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Figure 1  Chest radiograph showing a la
hemithorax displacing the trachea and mediastinum to the right.

Unusual presentation of
a large tension
bronchogenic cyst in an
adult

Stephen P Tarpy, Hardy Kornfeld,
Krzysztof Moroz, Harold L Lazar

Abstract

A routine chest radiograph in a 20 year
old man revealed a giant air filled cavity
of the left hemithorax under tension. At
thoracotomy a large left lower lobe intra-
parenchymal cyst required lobectomy
and the pathological findings were con-
sistent with a bronchogenic cyst.
Although tension bronchogenic cysts are
common in infants, this case demon-
strates their unusual presentation in an
adult.

(Thorax 1993;48:951-952)

Large air filled cysts displacing the media-
stinum and causing respiratory distress have
been reported frequently in infants.!* In con-
trast, giant bronchogenic cysts containing air
under pressure have rarely been described in
older children and adults.>* We present an
adult with this unusual complication who
underwent successful surgical resection.

Case report
A 20 year old Haitian man who had been
living in the USA for one year came to the

tuberculosis clinic for evaluation of .a positive .

tuberculin test. A chest radiograph showed a
large cystic lesion occupying most of the left

rge cystic lesion occupying almost the entire left
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hemithorax, displacing the trachea and the
mediastinum to the right (fig 1). He gave a
history of dyspnoea on heavy exertion but
denied fever, chills, night sweats, cough,
weight loss, pleuritic chest pain, or haemo-
ptysis. He also denied any serious respiratory
illness in the past or family history of lung
disease. He had no history of smoking or
intravenous drug abuse and was HIV negative
when tested one year before presentation.

Physical examination showed a young man
in no distress. He had no lymphadenopathy
and a normal jugular venous pulse. Chest
examination revealed hyperresonance to per-
cussion and decreased breath sounds over the
left hemithorax. The cardiac examination was
normal.

Arterial blood gas tensions measured on air
showed a pH of 7-30, Pco, of 37 mm Hg,
and Po, of 103 mm Hg. The ¢; antitrypsin
level was normal. The results of spirometric
tests were as follows: forced vital capacity
(FVC) 2-81 1 (54% predicted), forced expira-
tory volume in one second (FEV,) 2:20 1
(53% predicted), and FEV,/FVC 78%. Lung
volumes measured by plethysmography
revealed a total lung capacity of 6:37 1 (93%
predicted), functional residual capacity of
4-61 1 (125% predicted), and residual volume
of 3-58 1 (221% predicted). A chest com-
puted tomographic scan showed a giant air
filled cyst of the left lower lobe displacing the
left upper lobe anteriorly and medially to the
right.

The patient underwent a left thoracotomy
which revealed a large cystic lesion occupying
almost the entire left lower lobe. A left lower
lobectomy was performed and histological
examination showed a 15-0 x 10-:0 X 2:5cm
intraparenchymal cyst lined by pseudostrati-
fied ciliated columnar epithelium and fibrous
tissue (fig 2). There was no communication
between the cyst and the bronchial tree. No
cartilage or smooth muscle was found in the
cyst wall. The patient made an uneventful
recovery and was discharged home after nine
days.

Discussion
Pulmonary bronchogenic cysts present radio-
graphically in three different patterns depend-
ing on the extent of bronchial or parenchymal
communication and the secretory capacity of
the lining epithelium.” If no communication
is present the cyst will appear as a homo-
geneous mass with-a density of water or a
nodule, while communicating cysts will be air
filled or contain an air-fluid level. Lesions do
not generally communicate with the tracheo-
bronchial tree until they become infected.?
The development of a large air filled cyst
may be due to a one way ball valve which
allows air to enter but not to leave the cyst.2*

_ The present case is unusual since most
reports of giant air filled cysts compressing
-adjacent lung parenchyma and the media-

stinum occur in infants.!? To our knowledge
there are only a few pathologically confirmed
reports of such cysts occurring in older
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Figure 2 Photomicrograph of the cyst wall showing pseudostratified ciliated respiratory
mucosa. Stain: haematoxylin and eosin.

children and adults.>* The more frequent
occurrence of these cysts in infants has never
been adequately explained, but it has been
attributed to the narrower bronchial lumen
and the greater compressibility of the
bronchial wall allowing obstruction to occur
more easily in this age group.* Identifying the
bronchial connection is difficult’® and it was
not located in our case.

In the adult the differential diagnosis of a
giant thin walled air filled cavity includes a
bronchogenic cyst, an infected lesion, a
bulla, a tension pneumothorax, a pneumato-
cele, and a diaphragmatic hernia with air
filled loops of bowel.2” An emphysematous
bulla was the preoperative diagnosis, but
thoracotomy revealed an air filled structure
grossly resembling a cyst rather than a bulla.
A lobectomy was therefore performed as the
procedure of choice.® Histopathological
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examination revealed pseudostratified ciliated
columnar epithelium consistent with a
bronchogenic cyst.” Although a healed
abscess may occasionally epithelialise with
pseudostratified ciliated epithelium,® we _|
believe this is unlikely in our case since there 3
was no history of prior respiratory illness. o

Bronchogenic cysts were thought to pre-Z
sent incidentally on chest radiographs or at&
necropsy in adults.? More recent reports,°
however, have shown that most cysts present &
with symptoms or become symptomatic.*® In %
a large series by St-George er al 82% of3&
bronchogenic cysts produced symptoms,
con:nphcatxgns, or both. In their series mosts
patients with parenchymal cysts had cough, i~
fever, and purulent sputum due to infection &
within or surrounding the cyst.® Infection of 2
the cyst, with formation of a fistula into ax
bronchus or the adjacent lung parenchyma,&
was present in 13 of 20 patients. Because of ©
the frequency of comphcatlons and the poorcn
operative outcome, resection is recommended o 9
for all presumed bronchogenic cysts in the
adult.
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