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atic presentation. Most commonly they are symptomatic in children 
younger than 6 and adults aged 40-60, with a male predominance 
[6,8,14]. As many as two-thirds of children develop symptoms due 
to compression of respiratory structures.5 Bronchogenic cysts in this 
population are potentially more life threatening due to the smaller tho-
racic cavity and softer more narrow airway of children when compared 
to adults. Patients may present with stridor and recurrent pulmonary 
infections. Severe compression has even been noted to cause death in 
neonates and infants [15]. 

In adults, despite the potential to grow to relatively large sizes, most 
are asymptomatic and are often discovered incidentally [4,5]. Symp-
tomatic patients often have larger sized masses ranging from 7-13 cm. 
Patients typically present with chest pain, dyspnea, cough, fever, and 
vocal hoarseness. Complications include recurrent respiratory obstruc-
tion, fistulae formation and cyst cavity haemorrhage [4,7,9,13,16,17]. 

Although rare, fistulae formation is important to consider in a patient 
with recurrent and chronic pulmonary sepsis; in a small percentage 
of patients, these fistulas allow bacterial propagation into the respira-
tory tract [1,7,13,15,16]. Other less commonly reported complications 
include superior vena cava syndrome, arrhythmias, pulmonary artery 
obstruction, pneumothorax, hemoptysis, esophageal compression and 
cyst rupture [1,8,13,15]. A few case reports have noted associated meta-
plasia and malignant transformation of these cysts; however, this re-
mains controversial and requires further studies [2,8].

For symptomatic patients, VATs to enucleate and devitalize the 
cyst wall is definitive treatment [5]. In asymptomatic individuals di-
agnosed incidentally, surgical intervention is recommended to prevent 
future complications, as described above [4,6,14,18]. Post-operative 
prognosis is exceptional [6,15]. 

This was a unique case of a symptomatic bronchogenic cyst in a 
middle-aged female presenting with back pain. Seventy-five percent 
of patients with bronchogenic cysts are asymptomatic [13]. Many are 
diagnosed incidentally during exploration of other diseases. In cases 
where patients present with a symptomatic cyst, back pain is not con-
sidered one of the most common presentations. Approximately 2.4% of 
all ED visits per year are for the chief complaint of back pain [19]. Over 
90-95% of patients presenting with back pain have non-life threaten-
ing diagnoses [19]. Differential diagnosis that we typically consider are 
musculoskeletal strain or spasm, vertebral dysfunction, disc disease, 
thoracic aneurysms or dissections, spinal metastasis and spinal epidur-
al abscess or hematoma. Bronchogenic and mediastinal cysts should 
perhaps be considered more frequently. Despite her history of chronic 
back pain, our patient presented with symptoms atypical of her usual 
pain, which we suspect may have been caused by expansion of the cyst. 
Theoretically this is caused by stretching of nerves in the parietal pleura 
by an enlarging cyst [13]. To date, there have only been a few reported 
cases of back pain associated with the occurrence of a bronchogenic 
cyst [3]. In our patient, removal of the inciting agent lead to complete 
resolution of her symptoms after a six-month follow-up.

In most adult patients, bronchogenic cysts are not acutely life 
threatening; however, they have the potential to lead to long-term mor-
bidity and mortality if they are left undiagnosed. Although rare, medi-
astinal cysts such as ones of bronchogenic origin should be considered 
in the differential diagnosis of patients presenting with undifferentiated 
back pain.

References

1. Hasegawa T, Murayama F, Endo S, Sohara S (2003) “Recurrent bronchogenic 
cyst 15 years after incomplete excision.” Interactive cardiovascular and thoracic 
surgery 24: 685-687. 

2. Kanemitsu Y, Nakayama H, Asamura H, Kondo H, Tsuchiya R, et al. (1999) 
Clinical features and management of bronchogenic cysts: report of 17 cases. 
Surg Today 29: 1201-1205.

3. Ibinaiye PO, Adeyinka AO, Sogaolu M, Kajogbola GA (2010) Mediastinal 
bronchogenic cyst with back pain. Ann Afr Med 9: 251-253.

4. Takeda S, Miyoshi S, Minami M, Ohta M, Masaoka A, et al. (2003) Clinical 
spectrum of mediastinal cysts. Chest 124: 125-132.

5. Grünewald C, Dienemann HC (2015) “Benign Neurogenic Tumors and 
Bronchogenic Cysts.” Chest Surgery. Springer Berlin Heidelberg 335-340. 

6. Ribet ME, Copin MC, Gosselin B (1995) Bronchogenic cysts of the mediastinum. 
J Thorac Cardiovasc Surg 109: 1003-1010.

7. St-Georges R, Deslauriers J, Duranceau A, Vaillancourt R, Deschamps C, et al. 
(1991) Clinical spectrum of bronchogenic cysts of the mediastinum and lung in 
the adult. Ann Thorac Surg 52: 6-13.

8. Bolton JW, Shahian DM (1992) Asymptomatic bronchogenic cysts: what is the 
best management? Ann Thorac Surg 53: 1134-1137.

Figure 2: CT angiography of chest with IV contrast showing posterior cyst in 
soft tissue window.

Figure 3: Posterior cyst visualized in apical 4-chamber view.
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