JG, Ravitch MM, O'Neill JA Jr. Row MI. 
Chicago, Year Book Publishers, 1986; pp 
539-542. 

6. Gessendorfer  H.  Cervical bronchogenic 
cyst. J Pediatr Surg 1973; 8: 435. 

7. Touloukian RJ. Air filled bronchogenic 
cyst presenting as a cervical mass in the 
newborn. J Pediatr Surg 1982; 17: 311-312. 

8. HonChi-Suen, Mathisen DJ, Grillo HL, Le 
Blanc   J,   McCloud   TC,   Moncure   AC, 
Hilgenberg   AD.   Surgical   management 
and       radiologic      characteristics       of 
bronchogenic   cysts.   Ann   Thorac   Surg 
1993; 55:476-481. 

9. Krous    HF,    Sexauer    CL.    Embryonal 
rhabdomyosarcoma arising within a con-
genital bronchogenic cyst in a child. J 
Pediatr Surg 1981; 16: 506-508. 


