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An Unusual Cause of Dysphagia in a Young Patient: 
Mediastinal Bronchogenic Cyst

Simant Singh Thapaa, c, Jeffrey Scottb

Abstract

Bronchogenic cysts are rare congenital foregut malformations that de-
velop due to abnormal budding of the embryonic foregut and tracheo-
bronchial tree. Patients typically present during the second decade of 
life with respiratory symptoms. We present a 22-year-old patient who 
presented with dysphagia as initial symptom which is very uncommon. 
This makes it interesting and misleading as it can initially pursue evalu-
ation for gastrointestinal pathology and cause further delay in reaching 
the diagnosis. Bronchogenic cysts appear on chest radiograph as round, 
water-density masses. CT typically shows sharply marginated cystic 
mediastinal masses of soft tissue. On histologic examination, the cyst is 
lined by respiratory epithelium with occasional foci of squamous meta-
plasia. The presence of cartilage plates is the most reliable diagnostic 
criterion. The management of a bronchogenic cyst consists of surgical 
excision by video-assisted thoracoscopy (VATS) or thoracotomy.
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Introduction

Bronchogenic cysts are rare congenital foregut malformations 
that develop due to abnormal budding of the embryonic fore-
gut and tracheobronchial tree [1, 2]. Here we present a case of 
mediastinal bronchogenic cyst presenting as worsening dys-
phagia in a young male, which is very uncommon and mislead-
ing presentation.

Case Report

A 22-year-old male presented with 2-month history of diffi-

culty swallowing solid food. He felt as food being stuck in the 
mid-chest region. He could drink liquids without any problem. 
He denied any history of shortness of breath, nausea, vomiting, 
abdominal pain or reflux symptoms. He also complained of a 
runny nose and productive cough of 5 days duration. He de-
nied alcohol intake, smoking or recreational drug abuse. There 
was no family history of cancer. On examination, his vital 
signs showed the temperature of 37.2 °C, pulse 88/min, blood 
pressure 110/60 mm Hg, respiration rate 16/min and SpO2 of 
98% on room air. His head to toe physical examination was 
normal. A chest X-ray was obtained for his upper respirato-
ry symptoms which revealed clear lungs field but soft tissue 
prominence medially in the right hilar region (Fig. 1). CT scan 
of chest with contrast showed a subcarinal cystic lesion com-
pressing the adjacent portion of the esophagus and left atrium 
(Fig. 2a, b). After discussing the diagnosis of bronchogenic 
cyst, the patient was given the option of surgical excision of 
the cyst. The patient decided to undergo cyst removal and the 
cyst was excised surgically through a right thoracotomy. His-
tology evaluation showed cyst wall lined with respiratory epi-
thelium consistent with a bronchogenic cyst (Fig. 3). No dys-
plastic or malignant cells were visualized. Following surgery, 
his dysphagia resolved.
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Figure 1. CXR showing smooth subcarinal mass medially in the right 
hilar region.
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Discussion

Bronchogenic cysts account for 6-15% of primary mediastinal 
masses and comprise up to 40-50% of all congenital mediasti-
nal cysts [1, 2]. Bronchogenic cysts are usually detected inci-
dentally on chest radiographs. Patients typically present during 
the second decade of life with a recurrent cough, dyspnea or 
wheeze [3]. Our patient had an unusual initial presentation of 
dysphagia which is very uncommon and makes it interesting as 
it can initially pursue evaluation for gastrointestinal pathology 
and cause further delay in reaching a diagnosis. The similar 
presentation has been described by Kapoor et al, Manish et al 
and Chih-Hao Chen et al [4-6]. In all of these cases, gastroin-
testinal evaluation was initially pursued with barium swallow 

and esophagogastroduodenoscopy.
Bronchogenic cysts appear on chest radiograph as round, 

water-density masses. CT typically shows sharply marginated 
cystic mass of soft tissue or water attenuation. On histologic 
examination, the cyst is lined by respiratory epithelium with 
occasional foci of squamous metaplasia and the wall resembles 
that of larger airways and contains smooth muscle, glands, and 
cartilage. The presence of cartilage plates is the most reliable 
diagnostic criterion [7, 8]. Complications include infection, 
compression of adjacent structures, intracystic hemorrhage, 
rupture, bronchial fistula, pneumothorax and rarely malignant 
transformation [9, 10]. Even asymptomatic bronchogenic cysts 
are recommended to be removed surgically unless refused by 
the patient or a close follow-up is possible. This is to prevent 
the development of complications later since around 40 and 
70% of cases presents with clinical manifestations in a rela-
tively short time [11-13]. The management of a bronchogenic 
cyst consists of surgical excision by video-assisted thoracos-
copy (VATS) or thoracotomy [10, 13].

Conclusion

Our case report highlights unusual presentation of the bron-
chogenic cyst as dysphagia which can be misleading and may 
cause a delay in reaching the diagnosis. It also highlights the 
importance of considering congenital mediastinal cysts as a 
differential in young patients with dysphagia.

Consent

Written informed consent has been obtained from the patient 
Figure 3. Cyst wall lined with respiratory epithelium consistent with a 
bronchogenic cyst.

Figure 2. Round subcarinal cystic mass 7.2 × 6 cm splaying the carina with mass effect upon the adjacent portion of the esopha-
gus and left atrium: (a) coronal; (b) sagittal.
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before writing the article.
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