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ABSTRACT

INTRODUCTION

Bronchogenic cyst are generally found in

mediastinum ,particularly posterior to carina, but

they rarely occur in unusual sites such as skin,

subcutaneous t issue , per icard ium and

retroperitoneum. Bronchogenic cysts can in fact

mimic hydatid cysts particularly in endemic areas like

india. We report a case of retroperitoneal

bronchogenic cyst mimicking a hydatid cyst in

retroperitoneal location.

A 45-year-old man was admitted to our hospital with

complaint of pain in right iliac fossa. CECT of

abdomen showed abdominopelvic retroperitoneal

cystic mass lateral to right psoas muscle and

anterior to right iliacus muscle.CECT findings were

suggestive of hydatid cyst. Under general

anesthesia, exploratory laprotomy and excision of

t h e r e t r o p e r i t o n e a l c y s t w a s d o n e .

Histopathological findbronchings were that of

bronchogenic cyst.

Most bronchogenic cysts have a benign nature, but

malignant changes have also been reported.

Therefore, if a cystic tumor in the abdomen is

suspected during preoperative diagnosis, a

bronchogenic cyst should be considered in the

differential diagnosis. Although most are

asymptomatic, excision is recommended to

establish a definite diagnosis, alleviate any

symptoms and to remove the documented risk of

malignant transformation.

KEYWORDS : Retroperitoneum; Bronchogenic cyst;

Hydatid cyst.

Bronchogenic cysts are rare benign congenital

anomalies that result from abnormal budding of the

developing tracheobronchial tree, with separation of

the buds from the normal airways [1]. Bronchogenic

cysts are lined by respiratory epithelium with

bronchial glands, smooth muscle, and cartilage.

Bronchogenic cysts frequently occur in the thorax.

Apart from the thorax, they rarely occur at sites

such as skin, subcutaneous tissue and pericardium,

but subdiaphragmatical bronchogenic cysts are

particularly uncommon with ones in the

retroper i toneum be ing d ist inct l y rare .

Retroperitoneal bronchogenic cysts are usually

asymptomatic, unless they become secondarily

infected, perforated, or large enough to compress

adjacent organs [2]. A case of adenocarcinoma

arising in a retroperitoneal bronchogenic cyst has

also been reported [3].

On CECT bronchogenic cysts appear as spherical or

oval masses with smooth outlines and are usually

unilocular and noncalcified [4,5]. Bronchogenic cysts

can in fact mimic hydatid cysts. However, the CT

density reading may be higher, comparable to that of

soft tissue, which can create other problems in

diagnosis [6]. Here we are presenting a rare case of

retoperitoneal bronchogenic cyst, mimicking as

hydatid cyst in preoperative evalution.

A 45 year old man was admitted to surgery

department at Rajindra hospital with complaint of

pain in right iliac fossa. Patient was clinically

examined and found to have 8cm x 7cm mass in right

iliac fossa and right lumbar region. USG abdomen

revealed a well defined predominantly anechoic

cystic, lobulated bilocular mass measuring

approximately 12.3cm x 8.0cm x 6.0cm in size in

right lumber region. It had internal echoes as well as

faintly echogenic aggregates. The mass inferiorly

extended upto the level of right iliacus muscle.

Radiologist reported that it could be retoperitoneal

cystic mass. X-ray of the chest was normal and the

liver scan showed no space occupying lesion. CECT of

abdomen showed abdominopelvic retroperitoneal

cystic mass lateral to right psoas muscle and anterior

to right iliacus muscle (Figure 1). Foci of calcification

were seen within wall of mass. Radiologist reported
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it as hydatid cyst. However serology for

echinococcus antibodies IgG revealed normal value.

Under general anesthesia exploratory laprotomy and

excision of the retroperitoneal cyst was done.

Intraoperatively, a 12cm x 10cm cystic mass was

present lateral to right psoas muscle and anterior

to right iliacus muscle (Figure 2). Tip of appendix was

adherent to the mass. Mass was not adherent to

any other organ. Appendectomy was also performed.

On section the cystic mass was bilocular containing

thick mucoid fluid with thin membranous wall of even

thickness, while the internal surface was uniformly

smooth (Figure 3). Histo-pathological examination

revealed cyst wall lined by stratified columnar

epithelium with some goblet cell, focal dystrophic

calcification, fibro-connective tissue, some necrosis

and non specific inflammatory infiltrate (Figure 4).

These features were suggestive of retroperitoneal

mucoid mass with possibility of bronchogenic cyst.

Bronchogenic cysts are rare abnormalities and

usually arise from the ventral portion of the primitive

foregut. During the period of embryogenesis, the

primitive foregut develops into respiratory and

alimentary systems in the fourth week. Initially both

the lining cells in the oesophagus and the trachea

are ciliated columnar before separation of the

tracheoesophageal fold. After formation of the

tracheoesophageal septum, the oesophagus rapidly

elongates. Any abnormality in this stage of

embryogenesis may lead to malformation of the

oesophagus and the trachea. Bronchogenic cysts

arise from an abnormal budding of the

tracheobronchial analog of the primitive foregut

during the 3rd to 7th weeks of development. When

attachment to the primitive foregut persists, the

cyst is usually associated with the tracheobronchial

tree or the oesophagus. If complete separation

occurs, the cyst may occur in other unusual

locations, presumably by migration.[7] A

retroperitoneal location is exceptionally unusual.

A l t h o u g h t h e e x a c t m e c h a n i s m i s

unknown.Sumiyoshi et al hypothesized that the

thoracic and abdominal cavities are linked by the

pericardioperitoneal canal in an early embryonic

stage. When the canal is divided into 2 respective

DISCUSSION

cavities by fusion of the pleuroperitoneal membranes

(the future component of the diaphragm) at the end

of the 6th week of intrauterine life, abnormal buds of

the tracheobronchial tree are pinched off by these

membranes and migrate into the abdomen, resulting

in a retroperitoneal bronchogenic cyst[8]. Another

less likely alternative hypothesis explains aberrant

differentiation of foregut-derived cysts originating

intra-abdominally.[7]

On this embryologic basis, although most

bronchogenic cysts are found most frequently in the

posterior mediastinum adjacent to the tracheal

bifurcation, they can occasionally occur in the

subdiaphragmatic area. The majority (82%) of these

cysts are located in a triangle behind the stomach

defined by the midline, the splenic vein inferiorly, and

the spleen/diaphragm superior/posteriorly.[9]

Rarely, the cysts have occurred in other locations,

including cutaneous [10] and subcutaneous tissues

[11], neck [12], pericardium [13], diaphragm [14],

abdomen [7], and the intramedullar part of the spine

[15]. They have also been reported to extend from

the mediastinum through the diaphragm into the

abdomen as dumbbell cysts [16]. Menike et al.

reviewed 38 cases of subdiaphragmatic

bronchogenic cysts and reported that 82% and 63

% of them were located in left side of the body and

retroperitoneal lesions, respectively [17].

Because of the rarity of retroperitoneal

bronchogenic cysts, their imaging features have

seldom been described [2]. Making a preoperative

diagnosis of retroperitoneal bronchogenic cyst is

very difficult. These masses are divided into

neoplastic (cystic lymphangioma, mucinous

cystadenoma, cyst ic teratoma, cyst ic

mesothelioma, mu¨llerian cyst, epidermoid cyst,

tailgut cyst, bronchogenic cyst, cystic change in

solid neoplasms,pseudomyxoma retroperitonei,

perianal mucinouscarcinoma) and nonneoplastic

(pancreatic pseudocyst, nonpancreatic pseudocyst,

lymphocele, urinoma, hematoma, hydatid cyst)

lesions. Microscopically, the cysts contain one or

more of the tissues that are normally found in the

trachea or bronchi. Characteristically, they are lined

with ciliated, pseudostratified, columnar epithelium.

In portions of the cyst, squamous metaplasia may

occur, or the epithelium as well as cilia may be
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absent. The walls of the cyst consist of fibrous

connective tissue, which commonly, but not

necessarily, contains glands, hyaline cartilage,

smooth muscle, elastic fibres, and nerve trunks,

either alone or varying combinations [18].

In our case a preoperative diagnosis of hydatid cyst

was made on the basis of CECT scan finding. In

hydatid cyst CT scan demonstrates the thickened

wall calcifications and intra-cystic fluid content

mixed density, with internal septa confer a

multilocular appearance. At CT, bronchogenic cysts

manifest as rounded, well-circumscribed

hypoattenuating cysts without enhancement [1].

They can be misdiagnosed as solid masses because

they appear hyperattenuating owing to the protein

contents of the lesion. In addition, bronchogenic

cysts may have calcifications [2].

In our patient CECT of abdomen was suggestive of

retroperitonealhydatidcystbutserological test for IgGby

ELISA, was negative, which is the most sensitive method

for diagnosis of human hydatidosis. Although some

patients with hydatid disease may have no demonstratble

specific immune response. Because the sensitivity of

the tests is inversely proportional to the degree of

sequestration of antigens within the cyst.[19,20] So on

the bases of epidemiological fact and CECT of abdomen

preoperative diagnosis of retroperitoneal hydatid cyst

was made. However, histopathological examination

revealedretroperitonealbronchogeniccyst.

Most bronchogenic cysts are benign and remain

asymptomatic. Infection is a well known complication

in these lesions. Malignancy arising in bronchogenic

cyst has been reported only rarely, and most occur in

the mediastinum and chest. Reported malignancies

include adenocarcinoma, squamous cell carcinoma,

fibrosarcoma, undifferentiated carcinoma,

leiomyosarcoma, embryonal rhabdomyosarcoma,

and anaplastic carcinoma [21].

The treatment of retroperitoneal bronchogenic cyst

is surgical removal via laparoscopy or laparotomy.

Although most are asymptomatic, excision is

recommended to establish a definite diagnosis,

alleviate any symptoms and to remove the

documented risk of malignant transformation.

Primary retroperitoneal bronchogenic cyst can

CONCLUSION

mimic hydatid cyst especially in a developing country

like ours where incidence of parasitic diseases is

high. More than two-third of all retroperitoneal

tumors are malignant however, malignancy arising in

bronchogenic cysts is rare, with only one case

reported in the literature so far. The recommended

treatment is surgical removal for definite diagnosis

and symptom relief.

Legend 1: CT scan showing abdominopelvic

retroperitoneal cystic mass lateral to right

psoas muscle and anterior to right iliacus muscle.

Legend 1: CT scan showing abdominopelvic

retroperitoneal cystic mass lateral to right

psoas muscle and anterior to right iliacus muscle.

Figure 1 :  Abdomen CT scan of patient

Figure 2—Intra-operative picture

Figure 2: Intraoperative picture showing, a
12cm x 10cm cystic mass, lateral to right

psoas muscle and anterior to right iliacus muscle.

Figure 2: Intraoperative picture showing, a
12cm x 10cm cystic mass, lateral to right

psoas muscle and anterior to right iliacus muscle.
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Legend 3: Cut section showing bilocular cyst
containing thick mucoid fluid with thin membranous
wall of even thickness, while the internal surface

is uniformly smooth.

Legend 3: Cut section showing bilocular cyst
containing thick mucoid fluid with thin membranous
wall of even thickness, while the internal surface

is uniformly smooth.

Figure 3 – Macroscopic picture of bronchogenic cyst

Figure 4 – Photomicrograph of bronchogenic cyst

Legend 4: Photomicrograph showing cyst wall lined
by stratified columnar epithelium with some

goblet cell, focal dystrophic calcification, fibro-connective
tissue, some necrosis and non specific

inflammatory infiltrate.

Legend 4: Photomicrograph showing cyst wall lined
by stratified columnar epithelium with some

goblet cell, focal dystrophic calcification, fibro-connective
tissue, some necrosis and non specific

inflammatory infiltrate.
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