Surgical treatment of a paratracheal bronchogenic cyst
using cervical mediastinoscopy®
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ABSTRACT

Bronchogenic cysts of the mediastinum are benign congenital lesions, usually found in adults. When surgery is indicated, the
classical approach is resection of the lesion by thoracotomy or thoracoscopy. Herein, we describe the complete resection of a
paratracheal bronchogenic cyst by cervical mediastinoscopy. We also include a brief review and discussion of the literature.

Keywords: Bronchogenic cysts/diagnosis; Bronchogenic cysts/surgery; Mediastinal cysts/radiography; Mediastinoscopy;
Tracheal diseases/cirurgia; Thoracic surgery, video-assisted/methods; Tomography, X ray computed; Case report

INTRODUCTION

Bronchogenic cysts (BCs) of the mediastinum
are congenital lesions that account for 6% to 15%
of all mediastinal masses.!"? The incidence is simi-
lar among men and women," and BCs usually affect
the paratracheal and carinal regions.(1,3) Typically
asymptomatic, BCs constitute a radiological finding
but may present symptoms due to the compression
or irritation of adjacent structures, or due to
infection.!'24%) Surgical treatment is primarily
indicated for all symptomatic cases of BC.?
However, surgery can be an option even in
asymptomatic cases since approximately 85% of
these lesions become symptomatic over time.>%

The surgical approach recommended in the
medical literature involves complete cyst resection
by thoracotomy or video-assisted thoracoscopy.'™
»% The mediastinoscopy approach was described
by Ginsberg 30 years ago, and it represents a
surgical alternative with less morbidity, and
excellent results have been reported in the
literature.”*7 This approach should be considered
for cases in which it is clearly indicated. However,
for reasons that remain unclear, this procedure
has not become popular among thoracic surgeons,
who mainly use thoracotomy or resection by
video-assisted thoracoscopy.®

* Study conducted at the Thoracic Diseases Institute, Clementino Fraga Filho University Hospital, Universidade Federal
do Rio de Janeiro (UFRJ, Federal University of Rio de Janeiro), Rio de Janeiro (RJ) Brazil.
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Figure 1 - Anteroposterior chest X-ray and computed tomography scan of the chest showing right-sided paratracheal

cystic lesion

CASE REPORT

A 22-year-old male patient sought medical attention
complaining of persistent dry cough. The patient
reported no other symptoms. A chest X-ray revealed
mediastinal widening in the right paratracheal region.
He was then submitted to a computed tomography
scan of the chest (Figure 1), which revealed a right
paratracheal cystic lesion, measuring 6 cm in diameter,
dislocating the superior vena cava to the anterior and
dislocating the trachea to the left. Physical examination
was normal and the patient presented no comorbidities.

The patient was then submitted to a cervical
mediastinoscopy, revealing a well-delineated cystic
lesion, which released a viscous, mucoid whitish
liquid upon puncture. A thomboid flap was used to
perform a complete resection of the lesion (Figure
2), sometimes manually, with constant traction.

The postoperative course was uneventful, and the
patient was discharged on postoperative day two.
The anatomopathological exam of the lesion
confirmed the diagnosis of bronchogenic cyst, with
respiratory epithelium in the cyst wall. The
histopathological examination of the cystic lesion
revealed it was internally lined by pseudostratified
ciliated epithelium (of the respiratory type), supported
by loose conjunctive stroma, permeated by bundles
of smooth muscular cells and deep mucous glands,
similar to the normal components of the bronchial
walls, except for the absence of cartilage (Figure 3).

DISCUSSION
A BCis a congenital lesion derived from an abnormal
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budding of the foregut.>” In general, when such an
abnormality occurs precociously, mediastinal cysts are
formed, usually presenting no communication with the
tracheobronchial tree. When formed later, they result in
intraparenchymal cysts, frequently in communication
with the airways, and are more symptomatic and more
frequently complicated by infection.!">*-19

A BC is composed of respiratory epithelium and is
filled with whitish mucinous, or even hematic, material,
almost always unilocular.!? The presence of cartilage
distinguishes the BCs from enteric cysts."” Depending
on their location, BCs are divided into five groups:
paratracheal, carinal, hilar, paraesophageal and
miscellaneous, the last comprising the intrapulmonary
and infradiaphragmatic forms.” In the three largest
studies in the literature, the paratracheal location was
the most commonly found."">'%

In the literature, the BC clinical manifestations
reported include chest pain, cough, dyspnea, fever,
hemoptysis and dysphagia.(">* Complications include
infection, compression of adjacent structures (as in

Figure 2 - Resected bronchogenic cyst.
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Figure 3 - Histopathological image of the cystic lesion
(Hematoxylin and Eosin, magnification - A: x40 [ B: x400).
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superior vena cava syndrome), fistulization and even
malignant degeneration.® "

The diagnosis often results from the incidental
finding of a mediastinal mass on a routine X-ray.?
A computed tomography scan of the chest usually
reveals a cystic unilocular lesion.® Other than
allowing the identification of mucous secretion,
fine needle aspiration has little diagnostic value.?)

The treatment proposed for mediastinal BC is
total resection of the lesion. This is classically
achieved through thoracotomy. However, with the
popularization of video-assisted thoracoscopy in
recent years, video-assisted thoracic resection has
been increasingly employed.(->81)

Resection by mediastinoscopy was described by
Ginsberg in 1972, but did not become popular.© It is
believed that this was due to concern that the resection
of the lesion would be incomplete, thereby increasing
the possibility of relapse, and that it would be
technically impossible to safely resect subcarinal
lesions. However, the efficacy and safety of the method
has been proven, and it has been shown that it is
possible to perform subtotal resection of the lesion
and to treat the lesion with a sclerosing agent, both
with very good results.*” Qbviously, this approach
should be reserved for BCs located in regions easily
accessed by conventional cervical mediastinoscopy
and, as previously mentioned, a significant number of

367

BCs are located in these regions.!"?

1t is known that mediastinoscopy is a procedure
that offers a minimum risk of complications when
performed by experienced individuals.”'? The
reduced surgical time, shorter hospital stay,
minimal postoperative pain and lower incidence
of the complications associated with thoracotomy
and video-assisted thoracic surgery, have made the
mediastinoscopic approach very attractive.

Therefore, in view of the possibility of diagnostic
confirmation and adequate treatment of BCs
through mediastinoscopy, we believe that this
technique should always be considered for the
treatment of the cysts located in regions easily
accessed through cervical mediastinoscopy.
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