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: Bronchogenic cyst is a rare clinical entity that occurs due to

abnormal development of the foregut; the majority of bronchogenic cysts have

been described in the mediastinum and they are rarely found in an

extrathoracic location.

: We describe the case of an intra-pleural bronchogenic

cyst , incidentally discovered during elective thoracic surgery for pleurectomy

to remove the cause of recurrent pleural effusion in a 33-year-old lady.

: The parietal and visceral pleural bronchogenic cysts are very

uncommon but should be considered as a differential diagnosis of lesions

originated from pleural cavity.

Bronchogenic cyst; Pleural effusion.
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INTRODUCTION

CASE REPORT

T
he laryngotracheal groove shows up toward the

end of the third week of growth in the embryonic

foregut ; the dorsal bud of the foregut stretches

to form the esophagus, and the ventral divide eventu-

ally separates into the respiratory tract, with ciliated

epithelium lining both the fetal esophagus and

trachea. Bronchogenic cyst and esophageal

duplications are clinical distortions because of

abnormal development of the foregut.

Bronchogenic cyst structure from adornment ventral

buds emerging from the foregut distal to the future

lung at about the fifth week of intra-uterine life; the

lion's share of bronchogenic cysts have been por-

trayed in the mediastinum (90%, most normally in the

back part of the prevalent mediastinum) and they are

once in a while found in an extrathoracic area.

We report a bronchogenic cyst incidentally discov-

ered during thoracic surgery for pleurectomy in our

patient, who was admitted to our pulmonary unit for

recurrent pleural effusion

1

1-3

4-8

A 46 year old lady presented to pulmonology OPD

PIMS through referral. History dates back some 2

years back when she was diagnosed as a case of

tuberculous pleural effusion on the basis of chest x-

ray that showed large effusion on left side. She took

ATT for 9 months but no clinical or radiological

improvement documented. Then chest USG was done

that showed large pleural effusion and moderate

pericardial effusion. At this time she was put on ATT

with steroids. She took for 6 months but no improve-

ment, so she was referred to us. She was admitted

with large left pleural effusion ,etiology unknown.

Diagnostic pleural tap came to be transudative

lymphocytic . Pleural biopsy was done that reported

as and therapeutic tap was done. CT Scan chest

reported as loculated empyema. She was discharged

on antibiotics. But after 1 week she again presented

with SOB. This time her CXR was same as at time of

previous admission. diagnostic tap this time was

exudative, pleural biopsy showed and fluid was

drained with chest intubation. Again she was dis-

charged with antibiotics. She again admitted after 10

days with same complains. CXR was again same as

previously. Fluid was exudative, biopsy showed

congestion and fibrosis and 2300ml fluid drained

through chest tube. Bronchoscopy was done that

showed hyperemic Rt.main bronchus. Biopsy showed

congestion. Surprisingly she remained afebrile,

maintained her weight throughout this long period.

Hydatid serology, autoimmune profile, ESR/CRP,TB

workup, fluid triglyceride and eosinophil count, all

were normal. She refused to VATS due to financial

constrains. Then she was referred to thoracic surgeon

for pleurectomy. On surgery table, a large cyst was

found in left hemithorax (fig.2). Dissected and

histopathology reported as “Bronchogenic cyst”. CT

Scan chest reformatting showed pedicle with large

cyst (fig.1). Post operatively, she remained stable and

discharged. Follow up CXR, condition was alright and

she had no more symptoms.
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DISCUSSION

Bronchogenic cyst begin from an adornment lung bud

of the primitive foregut after the third week of embry-

onic life. Most regularly they relocate caudally with the

esophagus and are in the end found in the posterior

mediastinum close to the carina, connected to the

tracheobronchial tree or to the esophagus.

Infrequently the growth may isolate totally from its

starting point and might be found in strange locales,

for example, pericardium, skin. There have been just

a couple reports of bronchogenic cysts that emerged

from the pleura. McAdams et al reported 68

instances of bronchogenic cysts and just 1 cyst (1.5%)

was found neighboring the pleura and this element

has not been talked sufficiently about picture discov-

9,10
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Figure 1: Chest radiology (A) showing homogenous opacity filling 2/3 of left hemithorax. CT Chest with contrast

(B) axial view showing fluid in the cysts having an average CT density of 0 Hounsfield units, with internal septations

(C) coronal view showing rounded well circumscribed cyst compressing adjacent lung parenchyma and reactive pleura

effusion (D)saggital section showing pedicle high up in the mediastinum.

(a) (b)

(c) (d)
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eries and histologic elements. On CT, bronchogenic

cysts have been accounted for to show unenhanced

cyst at or close water (0 to 20 HU) to high (containing

concentrated mucous or discharge) thickness and

smooth wall.
12,13

Nakagawa et al reported two cases of

bronchogenic cyst with similar peduncle/stalk

attached to parietal pleura. We emphasize that the

visceral and parietal pleural bronchogenic cysts might

occur and show similar radiologic features to those of

pleural origin coelomic cysts or may mimic pleural

effusion.

The parietal and visceral pleural bronchogenic cysts

are very uncommon but should be considered as a

differential diagnosis of lesions originated from

pleural cavity
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Figure 2: (A) Open thoracotomy, a large bronchogenic cyst in left hemithorax with peduncle attached in mediastinum.

(B) Bronchogenic cyst after excision with intact capsule, filled with fluid.

(a) (b)
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