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SPOT DIAGNOSIS (IMAGE GALLERY)

Spot Diagnosis
Bronchogenic cyst. It represents second most common {7-20 percent} 
subtype of foregut cysts found in middle mediastinum {1}. It arises as a 
result of abnormal budding of the lung diverticulum. There are 5 groups 
on the basis of topography - paratracheal, carinal, hilar, para-esophageal 

and miscellaneous. {2} Symptomatic patients usually present with symptoms related to cyst infection or 
compression of adjacent structures. In infants it presents with respiratory distress. It may even present with 
superior vena cava syndrome and pneumothorax {3}. More than 50 percent of those mediastinal cysts are 
at or above carina {4}. Signs of airway compression- cough, wheeze, dyspnea, and respiratory distress may 
be present with features of secondary infection. Four types of presentation are seen namely- asymptomatic, 
general symptoms {fever}, respiratory symptoms and other symptoms-dysphagia {4}. Differentials may 
include congenital lobar emphysema, cystadenomatous malformation. Chest CT scan is the preferred modality 
for imaging. Treatment involves surgical resection. In newborns with asymptomatic bronchogenic cysts, 
surgical intervention is recommended at age 3-6 months, allowing for compensatory lung growth. Classical 
surgical excision with thoracotomy is preferred for bronchogenic cysts adherent to surrounding tissues. VATS 
is useful in elective patients. Palliative procedures such as puncture and aspiration are considered if complete 
resection not possible. Most common complications are compression and pulmonary infection. Postoperative 
outcomes are excellent
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population. {1} Geographical tongue is typically seen less than four years of age but can occur in older 
children.Most children are asymptomatic but some complain of tenderness or pain with salty foods. Irregular 
smooth patches are seen on the tongue in pattern that changes from day to day .The cause is unknown.
Geographic tongue is more common in psoriasis but most children { More than 90 percent} who have 
geographic tongue never develops psoriasis. No treatment is needed unless some foods cause discomfort 
in which case avoidance of those foods for a while is usually sufficient. If needed, topical corticosteroid 
can alleviate the symptoms. {2} 
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