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INCLUSION CYST OF ESOPHAGUS:
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Cysts of esophagus are unusual findings and they are included in the group of the developmental cysts of mediasti-
num. Various types of cysts of esophagus are much less frequent than esophageal carcinoma and considerably less
frequent than some other benign esophageal tumors. We present a rare case of inclusion cyst of the upper eso-
phagus in a male patient, followed by a review of the literature regarding this subject.
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KI/ICTy MUIIEeBO/Ia, OTHECEHHYIO K IpyIiie BpO)KI[eHHOﬁ KHUCTbI CPENOCTEHUS, BBIABIIAIOT KpaﬁHe PE€AKO — 3HAUUTEJIbHO
pexe, UeM npouune ZIOGpORa'—IeCTBeHHLIe HOBOOGpaSOBaHI/Iﬂ MUIIEeBO/Ia WU KapIIUHOMBI. Mps1 c006111aeM O peIKOM cJryuae
WHKJIIO3UOHHOI KUCTBI BerHeﬁ YacCTHU IMUIIeBoa y nNalyueHTa u NIpuBoauM 0630p JIaHHBIX JINTEPaTypbl O JIaHHOM TTATOJIOTHUH.

Knrouesvie cnoea: kucra, NuiieBo/, UHKIIO3MUS.

Cysts that involve the esophagus, account for 10 to
15% of all primary masses of the mediastinum and,
although rare, are probably the second most common
benign esophageal tumor, with leiomyoma being by far
the most usual [1, 2].

Esophageal cysts are classified according to their
embryological site of origin, into inclusion cysts (lined by
squamous or columnar epithelium, sometimes ciliated),
retention cysts also called mucoceles (arising from cys—
tic dilatation of submucosal glands), and developmental
or duplication cysts (of esophageal, bronchial, or gastric
origin) [2, 3]. We report a rare case of inclusion cyst of
esophagus, located in the upper portion of the organ,
with symptoms of dysphagia and drown sensation.

We describe a 41 year—old man, who was referred
to a gastroenterologist with a history of dysphagia, re—
gurgitation, drown sensation, repeated pharyngitis, pain
in the sternal region and left hemithorax, for the last
five months. The patient did not have any history of
peptic ulcer, esophagitis, vomiting, anorexia, loss of
weight or of systemic disease. The physical examina—
tion revealed a well-developed patient with no appa—
rent distress. The rest of the physical examination was
noncontributory. Esophago-gastro—duodenoscopy
using a flexible esophagoscope (Olympus GIF-N300)
demonstrated a polyp-like, smooth mass, covered by
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normal overlying mucosa, in the proximal third of the
esophagus (Fig. 1), near the upper sphincter of this
organ, 1 cm of diameter. Excision of the mass was per—
formed by a polypectomy snare loop. Multiple esopha—
geal biopsies were taken.

Fig. 1. Endoscopic finding of a polyp-like lesion in the upper third
of esophagus

Two cysts were found in the cut surface of the mass
measuring 0.4 and 0.5 cmin size respectively. Microscopi—
cally, the cysts were lined by cubo—columnar ciliated epi—
thelium, with no evidence of a muscular layer (Fig. 2). Six
esophageal biopsies showed a little mucosal hyperplasia,
with scattered chronic inflammatory cell infiltrate, and no
evidence of malignancy. In the mucosa of stomach and
duodenum no pathological alterations were found.

Mass lesions within the mediastinum can be divi-
ded into two broad categories; congenital/acquired cys—
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Fig. 2. Inclusion cyst of esophagus lined by columnar ciliated
epithelium with no evidence of muscular layer, without contai—
ning cartilage. The overlying mucosa appears normal (H-E, origi—
nal magnification x 100)

tic lesions and neoplastic tumors. Cystic lesions occur
throughout the mediastinum and the majority of them
are of bronchopulmonary and esophageal origin [3].

Congenital esophageal cysts are difficult to cate—
gorise because of their complex embryogenesis. They
are usually classified as duplication, bronchogenic,
gastric, inclusion cysts in the congenital group, as re—
tention (mucocele), single or multiple (esophagitis cys—
tica) cysts in the acquired group or neuro—enteric cysts.
Bronchogenic cysts are more common than the gas-
trointestinal or esophageal duplication cysts [4].

In order to establish the incidence of esophageal
cysts, we reviewed the largest series of autopsies,
among those by Platcha, Attah, Scheffer and Moersh,
a total of 49,196 autopsy cases, with only six being
demonstrated as esophageal cysts. In other words, an
incidence of one in 8.200 was found [1]. In our autopsy
series of 820 cases, in a three year period (1998 to
2001), no case of esophageal mass was found.

Inclusion cysts of esophagus, as in our case, are in—
tramurally located having epithelium of respiratory or
squamous type. They are not covered by two muscle lay—
ers, nor do they contain cartilage, therefore, they can not
be called as duplication or bronchogenic cysts. Due to
uncertainty of etiology, the term inclusion cyst is used.
The distribution, sex predominance, and symptoms are
similar to those of bronchogenic or duplication cysts. We
found a total of 32 cases of inclusion cysts described in
the literature, including of course, surgical specimens, in
both infants and adults. Among them, 66% were located
in the lower third of esophagus, 24% in the middle and
10% in the upper third. Their size varied greatly, with the
smallest measuring 0,5 cm and the largest 20 cm. All cysts
found in the upper third presented with severe respiratory
symptoms before the age of two years. In contrast, for
cases involving the middle and lower third of esophagus,
the average age of diagnosis was 34 years old, with dys—
phagia, retrosternal pain and cough being the main pre—
senting symptoms. Cardiac arrhythmias due to heart com—
pression have also been reported. Twenty five percent of
these cysts were asymptomatic at the time of diagnosis.
Inclusion esophageal cysts are never associated with
vertebral abnormalities and massive mediastinal bleed—
ing has been reported only once [5-8].

On the other hand, duplication of esophagus is the
second most common duplication of the gastrointestinal
tract. The cyst appears the following morphological fea—
tures: it is found within the esophageal wall, it is covered
by two muscle layers and it contains squamous or co-
lumnar epithelium, ciliated or not. Esophageal duplication
cysts may be associated with duplications elsewhere in
the alimentary tract, but never with vertebral abnormali—
ties as is found with posterior mediastinal duplications [9].

Bronchogenic cysts of the esophagus are extremely
rare in comparison with the relatively common bron-
chogenic cysts of the lung. Thus, a cyst is classified as
bronchogenic when it is located intramurally and con-
tains cartilage. These cysts have never been associ—
ated with vertebral abnormalities [10].

Acquired cysts may be single or multiple. When
multiple, the term esophagitis cystica has been used.
The normal esophagus contains glands in the mucosa
and submucosa; most of these glands are found in the
upper third of esophagus. For unknown reasons, these
glands may develop into cystic growths [3].

A round regular mass in the posterior mediastinum
on a routine chest radiograph should always suggest
the diagnosis of paraesophageal cyst. Modern tech—
niques of diagnostic imaging like endoscopic ultra-
sonography are very accurate in visualizing these le—
sions and in differentiating cysts from solid mucosal
esophageal masses. In addition, the examination can
establish the exact location of the mass in relation to
the esophageal wall and mediastinum [11-113].

In general, the usual clinical course of an esophageal
cyst is benign and many patients remain symptom free.
Surgical resection is the treatment of choice, even when
the lesion is asymptomatic. Likewise, enucleation and
polypectomy by esophagoscope, represents a useful
nonsurgical alternative treatment for cysts accesible
through the endoscope [4, 14]. Although radiological,
ultrasonographic and endoscopic studies may demon-
strate the presence of a benign intramural tumor, defi—
nite diagnosis can not be established until pathological
examination of the specimen is made [1, 4, 9]. An un-
treated cyst may enlarge and may be complicated with
intracystic haemorrhage, perforation, or infection [6, 15].
Malignization of the cyst has also been reported, so
removal should always be considered when a medi-
astinal esophageal cyst is suspected. McGregor et al
[1] reported the first case of squamous cell carcinoma
arising from an esophageal intramural inclusion squa-
mous epithelial cyst in a 65 year old black man. Tapia
et al [9] reported a case of squamous cell carcinoma
arising in the partial duplication of the distal esopha-
gus. Santacroce et al [16] described the unusual as—
sociation of an early adenocarcinoma on short tongues
of Barrett’s esophagus with an underlining esophageal
cyst.

In conclusion, the cysts of esophagus represent a
rare finding and unmenacing growths, which rarely
cause severe symptoms. Although their preoperative
diagnosis is fairly difficult, once the cyst is removed,
the patient is usually asymptomatic.
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