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Abdominal computed tomography of a 71-year-old man revealed a 3-cm mass in gastric

cardia. Although the mass was widely attached to the gastric wall, no clear contrast

enhancement was observed. Abdominal magnetic resonance imaging revealed the mass

to have homogenous high intensity on T2W1 images and isointensity on T1W1 images.

On diffusion-weighted imaging, no high intensity was observed. However, the mass had

a smooth surface and was widely attached to the gastric wall, consistent with computed

tomography findings. A gastric submucosal tumor was suspected. Laparoscopic tumor

resection was performed. Histopathologic diagnosis of the mass was a bronchogenic cyst

derived from the respiratory primordium originating in the foregut of the primitive

intestine. Such cysts are mostly found in the mediastinum or thoracic cavity; their

occurrence on the gastric wall is extremely rare. Despite this, we think that bronchogenic

cysts should be considered in the differential diagnosis of abdominal unilocular cystic

diseases.
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Bronchogenic cysts originate from the primitive
foregut and are believed to be formed from

abnormally displaced lung buds.

In normal embryonic development, the lung bud
protrudes from the abdominal wall of the foregut in
the fourth week. It extends distally, separates from
the foregut, and subsequently forms the trachea and
bronchus.

Bronchogenic cysts are thought to develop in the
period before the formation of the diaphragm, in
which the abnormally divided lung bud is displaced
in the abdomen without being connected to the lung
and bronchus.1 The lung bud formed from abnor-
mal germination and separation of the primitive
trachea is not continuous with the bronchus, and it
adheres to the esophagus, which is formed from the
posterior part of the foregut. The esophagus then
grows caudally and brings about formation of the
adhered lung bud structure.2

Because they lack continuity with the tracheo-
bronchial system, they are considered to be congen-
ital cysts.3 Bronchogenic cysts are often found in the
thorax and mediastinum. Their occurrence in the
abdominal cavity is extremely rare.2 Because pre-
operative imaging diagnosis is difficult, they are
usually diagnosed after excision. We report our
experience with a patient who had a bronchogenic
cyst involving the gastric wall, which was preoper-
atively diagnosed as a gastric submucosal tumor
and for which the patient underwent laparoscopic
excision. The imaging findings in this case were not
typical of bronchogenic cysts.

Case Report

Our patient provided his consent for the publication

of this case report.

He was a 71-year-old man whose chief complaint

was throat discomfort. At the age of 65 years he had

been diagnosed with prostate cancer, for which he

underwent hormone therapy and radiation therapy.

At age 67 years, he was diagnosed with variant

angina pectoris and hypertension. He did not have a

very remarkable family history. He did not have a

history of smoking. For the last 2 years, the patient

had been experiencing throat discomfort. He visited

Table 1 Laboratory findings on admission

Value

Hematology
WBC 4500/lL
Hb 14.1 g/dL
Plt 19.4 3 104/lL

Biochemistry
AST 23 U/L
ALT 21 U/L
BUN 8.6 mg/dL
Cre 0.9 mg/dL

Tumor marker
CEA 3.1 ng/mL
NSE 8.4 U/mL
SCC 1.0 ng/mL

AST, aspartate aminotransferase; ALT, alanine aminotransferase;
BUN, blood urea nitrogen; CEA, carginoembryonic antigen; Cre,
creatinine; Hb, hemoglobin; NSE, neuron-specific enlase; Plt,
platelet; SCC, squamous cell carcinoma antigen; WBC, white
blood cell.

Fig. 1 Findings from contrast-enhanced CT. A tumor lesion of 32 mm in diameter is found anterior to the cardia with soft tissue

density, homogenous internal region, and a clear margin.
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the nearest clinic, where computed tomography (CT)
imaging revealed a 3-cm mass in the anterior wall of
the gastric cardia. He was referred to our hospital for
further investigation in October 2009, and surgery
for the gastric submucosal tumor was scheduled.

A physical examination on admission identified
superficial lymph nodes of the neck that were
impalpable. They were detected in CT scan. The
abdomen was flat and soft with no tenderness.
Laboratory tests did not show an increase in the
levels of inflammatory response and tumor markers
(Table 1).

Abdominal CT showed a tumorlike lesion of 32
mm in diameter in the anterior gastric cardia, with
soft tissue density, homogenous internal region, and
a clear margin (Fig. 1). Abdominal magnetic
resonance imaging (MRI) showed a mass of the
gastric cardia with homogenous high intensity on
T2W1 images, and isointensity on T1W1 images.
The tumor was not found to have high intensity on
diffusion-weighted images, but showed a smooth
surface and was found to be strongly adherent to the
gastric cardia wall (Fig. 2).

Endoscopic examination of the upper digestive
tract could not confirm the findings of the abnormal
mass on the lesser curvature of the gastric cardia, as
seen on the CT and MRI images (Fig. 3).

Based on the above findings that CT shows
homogenous internal region without cystlike struc-
ture, the differential diagnosis was gastrointestinal
stromal tumor, lymphangioma, or double intestinal
tract. Laparoscopic partial gastrectomy was carried
out.

The tumor was in close proximity to the gastric
cardia, and it protruded into the lesser omentum

cavity. The lesser omentum was opened, and the
structure surrounding the tumor was removed. A
bright yellow and viscous cyst fluid was discharged
from the cyst wall. The mass was excised as far as 5
mm from the esophageal wall along the direction of
the lesser curvature. An automatic sewing machine

Fig. 2 Findings from abdominal MRI with contrast enhancement. The tumor in the gastric cardia shows homogenous high intensity on

T2W1 images and isointensity on T1W1 images.

Fig. 3 Endoscopic findings of the upper digestive tract.

Endoscopic examination could not confirm the presence of the

lesion (observed in the CT images) in the lesser curvature.
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(Echelon 60; Ethicon Endo-Surgery, Cincinnati,
Ohio) was used for suturing (Fig. 4).

Microscopic examination showed that the mass
was a cystic tissue lined with typical bronchial
epithelium. A bronchogenic cyst was considered. A
pseudostratified ciliated epithelium was found in
the thin-wall (0.5–1 mm thick) cyst lumen. Further,
unlike the esophageal cyst, squamous epithelium
and Auerbach nerve plexus were not found, and a
dual muscular layer was also not present (Fig. 5).

On postoperative day 3, the patient had fever and
cough, and he was confirmed positive for type A
influenza. Only a liquid diet was allowed on
postoperative day 4. From postoperative day 5, the
patient started having proper meals. The patient was
discharged without any complications. No recur-
rence has been observed after 1 year after surgery.

Discussion

Bronchogenic cysts are usually located in the
retroperitoneal space; their occurrence in the ab-

dominal cavity is extremely rare. So far, only 6
bronchogenic cysts involving the gastric wall exam-
ined using CT have been reported in the English
literature.4–9 They were searched on PubMed using
the terms ‘‘gastric’’ and ‘‘bronchogenic cyst’’ (Table
2).

There are no specific symptoms for this cyst, and
in this case the patient did not have any related
pain.

Bronchogenic cysts are typically observed on CT
images as a mass with a smooth surface and clear
margin. Homogenous density is seen in the internal
region of the mass. In addition, the MRI findings are
typical of cystic lesions, such as low intensity on T1
and high intensity on T2 images. However, it is
usually difficult to establish a definitive diagnosis
based on imaging studies.

In the 6 cases of cysts involving the gastric wall
found in the literature, which employed CT imag-
ing, they were all found with low-density masses.
MRI was conducted in 1 case, where the cyst
showed low intensity on the T1 image and high
intensity on the T2 image.

Fig. 4 Intraoperative findings. The tumor is located in proximity to the gastric cardia, and it protrudes into the lesser omentum cavity.

The cystic fluid is yellow, bright, and viscous.

Fig. 5 Histopathologic findings. Hematoxylin-eosin staining (left: loupe image-micrograph; right: original magnification 3200).

Pseudostratified ciliated epithelium, which is similar to bronchial epithelium, is found in the 0.5- to 1-mm–thick lumen of the thin-wall

cyst. Squamous epithelium, Auerbach nerve plexus, and dual muscular layers were not observed.

KUROKAWA GASTRIC BRONCHOGENIC CYST

458 Int Surg 2013;98

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-07-07 via free access



In this report, the lesion did not have the typical
appearance of a cyst on CT and MRI. Further,
because it had adhered to the gastric wall and CT
showed homogenous internal region without cyst-
like structure due to internal viscosity, it was
preoperatively diagnosed as a gastric submucosal
tumor. Bronchogenic cyst was diagnosed based on
histopathologic examination of the excised speci-
men. Bronchogenic cysts are extremely difficult to
diagnose from physical and radiologic examination.
Even in the previous reports on 6 bronchogenic
cysts, none of them were successfully diagnosed
from CT images only.

Histopathologic diagnosis of bronchogenic cysts
is based on the presence of normal bronchial tissue
in the cysts, such as ciliated columnar epithelium,
mucous gland, smooth muscle fiber, fibrous tissue,
elastic tissue, and cartilage. However, very few cysts
show all of these components.10 Incomplete defec-
tive form of bronchogenic cysts—those without
cartilage and glandular tissue—are often hard to
differentiate from esophageal cysts, gastroduodenal
cysts, and ectopic bronchial pulmonary sequestra-
tion. Cartilage and glandular tissue were also not
found in this case. The mass was diagnosed as a
bronchogenic cyst from the presence of pseudostrat-
ified, ciliated, typical bronchial epithelium in the
0.5- to 1-mm specimen of the thin-wall cyst lumen,
and from the absence of squamous epithelium,
Auerbach nerve plexus, and dual muscular layer,
unlike in esophageal cysts.

The risk of recurrence is high in cases with only
cyst reefing, and complete surgical resection is
necessary.11–13 Patients who underwent complete
resection were reported to have no recurrence.14

Even though the incidence of bronchogenic cysts
in the abdomen is extremely low, bronchogenic cysts
should be considered in the differential diagnosis of
abdominal unilocular cystic diseases, which are
difficult to diagnose preoperatively.
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