DERMATOPATHOLOGY DIAGNOSIS

Enlarging Mass on the Lateral Neck
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A 14-year-old adolescent boy presented with
a nontender mass‘on.the'left lateral neck. The
mass had been‘present since birth but had
recently grown in size.
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H&E, original magnification X4.

The best diagnosis. IS:

a. branchial cleft cyst

b. bronchogenic cyst

c. median raphe cyst

d. steatocystoma

e. thyroglossal duct cyst
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Branchial Cleft Cyst

ystic lesions present in a myriad of ways and

often require histopathologic examination

for definitive diagnosis. Correct identifica-
tion of the cells comprising the lining of the cyst and
the composition of the surrounding tissue are utilized
to classify these lesions.

Branchial cleft cysts (quiz image, Figure 1) most
commonly present as a soft tissue swelling of the lat-
eral neck anterior to the sternocleidomastoid; they
also can present in the preauricular or mandibular
region."” Although the cyst is present at birth, it
typically is not clinically apparent until the second
or third decades of life. The origin of branchial
cleft cysts is subject to some debate; however, the
prevailing theory is that they result from failure of
obliteration of the second branchial arch during
development.! Histopathologically, branchial cleft
cysts are characterized by a stratified squamous epi-
thelial lining and abundant lymphoid tissue with
germinal centers.>* Infection is a common reason for
presentation and excision is curative.
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Figure 1. Branchial cleft cyst demonstrating lymphoid
follicles (H&E, original magnification x40).
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Median raphe cysts occur most commonly on
the ventral surface of the penis on or near the glans
(Figure 3). These cysts are thought to result from
anomalous budding from the urethral epithelium,
though they do not maintain contact with the

Figure 2. Bronchogenic cyst demonstrating ciliated
respiratory epithelium and concentric smooth muscle
(H&E, original magnification X20). The inset shows a
high-power view of the ciliated respiratory epithelium
(H&E, original magnification x40).

Figure 3. Median raphe cyst demonstrating transitional
epithelium, delicate collagen, and numerous small ves-
sels (H&E, original magnification X20).
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Figure 4. Steatocystoma demonstrating eosinophilic
“shark tooth” cuticle and sebaceous glands within the
cyst wall (H&E, original magnification X10). The inset
shows a high-power view of the eosinophilic shark tooth
cuticle with an adjacent sebaceous gland (H&E, origin

magnification X40). o

urethra.” The lining varies in thic 1 to
4 cell layers and mimics the transi l'&epithelium
of the urethra. Amorphous debri is seen within
the cyst, and surrounding genital tissue can be appre-
ciated by identification o i collagen, smooth
muscle, and numerous nerves and vessels.>*
Excision is curative and is sought when the cyst
becomes irritated or cosmetically bothersome.
Steatocystomas can present as solitary (steato-
cystoma simplex) or multiple lesions (steatocystoma
multiplex)(Figure 4). They present as small, well-
defined, yellow cystic papules most commonly on
the chest, axilla, or groin.? Their lining is composed
of a stratified squamous epithelium that lacks a
granular layer and contains a distinct overlying
corrugated “shark tooth” eosinophilic cuticle.
Sebaceous lobules are characteristically present
along or within the cyst wall.** Excision is curative
and treatment often is sought for cosmetic purposes.
Similar to bronchogenic cysts, thyroglossal duct
cysts (Figure 5) present on the midline neck, though
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cyst demonstrating surround-

Figure 5. Thyroglo d
ing thyroid follicles original magnification x10).

X

th acteristically move with swallowing. The
%lossal duct develops as the thyroid migrates
from the floor of the pharynx to the anterior neck.
Remnants of this duct result in the thyroglossal duct
cyst.” These cysts contain a respiratory-type epithe-
lial lining and are distinguished by distinct thyroid
follicles and lymphoid aggregates surrounding the
cyst wall. Unlike bronchogenic cysts, they do not
contain smooth muscle.** Excision is curative.

REFERENCES

1. Chavan S, Deshmukh R, Karande P, et al. Branchial
cleft cyst: a case report and review of literature. ] Oral
Maxillofac Pathol. 2014;18:150.

2. Stone MS. Cysts. In: Bolognia JL, Jorizzo JL, Schaffer ]V,
eds. Dermatology. Vol 2. 3rd ed. Philadelphia, PA: Elsevier/
Saunders; 2012:1817-1828.

3. Kirkham N, Aljefri K. Tumors and cysts of the epidermis.
In: Elder DE, Elenitsas R, Rosenbach M, et al, eds. Lever’s
Histopathology of the Skin. 11th ed. Philadelphia, PA:
Wolters Kluwer; 2015:969-1024.

4. Elston DM. Benign tumors and cysts of the epidermis.
In: Elston DM, Ferringer T, et al. Dermatopathology.
2nd ed. Philadelphia, PA: Elsevier/Saunders; 2014:49-55.

5. Hsu CG, Heller M, Johnston GS, et al. An unusual
cause of airway compromise in the emergency depart-
ment: mediastinal bronchogenic cyst [published online

December 13, 2016]. ] Emerg Med. 2017;52:E91-E93.

WWW.CUTIS.COM





