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Abstract

Bronchogenic cysts are congenital anomalies of the respiratory tract, which can affect children or adults. In adults, these

cysts may be asymptomatic or present with symptoms, most often pain or cough. Intrapericardial cysts are rare and

represent 27% of bronchogenic cysts. We present the case of a symptomatic adult with an intrapericardial bronchogenic

cyst, who underwent surgical resection of the cyst, which successfully relieved his symptoms.
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Introduction

Bronchogenic cysts originate from an abnormal or late

budding of the embryonic ventral lung or the tracheo-

bronchial tree, which occurs between the 26th and the

40th day of gestation. This abnormal bud will subse-

quently differentiate into a fluid-filled, blind-ending

pouch. The location of a bronchogenic cyst depends

on the embryological stage of development in which

it is formed.1 Bronchogenic cysts represent 6% to

15% of primary mediastinal masses, but are seldom

found inside the pericardium; such cases comprise

27% of all bronchogenic cysts.2 In adult patients, the

clinical presentation varies, and some are asympto-

matic. Cough and thoracic pain are the most frequent

symptoms, and are generally caused by compression of

neighboring structures.3

Case report

A 40-year-old male athlete, with no cardiovascular risk

factors, presented with a history of several episodes of

thoracic pain and pericardial effusion, which apparent-

ly resolved with antiinflammatory drugs, but without a

specific diagnosis. He was admitted to our institution

with atypical chest pain and no other positive signs on

physical examination; enzymes and an electrocardio-

gram were normal. An echocardiogram showed an

ill-defined image behind the left atrium. To better char-

acterize it, computed tomography angiography was

performed, which revealed a circumscribed mediastinal

mass measuring 73� 66� 62 mm, containing areas of

increased density. The mass displaced and compressed
the right pulmonary artery, the left superior pulmonary
vein, and the superior vena cava (Figure 1A, 1B). To
further characterize the mass, magnetic resonance
imaging was performed, which demonstrated a cystic
image of similar dimensions, hypointense in T1 and
hyperintense in T2, without contrast enhancement,
solid components, or restricted diffusion foci; such
findings suggested a diagnosis of bronchogenic cyst
(Figure 1C). No abnormal findings were detected in
laboratory parameters, spirometry, coronary angiogra-
phy, or neck vessel Doppler. With the diagnosis
of a mediastinal cyst, surgical resolution was decided.
The surgical approach involved a median sternotomy,
and the procedure was performed off-pump, dissecting
plane by plane to properly identify the mass.
Subsequently, to avoid damaging neighboring
structures, the mass was evacuated by puncture, and
mucous material was obtained (Figure 2A). The cyst
wall was resected completely and the procedure
was finalized. Total surgery time was 40 min.
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Postoperative recovery was uneventful; the patient did

not require inotropic drugs, and was discharged

home on the 4th postoperative day with an early

return to his usual activities. Pathology revealed mor-

phological features consistent with a bronchogenic cyst

(Figure 2B, 2C).

Discussion

Because of the intrapericardial location in this case,

which is extremely rare, diagnostic and therapeutic

management differed from that usually described in

the literature.2 Although recurrent pericardial effusion

is not a usual presentation of a bronchogenic cyst,

imaging methods were essential for decision-making

in this patient.3,4 The cyst’s unusual location explains

the lack of diagnostic signs on chest radiography, and

hence it was necessary to perform computed tomogra-

phy and/or magnetic resonance imaging to reach a

diagnosis.4 Although both imaging techniques are

useful, magnetic resonance imaging provides a better

definition of the cyst and its anatomical relationships,

with a low intensity signal in T1 and a high intensity

signal in T2.4

The treatment of patients with bronchogenic cysts

depends on their age and symptoms at the time of diag-

nosis. An asymptomatic patient may present with

clinical manifestations at any time, and also develop

life-threatening complications; hence, surgical resection

is the best therapeutic strategy when the patient’s oper-

ative risk allows such an approach.3 The standard sur-

gical strategy consists of complete excision of the cyst

via a thoracotomy or even a thoracoscopic approach.

In this case, given the location of the cyst, the approach

chosen was a median sternotomy. We considered that

this approach provided the best option in case of a

potentially catastrophic hemorrhage or if dense adhe-

sions to adjacent structures were encountered, as

described by Durieux and colleagues.5 The prognosis

without surgical treatment is increased mortality,

but with surgery, the reported complications range

from 0% to 14%.3,4 Pathologic examination of

Figure 2. Intraoperative images: (A) the fluid contents obtained from the cyst. (B) The specimen obtained from the cyst wall.
(C) Microscopy of the cyst wall.

Figure 1. (A, B) Thoracic computed tomography angiography images. (C) Thoracic magnetic resonance image.
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intraoperative specimens allows differentiation of these

cysts from other entities (enteric cysts, neoplasms, cysts

of infectious origin) and provides a definitive diagnosis.

Resection of bronchogenic cysts in symptomatic

patients offers excellent results and avoids serious com-

plications that can occur during the course of this dis-

order. The approach via a median sternotomy in

patients with an intrapericardial cyst is a safe strategy

because it allows us to address potential intraoperative

complications.
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