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Branchial cleft cysts are congenital epithelial cysts formed 
on the lateral part of the neck due to a lack of obliteration of 
the second branchial cleft during embryonic development. 
This is a case of a second branchial cyst anomaly in an 18-month-old girl who 
gave a brief history of acute intermittent upper airway obstruction and difficulty 
feeding. Paediatric oropharyngeal branchial cysts presenting as acute upper 
airway obstruction, stridor, and feeding difficulties are rare. Here we presented 
such a case. We also highlighted the importance of MRI in diagnosing the 
type and extension of the lesion. We also showed that cold-type dissection 
following bipolar electrocautery could produce good results in reducing the risk 
of complications and recurrence.
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Branchial cleft cyst anomalies arise from the first through fourth 
pharyngeal clefts. These anomalies arise from incomplete closure 
of branchial clefts that would otherwise close to form several 
neck structures [1-3]. The second branchial cleft cyst anomaly 
is the most common and accounts for 95% of all branchial cyst 
anomalies. This cystic anomaly usually occurs on the anterior 
and medial aspect of the sternocleidomastoid muscle [4, 5]. 
However, these cysts also occur in unusual locations such as the 
oropharynx in rare cases. Moreover, most cysts are slow-growing 
and generally asymptomatic unless they press on surrounding 
structures, causing symptoms such as dysphagia [6].

This is a second branchial cyst anomaly in an 18-month-old 
girl who gave a brief history of acute intermittent upper airway 
obstruction and difficulty in feeding. 

CASE REPORT

This is an 18-month-old girl who presented to the emergency 
room. According to the parents, the girl had no apparent 
symptoms and was physically healthy. The chief complaints 
were acute onset intermittent dyspnea and stridor. In addition, 
the girl had difficulty feeding for the same duration. 

Initial mouth and throat examination revealed a mass on the 
posterolateral oropharyngeal wall posterior to the left tonsil. 
The patient underwent additional investigation modalities, 
including a CT and a non-contrast MRI of the head and neck. 
Both examinations confirmed the presence of a cystic mass in 
the lateral pharyngeal wall posterior to the tongue associated 
with the palatopharyngeal muscle, without spinal or intracranial 
extension (Figure 1A and Figure 1B).

Parental consent was obtained for the procedure. Using the 
transoral approach, we removed the cyst safely. A cold dissection 
technique was used to achieve better surgical outcomes and 
minimize postoperative complications like bleeding. 

Intra-operative bleeding was stopped with bipolar electrocautery. 
A 1 × 1 cm cyst filled with thick fluid was resected. Complete 
resection was achieved, and no tracts were noted. 

The girl was extubated and transferred to paediatrics. In 
addition, she was treated with antibiotics. She also received 4 
ml IV of dexamethasone every 8 hours. 

The patient progressed clinically and developed no immediate 
or short-term surgical complications such as bleeding after 
being extubated transferred to a general paediatric ward, 
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where she remained for one day. She remained stable and was 
discharged on the second postoperative day with treatment with 
oral antibiotics. 

Histopathological examination revealed that the inner wall of the 
cyst was lined with squamous epithelium. There was lymphatic 
infiltration beneath the epithelium, confirming the diagnosis of 
the branchial cleft cyst (Figure 2).

During a six-month follow-up, the patient experienced no 
complications from the surgery or recurrence of the cyst or 
symptoms.

DISCUSSION

The second branchial cyst anomaly is the most common branchial 
cyst anomalies [4, 5]. These anomalies generally present on the 
anterior or medial aspect of the sternocleidomastoid muscle, 
presenting as a sinus, cyst, or fistula [4, 5]. In children, cystic 
anomalies are most common, usually unilateral [4], as occurred 
in our case. However, it is unusual for them to appear on a path 
other than sternocleidomastoid. Here we present a rare case 
where the second branchial anomaly presented as a cystic mass 
located in the posterolateral aspect of the oropharynx behind 
the left tonsil.  

The symptoms of the branchial anomaly depend on the type of 
abnormality (fistula, sinus, or cyst) and location. In most cases, 
the cysts are usually benign, and the mean age of presentation 
is 29.8 years [7]. Also, symptoms are slowly progressing, and it 
takes an average of 9.8 months for them to become evident [7]. 
Our case is unique because the cyst presented in a young girl 
who was 18 months old, and the symptoms had an acute onset 
(less than three days). Finally, most cysts present as dysphagia 
[6]. There have been cases where large cysts can cause upper 
airway obstruction [8]. Still, it is an unusual presentation, as 
occurred in our case.  

The anatomical location of the mass is important to be determined 
and its relation to the surrounding structures. A thorough history 
and clinical examinations are crucial. Relevant investigations like 
CT and MRI should complete the assessment. MRI is especially 
important as it gives the exact location of the mass. It provides 
the character of the mass, whether it is homogenous, cystic, or 
infected. Most importantly, MRI can determine the extension of 
the mass and its relation to the underlying anatomical structures. 
This can facilitate in determining the most appropriate surgical 
intervention [9].

The choice of surgical approach depends on the lesion's location, 
size, extension, and vascular status. Transoral and transcervical 
are the main approaches used for resecting branchial cysts [10]. 
As in our case, the cystic mass was inside the oropharynx, so the 
transoral approach was the most appropriate. We used the cold 
dissection technique followed by bipolar cautery to completely 
resect the cystic mass as the cyst did not show any spinal or 
intracranial extension. We did not notice any recurrence of the 
cystic mass or complications related to the surgical operation or 
even a 6-months follow-up.

Genuine branchial cysts are covered with stratified squamous 
epithelium on the inside in 90% of cases. Beneath the epithelium 
lies the infiltration of lymphocytes [11]. Similar histopathology 
was noticed during the histopathological analysis of the cystic 
mass we resected.

Fig.1. (A): Coronal section of head and neck CT scan without contrast showing a cystic mass on the left oropharyngeal wall (shown by white arrow);  (B): 
Saggital MRI section of the neck showing a cystic mass in the oropharyngeal space almost occluding the space and thereby leading to patients presenting 
complaints of inability to breathe, stridor, and inability to feed

Fig.2. Histological analysis showed squamous epithelium lining the inner 
cyst wall (black arrow) with underlying lymphoid infiltration (black star)
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CONCLUSION

In conclusion, branchial cystic masses are usually benign, slow-
growing and present along sternocleidomastoid. Paediatric 
oropharyngeal branchial cysts presenting as acute upper airway 
obstruction, stridor, and feeding difficulties are rare. Here we 
presented such a case. We also highlighted the importance of 

MRI in diagnosing the type and extension of the lesion. We also 
showed that cold-type dissection following bipolar electrocautery 
could produce good results in reducing the risk of complications 
and recurrence.
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