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Rezumat

Chisturile brahiogene sunt malformatii
congenitale care iau nastere din cauza invo-
lutiei partiale sau complete a aparatului bran-
hial in dezvoltarea embrionului uman, provo-
cand o multitudine de incomodita{i. Scopul
lucrarii este studierea clinicii, evolutiei, me-
todelor de diagnostic a chisturilor brahiogene
pentru optimizarea tacticii de tratament. Vom
prezenta cazul clinic a unei paciente cu varsta
de 40 ani care a fost internata la IMU IMSP in
sectia de Chirurgie Oro-Maxilo-Faciala cu di-
agnosticul de chist cervical lateral brahiogen
pe stanga. Pacienta acuza dereglari estetice si
prezenta unei formatiuni de volum localizata
in regiunea cervicald lateral superioard stanga
care a debutat cu 2 ani in urma cu episoade
de suprainfectari frecvente si crescind treptat
in dimensiuni. S-a efectuat examinarea clini-
cd si paraclinica (analize de laborator, ultraso-
nografie) pentru precizarea diagnosticului si
asigurarea cu informatii addugdtoare cu pri-
vire la structurile anatomice adiacente ce pot
influenta tactica tratamentului chirurgical.
Operatia de “inlaturare a formatiunii” a fost
recomandatd. In urma exciziei chistului sub
anestezie generald, perioada postoperatorie
a decurs fird particularitati. Diagnosticarea
precoce va reduce cresterea in volum a chistu-
rilor brahiogene, preintampinidnd complicati-
ile inflamatorii cu suprainfectarea lor.

Cuvinte-cheie: chist brahiogen, chist late-
ral cervical, anomalie congenitald.

Introducere

Chisturile brahiogene prezintd malformatii con-
genitale rare care se pot evidentia atat la momentul
nasterii, cit si pe parcursul vietii. Aceste chisturi iau
nastere din cauza unor anomalii de dezvoltare embri-
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Summary

Branchial cysts are rare congenital mal-
formations which arise due to the partial or
complete involution of branchial apparatus
in the development of the human embryo,
causing huge discomfort to the patient. The
objective of the study is to investigate the
clinical picture, the evolution, the diagnostic
methods of the branchial cysts to optimize
the treatment tactics. A clinical case will be
presented of a 40-years—old patient which
was admitted to IMU IMSP in the Oral and
Maxillofacial Surgery Department with the
diagnosis of a left lateral branchial cyst. The
patient accuses aesthetic disorders and the
presence of a voluminous swelling which was
located in the upper left lateral cervical re-
gion that began 2 years ago with episodes of
frequent superinfection, gradually increasing
in size. Therefore, a clinical and paraclinical
examination was performed (laboratory tests,
ultrasonography) to specify the diagnosis and
to provide additional information on adjacent
anatomical structures that may influence the
tactics of the surgical treatment. A surgical in-
tervention such as ,removal of the swelling”
was advised. Following the excision of the
cyst under general anesthesia, the postopera-
tive period passed without any particularities.
Early diagnosis will reduce the increase in size
of the branchial cysts preventing inflamma-
tory complications with their superinfection.

Keywords: branchial cyst, lateral cervical
cyst, congenital anomaly.

Background

Branchial cysts are rare congenital malformations
which can be emphasized at birth and throughout
life. They arise due to the partial or complete involu-
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onara cu involutia partiala sau completa a aparatului
branhial.

Regiunea branhiald reprezinta 6 perechi de arcuri
branhiale care se formeaza intre saptamana a 4-asia
5-a de dezvoltare contribuind la aspectul caracteris-
tic al embrionului. Aceste arcuri sunt delimitate de
invaginatii care reprezintd 4 sanfuri interbranhiale
denumite pungi externe pe suprafata ectodermala si
pungi interne pe suprafata endodermala [4].

In timpul celei de a 4-a si a 5-a sdptamana de via-
td intrauterina, al doilea arc branhial acopera aceste
pungi externe si fuzioneaza caudal cu eminenta car-
diaca formandu-se astfel sinusul lateral cervical. In
mod normal, acest spatiu dispare rapid si complet
[7]. Insd, sinusul lateral cervical persistd uneori sub
forma unui chist cervical lateral cu localizarea de-a
lungul muschiului sternocleidomastodian. Acest
chist are tendinta de a se mari in volum si de a se
suprainfecta. In unele cazuri chisturile cervicale late-
rale pot avea o comunicare cu pielea prin fistula cer-
vicald externa sau cu faringele prin fistula cervicald
internd. Fistula interna se deschide cel mai des in de-
rivatul embrionic a pungii endodermale secundare,
care reprezinta amigdala palatina [7].

Chisturile brahiogene localizate median apar
prin activarea transformdrii chistice a unor incluzii
epiteliale embrionare restante la nivelul canalului ti-
reoglos [3]. Chistul median este un vestigiu embrio-
logic care se formeazd din cauza esecului inchiderii
canalului tireoglos, care se extinde de la foramenul
caecum pana la localizarea glandei tiroide in regiu-
nea cervicald. Partea distald a canalului se diferentia-
za in lobul piramidal al glandei tiroide la aproximativ
50% dintre oameni. Canalul tireoglos involueaza de
obicei in saptamana a 10-a de gestatie. Dacé o portiu-
ne a canalului persista, atunci secretia din fesutul epi-
telial poate rezulta in inflamatie si formarea chistului
median [8]. Localizarea chistului poate fi intalnita cel
mai des la nivelul infrahioid, apoi suprahioid si hioid.

Diagnosticul acestei patologii se efectueaza cu
ajutorul examenului clinic si paraclinic. De obicei,
in timpul examenului clinic se observa un nodul in
regiunea cervicala, care la palpare nu este dureros,
fiind de o consistentd moale sau fluctuenti. Ins3,
aceasta formatiune chistica poate prezenta dureri la
suprainfectare cu tegumente distinse si congestive,
cauzand si febrd uneori. El provoaca o multitudine
de incomoditati pacientului: disconfort la deglutitie,
la miscarea capului si dereglare a esteticii.

Examenul paraclinic constd in precizarea dia-
gnosticului prezumtiv si asigurarea cu informatii
adaugdtoare cu privire la structurile anatomice adia-
cente ce pot influenta tactica tratamentului chirurgi-
cal. Ultrasonografia (USG) este cea mai des utilizata
metoda imagisticd pentru diagnosticul chisturilor
brahiogene, care poate descrie in mod clar natura
chistica a masei si orice complicatie care s-ar fi putut
dezvolta [9]. In prezenta infectiei, continutul chis-
tului poate deveni neomogen cu aspect corpuscular
[1]. Utilizarea tomografiei computerizate (CT) va

tion of branchial apparatus in the development of the
human embryo.

Branchial region represents 6 pairs of branchial
arches which form between the 4th and 5th week
of gestation contributing to the characteristic ap-
pearance of the embryo. These arches are separated
by depressions which present four pharyngeal clefts
known as clefts on the ectodermal surface and cor-
responding pouches on the endodermal surface [4].

During the fourth and fifth weeks, the second
pharyngeal arch overgrows these clefts and fuses cau-
dally with the cardiac eminence, enclosing the clefts
in a lateral cervical sinus. This space normally disap-
pears rapidly and completely [7]. However, the lateral
cervical sinus occasionally persists in the form of a
cervical cyst located just anterior to the sternoclei-
domastoid muscle. This cyst tends to increase in vol-
ume and to become superinfected. Occasionally, the
lateral cervical cysts communicate with the skin via
an external cervical fistula or with the pharynx via
an internal cervical fistula. Internal cervical fistulae
most commonly open into the embryonic derivative
of the second pouch, the palatine tonsil [7].

The branchial cysts which are located medially
occur by activating the cystic transformation of some
epithelial inclusions at the level of the thyroglossal ca-
nal [3]. The median cyst is an embryological remnant
which is formed due to the failure of closing the thy-
roid canal, which extends from the foramen cecum to
the location of the thyroid in the neck. The distal part
of the duct differentiates into the pyramidal lobe of
the thyroid gland in about 50% of people. The thyro-
glossal duct normally involutes by the tenth week of
gestation. If any portion of the duct persists, secretion
from the epithelial lining can result in inflammation
and thyroglossal duct cyst formation [8]. The location
of the cyst can be found most often at the infrahyoid
level, then at the suprahyoid and the hyoid.

The diagnosis of this pathology is performed with
the help of clinical and paraclinical examination. Usu-
ally, during the clinical examination, a nodule is ob-
served in the cervical region, which is not painful to
the touch, being of a soft or fluctuating consistency.
However, this cystic formation can present pain dur-
ing the superinfection with congestive teguments
around, sometimes causing fever. The cyst can cause
huge discomfort to the patient while swallowing,
moving the head and also causing aesthetic disorders.

The paraclinical examination is performed to
specify the presumptive diagnosis and to provide
additional information on the adjacent anatomical
structures that may influence the tactics of the sur-
gical treatment. The ultrasonography (USG) is the
first-line imaging method of choice for diagnosing
the branchial cysts, which can clearly depict the cys-
tic nature of the mass and any complications that may
have developed [9]. In the presence of infections, the
content of the cyst may become inhomogeneous with
a corpuscular appearance [1]. On computed tomog-
raphy (CT), these lesions typically appear well—cir-



evidentia aceasta leziune fiind bine circumscrisd, si
in absenta complicatiilor, ea va fi uniform hipoden-
sd cu peretii subtiri. In caz de suprainfectare, se va
determina ingrosarea peretilor chistului. Rezonanta
Magnetica Nucleara (RMN) ofera o descriere mai
bund a extinderii profunde a chistului si o evaluare
preoperatorie mai previzibila [9].

Tratamentul chistului brahiogen depinde daca la
momentul adresarii chistul este suprainfectat sau nu.
Abordul chistului infectat este prin punctia si evacua-
rea continutului, urmat de un tratament conservator.
Abia peste 3-4 saptamani dupa ce inflamatia acutd se
atenueazi, se recomanda excizia formafiunii. In cazul
suprainfectdrii cu extinderea supuratiei in tesuturi-
le invecinate este recomandata deschiderea colectiei
purulente si tratamentul similar unui abces (drenare,
prelucrare antiseptici, pansamente). Inlaturarea for-
matiunii chistice urmeazi la fel dupa 3-4 saptamani.
Deoarece in timpul suprainfectdrii chistul formeaza
aderente la structuri anatomice, inlaturarea lui chi-
rurgicald este mai dificila comparativ cu inlaturarea
unui chist neinfectat. Astfel, diagnosticul precoce si
tratamentul chirurgical al chistului neinfectat este
important atit pentru pacient, deoarece diminueaza
recidiva si morbiditatea cat si pentru medic, pentru
cd ii oferd o manipulare mai lejerd cu tesuturile.

Scopul lucrarii.

Studierea clinicii, evolutiei, metodelor de dia-
gnostic a chistului brahiogen cervical lateral pentru
optimizarea tacticii de tratament.

Materiale si metode.

Prezentare de caz clinic. Pacienta 1.G., F/40 ani,
a fost internatd la IMU IMSP in sectia de Chirurgie
Oro-Maxilo-Faciala cu diagnosticul de chist brahio-
gen cervical lateral pe stanga. Pacienta acuzd dere-
glari estetice si prezenta unei formatiuni de volum
localizatd in regiunea cervicala lateral superioara
stanga care a debutat cu 2 ani in urmaé cu episoade
de suprainfectéri frecvente si crescand treptat in di-
mensiuni.

La examenul clinic al regiunii cervicale s-a con-
statat o formatiune chistica supero-laterald stanga cu
dimensiunile de 2x3 cm, bine delimitata, de o consis-
tentd elastica, partial mobild, neaderenta la fesuturile
adiacente. La palpare, pacienta nu acuza dureri (Fig.
1A si IB).

La examinarea paraclinicd, analizele de laborator
nu au prezentat devieri patologice precum cresterea
numadrului de leucocite, nesegmentate sau vitezei de
sedimentare a hematiilor (VSH), astfel chistul nu este
suprainfectat. Efectuand examenul de USG a gatului,
s-a evidentiat formatiunea chistica de 2x3 ¢cm cu un
continut neomogen coloid; semnul Eco-Doppler fi-
ind negativ. Glandele salivare pe stinga au prezentat
aspect ecografic normal.

Precizarea preoperatorie a diagnosticului repre-
zintd un punct important in formarea unui diagnos-
tic exact si corect care se poate realiza prin explorari

cumscribed and, in the absence of complications,
they are uniformly hypodense with thin walls. In case
of superinfection, the wall thickness may increase.
Magnetic resonance imaging (MRI) provides better
depiction of the deep extent of the cyst and a more
previse preoperative assessment [9].

The treatment of the branchial cyst depends on
whether the cyst is superinfected or not at the con-
sultation time. The approach of the infected cyst is
by puncture and evacuation of the contents, followed
by a conservative treatment. Only after 3-4 weeks
when the acute inflammation subsides, the excision
of the formation is recommended. In case of super-
infection with the extension of the suppuration in the
neighboring tissues, it is recommended to open the
purulent collection and the treatment is similar to an
abscess (drainage, antiseptic treatment, dressings).
The removal of the cystic formation is also after 3-4
weeks. The cyst forms adhesions to the anatomical
structures when it is superinfected and thats why its
surgical removal is more difficult compared to the re-
moval of an uninfected cyst. Thus, the early diagnosis
and surgical treatment of uninfected cyst is impor-
tant not only to the patient, because it reduces recur-
rence and morbidity, but also to the doctor, because it
offers an easier manipulation with the tissues.

Objective of the study

The study of the clinical picture, evolution, diag-
nostic methods of branchial cysts to optimize treat-
ment tactics.

Material and methods.

Case presentation. The patient 1.G., F/40 years
old, was admitted to the IMU IMSP in the Oral and
Maxillofacial Surgery Department with the diagno-
sis of a left lateral cervical cyst. The patient accuses
aesthetic disorders and the presence of a voluminous
swelling located in the upper left lateral cervical re-
gion that began 2 years ago with episodes of frequent
superinfection and gradually increased in size.

During the clinical examination of the cervical re-
gion, a left superolateral cystic formation was found
with the dimensions of 2x3 cm, well delimited, par-
tially mobile, non-adherent to the adjacent tissues
and had an elastic consistency. During the palpation,
the patient does not complain of pain (Fig. 1A si I1B).

After the paraclinical examination was per-
formed, the laboratory tests did not show any patho-
logical deviations such as an increase in the number
of leukocytes, band neutrophiles or erythrocyte sedi-
mentation rate (ESR), which shows that the cyst is
not superinfected. While the USG examination of the
cervical region was performing, a cystic formation of
2x3 cm was highlighted which had an inhomoge-
neous colloid content; the Doppler test being nega-
tive. The salivary glands on the left showed normal
ultrasound appearance.

The preoperative specification of the diagnosis
represents an important point in the formation of
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Fig 1. Aspect exooral al regiunii cervicale al pacientei |.G., F/40 ani: A) aspect semiprofil; B) aspect frontal.

Fig 1. Extraoral view of the cervical region of the patient I.G., F/40 years old: A) semiprofile view; B) frontal view.

imagistice precum: examenul computer tomografic,
ecografia cervicala si prin examenul histopatologic.
Diagnosticul diferential se face cu lipomul cervical,
lifangiomul cervical, adenopatiile metastatice cervi-
cale. A fost recomandatd interventia chirurgicald de
»inlaturare a formatiunii”.

Rezultate si discutii.

Operatia de excizie a chistului a avut loc sub an-
estezie generald cu intubare oro-traheald. Etapele
interventiei chirugicale: s-a efectuat o incizie ori-
zontala in pliu cutanat anterior de muschiul sterno-
cleidomastoidian de aproximativ 4 cm in regiunea
cervicala laterald superioara stanga ce continea te-
gumentele si fascia cervicalad superficiald (Fig. 2A).
In trecut se folosea abordul prin incizie verticala,
de-a lungul marginii anterioare a muschiului ster-
nocleidomastoidian, care avea avantajul unui acces
mai facil, dar in schimb cicatricea postoperatorie
era inesteticd [3]. S-a continuat disectia pe straturi
anatomice prin platisma, fascia colli propria si s-a
pus in evidenta membrana chistului in profunzime
dupé deplasarea spre lateral a muschiului sterno-
cleidomastoidian (Fig. 2B). Cu precautie s-a prepa-
rat chistul prin detasarea de la tesuturile invecinate
si inlaturat in intregime (Fig. 2C). La disectie, chis-
tul usor se decola de tesuturile adiacente, punand
in evidentd membrana formatiunii chistice de o
culoare albéd-galbuie, neteda cu conturul marginilor
regulate. Extirparea chistului voluminos presupune
adeseori si desprinderea acestuia de pachetul vas-
culo-nervos al gatului, care contine artera carotida
comund, vena jugulard interna si nervul vag. Astfel,
interventia trebuie efectuata cu mare grija pentru
a nu leza aceste structuri anatomice. In acest caz,
chistul a fost de dimensiuni mici-medii, ceea ce a
facilitat interventia chirugicald, micsorand timpul
interventiei.

Formatiunea chistica a fost expediata la exame-
nul histopatologic pentru confirmarea morfologica a
diagnosticului preoperator, dar si excluderea malig-
nizdrii acestuia. In literaturd sunt raportate cazuri de
neoplazii dezvoltate la nivelul chisturilor branhiale
— carcinoame brahiogenice.

an exact and correct diagnosis that can be achieved
through imaging explorations such as: computed to-
mography examination, ultrasonography and histo-
pathological examination. The differential diagnosis
is made with cervical lipoma, cervical lifangioma,
cervical metastatic lymphadenopathy.

A surgical intervention such as ,,removal of the
swelling” was advised.

Results and discussions.

The excision operation of the cyst took place un-
der general anesthesia with oro-tracheal intubation.
The stages of the surgery: a horizontal incision was
made anterior to the sternocleidomastoid muscle for
about 4 cm in the left upper lateral cervical region
which contained the teguments and the superficial
cervical fascia (Fig. 2A). In the past, the vertical in-
cision approach was used along the anterior border
of the sternocleidomastoid muscle which had the
advantage of an easier access, but instead the post-
operative scar was unaesthetic [3]. The dissection
was continued through anatomical layers: platysma,
fascia colli propria so the cyst membrane could be
visualized in depth after the sternocleidomastoid
muscle was displaced laterally (Fig. 2B). The cyst was
carefully prepared by detaching it from the adjacent
tissues and removing it entirely (Fig. 2C). During the
dissection, the cyst was gently taken off from the ad-
jacent tissues, highlighting the smooth membrane of
the cystic formation of a white-yellow color with the
outline of regular borders. The removal of the volu-
minous cyst often involves its detachment from the
carotid sheath which contains the common carotid
artery, the internal jugular vein and the vagus nerve.
Thus, the intervention must be performed with great
care so as not to injure these anatomical structures.
In this case, the cyst was small to medium in size
which facilitated the surgery, reducing the time of
intervention.

The cystic formation was sent to the histopatho-
logical examination for the morphological confirma-
tion of the preoperative diagnosis, but also the ex-
clusion of its malignancy. Cases of neoplasms which
developed at the level of branchial cysts — branchio-



Fig 2. Etapele interventiei chirurgicale de chistectomie la pacienta I.G., F/40 ani: A) Linia de incizie in pliu cutanat; B) Disectia pe straturi anatomice;
() Detasarea i inldturarea completd a chistului; D) Suturarea pe straturi anatomice cu fir intradermal.

Fig 2. The stages of cystectomy surgery, 1.G., F/40 years old: A) Incision line in the skin crease; B) Dissection through anatomical layers;
() Detachment and complete removal of the cyst; D) Suturing the anatomical layers with intradermal thread.

S-a efectuat controlul hemostatic, prelucrarea cu
solutii slab aseptice, suturarea pe straturi anatomice
cu fir intradermal la tegumente si s-a fixat un dren
pasiv (Fig. 2D).

Perioada postoperatorie a decurs fird particula-
ritdti. Starea pacientei a fost favorabild. Pacienta s-a
aflat in stationar 7 zile si pe parcursul acestor zile
complicatii nu s-au observat.

Investigatia histopatologicd a confirmat diagnos-
ticul preoperator evidentiind aspecte caracteristice
patologiei: peretele chistului fiind tapetat cu epiteliu
pluristratifcat pavimentos si prezentind tesut limfoid
cu foliculi. Continutul chistului a evidentiat prezenta
celulelor epiteliale descuamate.

Chisturile brahiogene sunt variate dupa localiza-
re si etiologie. Sunt intalnite unele clasificari care tin
cont de aceste aspecte, inclusiv si studii ale frecventei
acestora. Analizind mai multe articole publicate de
autori internationali (Coste A.; Lofgren D.; Sherme-
taro C,; Bagchi A ; Hira P; Mittal K.; Priyamvara A ;
Houck J.; Nicoucar K.; Giger R.; Pope HG.; Jaecklin
T.; Dulguerov P.), una din clasificarile chistului bra-
hiogen se referd la 4 tipuri:

o Primul chist brahiogen prezintd aproximativ
de la 5% péand la 25% cazuri intalnite din toate cele-
lalte tipuri. Acest chist se clasifica in alte 2 subclase.
Prima subclasé contine doar ectoderm si la exame-
nul clinic se determind mase preauriculare, care se
pot depista anterior si medial de canalul auditiv
extern. A doua subclasd contine atit ectoderm cét
si mesoderm. Se localizeazi la unghiul mandibulei
sau in regiunea submandibulara si se pot depista la-
teral sau mezial de nervul facial trecand superficial

genic carcinomas are reported in the literature.

The hemostatic control, treatment with weakly
aseptic solutions, suturing through anatomical layers
with intradermal thread were performed and a pas-
sive drain was fixed (Fig. 2D).

The postoperative period passed without any
particularities and complications. The patient’s con-
dition was favorable. The patient was hospitalized for
7 days and during these days no complications were
observed.

The histopathological investigation confirmed
the preoperative diagnosis highlighting characteris-
tic aspects of the pathology: the cyst wall was lined
with multi-layered squamous epithelium and pre-
sented lymphoid tissue with follicles. The contents of
the cyst revealed the presence of the scaly epithelial
cells.

Branchial cysts are varied by location and etiol-
ogy. There are some classifications that take into ac-
count these aspects, including also studies of their
frequency. Analyzing several articles published by
international authors (Coste A.; Lofgren D.; Sherm-
etaro C.; Bagchi A.; Hira P; Mittal K.; Priyamvara A.;
Houck J.; Nicoucar K.; Giger R.; Pope HG.; Jaecklin
T.; Dulguerov P), one of the classifications of the
branchial cyst refers to 4 types:

« First cleft cyst presents 5% to 25% of all bran-
chial cleft anomalies. This cyst is classified in other
2 subclasses. First subclass contains ectoderm only
and on physical exam shows preauricular masses that
track anterior and medial to the external auditory
canal. Second subclass cysts are more common and
contain both ectoderm and mesoderm. These clas-
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(57%), profund (30%) sau intre (13%) ramurile ner-
vului facial [4].

o Al doilea chist brahiogen cervical lateral se con-
siderd cel mai frecvent intalnit, reprezentind 95%
din celelalte anomalii brahiogene. Acest chist are mai
multe localizari: se poate afla de-a lungul sau adia-
cent marginii anterioare a sternocleidomastoidului.
Se mai poate gasi de-a lungul fistulei brahiogene se-
cundare care isi are traiectoria de la pielea din zona
cervicala lateral, intre carotida externd si interna, si
in final in amigdala palatina [2].

o Al 3-]ea chist brahiogen reprezintd 2-8% cazuri
intélnite. Acesta poate fi situat in orice punct al trac-
tului, care se extinde posterior arterelor carotide si
strapunge membrana tirohioidiand si intra in laringe,
termindndu-se astfel pe aspectul lateral al sinusului
piriform. Se localizeazd profund spre muschiul ster-
nocleidomastoidian [5].

o"Al 4-lea chist brahiogen se intélneste foarte
rar, aproximativ 1-4% din celelalte anomalii bra-
hiogene. Acesta se gaseste mai frecvent in stinga.
Cu toate acestea, acesta trece in mod clasic adanc
la carotida comuna si poate circula fie in jurul ar-
cului aortic (intr-o anomalie stangd), fie subclavian
(intr-o anomalie dreaptd). Acesta se desfisoara su-
perficial pana la nervul laringian recurent si nervul
hipoglos, terminand in varful sinusului piriform
din laringe [6].

Avand in vedere criteriile din clasificarea expusa,
noi am stabilit cd pacienta din studiu avea al doilea
tip de chist brahiogen, el intalnidu-se cel mai des. Cu
referire la cazul clinic din acest studiu, pacienta I.G.,
F/40 ani a suportat frecvente suprainfectari, in urma
cdrora un tratament conservator a fost prescris in
baza unui diagnostic corect stabilit cu ajutorul exa-
menului clinic si paraclinic ce a atenuat faza acutd a
inflamatiei pregatind pacienta citre urmatoarea eta-
pé de excizie a chistului, astfel diminu4ndu-se rata
morbiditatii. Datoritd adresarii la timp, formatiunea
a fost de mérime mica-medie ce a facilitat timpul in-
terventiei chirurgicale, dimensiunile cAmpului ope-
rator; acestea din urma favorizand perioada postope-
ratorie care a decurs fard complicatii.

Concluzii.

Chisturile brahiogene prezintd resturi embriona-
re a aparatului branhial care au tendinta de a cres-
te in dimensiuni. Diagnosticarea precoce va reduce
cresterea in volum a chisturilor brahiogene prein-
tampinand complicatiile inflamatorii cu suprainfec-
tarea lor. In asa mod, tratamentul chirurgical va fi
minim invaziv cu linia de incizie fiind mica. Rata de
recurenta si morbiditatea va diminua preponderent
datorita depistarii precoce a chistului, fiindcd supra-
infectarea necesita punctia, evacuarea continutului
si tratamentul conservativ, in urma caruia, de obicei,
formatiunea chistica recidiveaza.

sically present at the angle of the mandible or within
the submandibular region. They can be course either
lateral or medial to the facial nerve and pass super-
ficial (57%), deep (30%), or between (13%) branches
of the facial nerve [4].

o The second branchial cleft cyst is considered
most common, representing approximately 95% of
all branchial anomalies. These can have several loca-
tions: along or adjacent to the anterior sternocleido-
mastoid border or at any point throughout the length
of a second branchial fistula, extending from the skin
of the lateral neck, between the external and internal
carotid, and finally in the palatine tonsil [2].

o Third branchial cleft cysts are estimated to rep-
resent 2-8% of all branchial cleft anomalies. They
can be situated at any point in the tract that extends
posterior to the carotid arteries and pierces the thy-
rohyoid membrane and enters the larynx, thus ter-
minating on the lateral aspect of the pyriform sinus.
The cysts are characteristically located deep to the
sternocleidomastoid [5].

o The fourth branchial cyst is very rare, represent-
ing approximately 1-4% of all branchial anomalies. It
is more common on the left aspect. However, it clas-
sically passes deep to the common carotid and can
loop around either the aortic arch (in a left-sided
anomaly) or the subclavian (in a right-sided anom-
aly). These run superficial to the recurrent laryngeal
nerve and hypoglossal nerve, terminating in the apex
of the pyriform sinus in the larynx [6].

Given the criteria in the above classification, we
determined that the patient in the study had the sec-
ond type of branchial cyst, which is the most com-
mon. With reference to the clinical case in this study,
patient 1.G., F/40 years old underwent frequent su-
perinfections, after which a conservative treatment
was prescribed based on a correct diagnosis estab-
lished with the help of clinical and paraclinical ex-
amination, which attenuated the acute phase of in-
flammation preparing the patient to the next stage
of excision of the cyst, thus reducing morbidity rate.
Due to the timely consultation, the formation was of
small-medium size that facilitated the time of the
surgery, the dimensions of the operating field; the
latter favoring the postoperative period which passed
without any complications.

Conclusion

Branchial cysts are embryological remains of
the branchial apparatus that tend to increase in size.
Early diagnosis will reduce the increase in volume of
the branchial cysts by preventing inflammatory com-
plications with their superinfection. In this way, the
surgical treatment will be minimally invasive with
the incision line being small. The recurrence rate
and morbidity will decrease mainly due to the early
detection of the cyst, because the superinfection re-
quires puncture, evacuation of the contents and con-
servative treatment, after which, usually, the cystic
formation recurs.



1.

Bibliografie/Bibliography

Ahuja AT, King AD, Metreweli C. Second
branchial cleft cysts: variability of sono-
graphic appearances in adult cases. AJNR
Am ] Neuroradiol. 2000 Feb; 21(2):315-9.
Bagchi A., Hira P, Mittal K., Priyamvara
A, Dey A. Branchial cleft cysts: a picto-
rial review. Polish Journal of radiology.
2018; 83: 204-209.

Bucur A, Navarro Vila C, Lowry J,
Acero J. Compendiu de chirurgie oro-

maxilo-faciala vol II. Bucuresti: Q Med
Publishing, 2009.

. Coste A, Lofgren D; Carl Shermetaro.

Branchial cleft cyst. StatPearls Publish-
ing, 2021 Jan.

. Houck J. Excision of branchial cysts.

Oper Tech Otolayngol Head Neck Surg,
2005.

. Nicoucar K, Giger R, Pope HG, Jaecklin

T, Dulguerov P. Management of con-
genital fourth branchial arch anomalies:
areview and analysis of published cases.

] Pediatr Surg, 2009 Jul.

. Schoenwolf G, Bleyl S, Brauer P, Fran-

cis-West P. Larsen’s Human Embryol-
ogy, 4th edn. Churchill Livingston, New
York, Edinburgh, 2009.

. Unsal O, Soytas P, Hascicek SO, Coskun

BU. Clinical approach to pediatric neck
masses: Retrospective analysis of 98
cases. North Clin Istanb, 2017.

. Valentino M, Quiligotti C, Carone L.

Branchial cleft cyst. ] Ultrasound, 2013
Mar. 16(1): 17-20.

| ¥| Medicina Stomatologica



