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Case Report

Spontaneous Intrabronchial Rupture of Bronchogenic Cyst
Causing Lobar Pneumonia

Mohd llyas, Mohd Yagoob Wani, Musaib Ahmad Dar, Mir Junaid Ahmad Kazime, Gh. Mohammad, Zubair Ahmad
Department of Radiodiagnosis, Sher-I-Kashmir Institute of Medical Sciences, Srinagar, Jammu and Kashmir, India

Bronchogenic cysts may be asymptomatic or may present with symptoms of tracheal or esophageal compression. Several complications
of bronchogenic cysts may occur. Intrabronchial rupture is an infrequent complication. A case of spontaneous intrabronchial rupture of a

bronchogenic cyst with basal lobar pneumonia.
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INTRODUCTION

The embryologic foregut gets differentiated in trachea and
esophagus. Abnormal budding may result in the formation of
bronchogenic cysts. The thick walls of bronchogenic cysts may
contain ciliated columnar epithelium, cartilage, and mucinous
glands. These are commonly seen in the posterior mediastinum,
but uncommon locations include intraparenchymal and in the
neck."! Complications of bronchogenic cysts include superior vena
cava compression, pleurisy, intrabronchial, and intramediastinal
rupture. The intrabronchial rupture is an infrequent complication.
A case of spontaneous intrabronchial rupture of a bronchogenic
cyst with basal lobar pneumonia is presented here.

Case ReporT

A 28-year-old male presented to the medical emergency
with the chief complaints of high-grade fever, cough with
expectoration (nonpurulent), and chest discomfort. He
was diagnosed as having an uncomplicated bronchogenic
cyst 3 years previously. The blood pressure at the time
of presentation was 120/80 mmHg with a heart rate of
74 beats/min. The body temperature was 101.4°F, and the
respiratory rate was 15 breaths/min. Physical examination of
the chest revealed pronounced fremitus and decreased breath
sounds in the right lower area.

A posteroanterior chest radiograph was performed which
revealed a well-defined hyperlucent paravertebral lesion
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with an air-fluid level with opacities involving the lower
zone of the right lung [Figure 1]. The previous records

Figure 1: A posteroanterior chest radiograph showing a hyperlucent
posterior mediastinal lesion (white dot) with an air-fluid level and
consolidation of the lower lobe of the right lung
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were reviewed. Computed tomography scan dated
3 years back revealed a well-defined, homogeneously
fluid-attenuation, nonenhancing lesion in the posterior
mediastinum on the right side posterior to the lower lobe
bronchus, consistent with features of a bronchogenic
cyst [Figure 2]. A contrast-enhanced computed
tomography scan was performed using 64-slice CT scanner
(Somatom Sensation-64; Siemens Healthcare, Germany)
by injection iopromide (Ultravist-370) at a rate of 2.5 ml/s.
The study revealed a well-defined air-density lesion in the
posterior mediastinum on the right side with an evident
air-fluid level giving indirect evidence of the intrabronchial
rupture of the bronchogenic cyst. There was evidence of
hyperattenuation with air bronchograms involving the
lower lobe of the right lung suggesting lobar consolidation.
Maximum intensity projection images demonstrated
the communication between the cyst and lower lobe
bronchus [Figure 3]. The clinical, radiographic, and
computed tomographic features confirmed a diagnosis of
intrabronchial rupture of a bronchogenic cyst with secondary
infection (air-fluid level) with a lobar consolidation of the
lower lobe of the right lung was formulated.

The patient was treated with intravenous antibiotics
for 3 weeks. The consolidation resolved and the
patient was referred to the cardiothoracic surgeon who
performed thoracotomy and deroofing of the bronchogenic
cyst with its excision. The patient remained presently free of
symptoms.

Figure 2: Axial noncontrast computed tomography image (obtained
3 years back) showing a well-defined homogeneously fluid-attenuation
lesion (white dot) in the posterior mediastinum (a). Axial (b), coronal (c),
and sagittal (d) contrast-enhanced computed tomography images
showing the lesion to be nonenhancing posterior to lower lobe bronchus
on the right side (arrow-c)

Discussion

Bronchogenic cysts result due to maldevelopment of the
primitive foregut. They are mostly located in the mediastinum,
but about 20% occur in the lungs. They may be single or
multiple and unilocular or multilocular. They are predominantly
symptomatic presenting as respiratory distress, cough, stridor,
or wheezing. In cases of super-added infection or intrabronchial
rupture with associated consolidation, they may present with
fever and nonpurulent expectoration.™

The diagnosis of complicated or uncomplicated bronchogenic
cyst can be made using radiography, computed tomography, and
endobronchial ultrasonography.?®! Surgical excision is the most
appropriate treatment for bronchogenic cysts. Transbronchial
aspiration can be used as a diagnostic method and as a therapeutic
measure in cases who are poor candidates for surgery. Rupture of
a cyst may occur during this procedure. Transbronchial aspiration
has high recurrence rate but acts as a palliative measure in cases
who have features of respiratory obstruction.!

The management of bronchogenic cysts includes surgical
excision even in asymptomatic cases due to the risk of
developing the complications. In some cases, where excision
is not possible, surgical deroofing can be performed to avoid
the complications and relieve the mass effects.

Figure 3: Axial contrast-enhanced computed tomography image showing
right posterior mediastinal lesion (white dot) with air-density and air-fluid
level (arrow) and consolidation of the lower lobe on the right side (asterisk)
(). Axial lung window computed tomography image showing the right
lower lobe consolidation (asterisk) and air-filled bronchogenic cyst (b).
Coronal contrast-enhanced computed tomography image showing the
consolidation and air-filled bronchogenic cyst (c). Coronal maximum
intensity projection image showing the communication of air-filled
bronchogenic cyst with right lower lobe bronchus (arrow) (d). These
findings are consistent with intrabronchial rupture of a bronchogenic cyst
with lower lobe consolidation in the right lung
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CoNcLUSION

The present report highlights the issue of bronchogenic cyst
complications. In patients known to have bronchogenic
cysts, if they present with the symptoms of pneumonia,
a suspicion of intrabronchial rupture shall be kept in
mind and proper evaluation by computed tomography was
done.
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