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SUMMARY

Introduction: The existence of malignant branchiogenic cyst has been controversial since it was first described. Most

authors believe that it is actually a head and neck primary tumor cystic metastasis.

Objective: Discuss the existence of malignant branchiogenic cyst.

Case Report: A patient with a cystic mass in front of the sternocleidomastoideus muscle superior part, which was

removed as a malignant branchiogenic cyst. However, the anatomopathological examination suggested

it was an unknown primary tumor. The patient has been followed-up with periodic examinations

without evidences of a primary tumor.

Conclusion: Probably we will never know whether it was a malignant branchiogenic cyst or an unknown primary

metastasis, due to diagnostic criteria overlapping.
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INTRODUCTION

Branchiogenic cyst represents a trace of the branchial

system (responsible for the development of the

osteocartilaginous, muscular, neural and vascular structures

of the neck). It occurs when the cervical sinus of His, a

space formed due to the first branchial slits growth, does

not obliterate completely. The most common branchiogenic

cyst is that originated from the 2nd branchial slit and is

located at the high cervical region, in front of the

sternocleidomastoideus muscle, jugular-carotid region. It

appears as a cervical mass, of plain and fibroelastic

consistence, with side mobility, generally after upper

respiratory passages infection episode (1,2).

There is a great controversy in the literature regarding

the existence of the cancerized branchiogenic cyst. Most

authors believe this entity does not exist, and that it is,

actually an unknown primary tumor metastasis (3,4,7,8).

CASE REPORT

The patient M.I.M.L.P., 50 years old, leucodermic,

married, from Belo Horizonte, sought for the

otorhinolaryngology service in January 2005 complaining

of cervical node to the right, of slow and progressive

growth, slightly painful. This clinical picture had started

about 45 days from then, when she presented tonsillitis.

The patient denied other symptoms, such as dysphagia,

dysphonia or emaciation. Otorhinolaryngologic exam

without changes. At cervical palpation, we identified a

cervical node at jugular chain to the right, with approximately

2 to 3 cm of diameter, movable and of fibroelastic

consistence. We prescribed cervical ultrasonography,

needle biopsy and fibronasolaryngoscopy. She returned

with exams in April 2005: the US showed hypoechoic

image, slightly heterogeneous, with well defined contours,

measuring 40.7 x 28 x 16mm, along with the right parotid

inferoposterior part. PAAF: superficial and intermediate

epithelial cells with horny scales, penetrated by typical

fusiform cells and rare lymphocytes, suggesting a dermic

epithelial cyst. The nasal fibroscopy did not evidence any

lesion. Before the case exposed, we suspected of

branchiogenic cyst and indicated a surgery, which was

carried out only in August of this year. In the per-operative,

we identified a lesion of cystic aspect in the upper right

jugular chain, which broke down and drained a yellow and

thick secretion. A material was sent for anatomopathologic

exam and suggested it was a squamous cell carcinoma

slightly different from the metastatic carcinoma. A new

physical exam was then carried out without changes. We

requested cervical and abdomen ultrasonography, high

digestive endoscopy, chest X-ray, and then chest computed

tomography and Pet Scan without changes. The patient

was forwarded to the oncologist, who indicated radiotherapy.

Now, she’s in the second follow-up year without signs of

disease and also without the location of the probable

primary tumor.

DISCUSSION

The branchial system is composed by five arches of

mesodermic origin, separated externally by furrows of

ectodermal origin and internally by endodermic purses that

will form the osteocartilaginous, muscular, neural and

vascular structures of the neck (1,2).

There are four types of branchiogenic cysts, according

to the origin arch: the most common is that of the 2nd

branchial slit, followed by the 1st and then the 3rd and 4th.

Figure 1. Cancerized Branchiogenic Cyst - Cervical

ultrasonography showing cyst in right parotid inferoposterior

portion.

Figure 2. Cancerized Branchiogenic Cyst - Cuts of the part

colored by HE.
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They appear generally as a plain movable lesion, of

fibroelastic consistence, in the upper jugular-carotid region

after infection in the upper respiratory passage (1,2).

For many years we have been trying to prove the

existence of cancerized branchiogenic cyst (3). However,

most authors believe that it does not exist or, in the other

hand, that it is extremely rare, about 0.3% of all the

supraclavicular cancers. They state that, actually, they are

unknown primary tumor metastasis cystic degenerations

(3,4,5,6,7,8).

The reason for such a controversy occurs due to

several factors: histological difficulty to tell a branchiogenic

cyst cancerization from a metastatic lymphonode; the

lymphonode metastases generally occur at the same

location of the branchiogenic cysts; the metastases are

much more frequent than branchiogenic cysts and because

the cervical metastases may be the first manifestation of

a tumor of the upper aerodigestive tract (3,5,6,7). In

addition to this, the metastasis, in most cases, may not be

discarded as there is no proper period for patient follow-

up (3).

MARTIN et al have proposed four criteria to characterize

a cervical mass as a cancerized branchiogenic cyst, however

these also apply to cystic metastases. The criteria are: 1) It

must be located right in front of the anterior border of the

sternocleidomastoideus muscle; 2) Histological appearance

that the growth occurs in tissue with branchial traces; 3)

The patient must be alive and have a follow-up, with

periodic exams for at least 5 years without developing a

primary tumor and 4) Present histological evidences that

the tumor has developed in the epithelial wall of a lateral

cyst of the neck (3,4).

The possibility for occurrence of cervical cystic

metastasis is largely known. Its incidence reaches from 33

to 50% when it comes to Waldeyer’s ring tumors (3,4). For

this reason, some authors suggest amygdalectomy to help

in the differential diagnosis (3,9).

The treatment for cancerized branchiogenic cyst

must be aggressive and similar to that of the unknown

primary tumor. We should proceed with the lesion exeresis,

in case it is identified, and cervical excavation in multiple

nodes or nodes bigger than 3cm (6). The use of postoperative

radiotherapy is also recommended (3,5,7).

CONCLUSION

Most cases of cancerized branchiogenic cyst cases

described were actually primary tumors metastases.

However, in case the primary is not found, we shall never

know if it is really a branchigenic cyst that was cancerized

or a cervical metastasis correctly treated and eradicated,

since the diagnosis superpose.
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