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the myocardium to catecholemines, probably due to the  

 

 

 

 

 

 

halogenated hydrocarbon moeity of DFE5,6. Inhalation abuse can 

cause angioedema3.  If a tightly fitting bag is placed over the head 

with huffing, anoxia can result5. 

Suspicious person demarcated by Saudi Centre for Disease 

Prevention and Control (SCDC) as follows7. A individual with 

acute respiratory illness (ARI) having pyrexia with coughing & 

SOB along with one of the succeeding: (i) Travel history to China 

within 14 days preceding to symptoms. (ii) A close bodily contact 

within 14 days with a SARS-CO V-2 positive patient. The novel 

SARS-CO V-2 guidelines document8 developed by SCDC offers 

health care facilities a different visual triage for acute respiratory 

illness having a worksheet for admitting a case in isolation 

provisions scoring more than six, along with traveling history 

within 14 days before developing signs, which scores 5 points9.  

 

Amongst health-care workers, physical-therapists, especially 

respiratory therapists, are also playing an important role in 

managing and caring novel SARS-CO V-2 patients. They are 

involved in conservative care, posture correction, mobilization 

and while training to wean of from the weaning from invasive 

mechanical ventilator support10. Physiotherapist is a key element 

of the multidisciplinary team (PCD) of active hospital services 

and intensive care unit. Physical therapy may be useful in the 

treatment of respiration, in the treatment of SARS-CO V-2, in 

addition to proven work to prevent or delay intensive care.  

 

Therefore, our aim is to provide worldwide evidence of physical-

therapists involvement in managing SARS-CO V-2 infected 

patients. Viewing the intricacy and frailty of SARS-CO V-2 cases, 

it is recommended, when likely, to have as a task force,  
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Main text: 

Abstract: 
Amygdaloid cysts are benign dysembryological cystic tumors that develop in the 

antero-lateral part of the neck, they represent 2% of laterocervical tumors of the neck, 

they are among the most frequent gill anomalies, they represent 6.1 at 85.2% of second 

cleft anomalies. They are due to the persistence of the cervical sinus during the 

differentiation of the branchial apparatus. They are manifested by a laterocervical 

swelling located at the anterior edge of the sterno-cleido-mastoid muscle. Their cystic 

nature is confirmed by ultrasound and CT. Treatment consists of surgical excision. 

 

We report the case of a 33-year-old man who consulted for a huge right laterocervical 

swelling which had been evolving for 16 months without any other associated 

symptoms. An exploratory cervicotomy with anatomo-pathological study was 

performed, the histological diagnosis retained was an amygdaloid cyst without signs of 

malignancy. 

 

The objective of this work is to analyze the anatomo-clinical characteristics and to 

discuss the methods of management and the therapeutic indications of this affection. 

 

RESUME :  
Les kystes amygdaloïdes sont des tumeurs bénignes kystiques dysembryologiques qui 

se développent au niveau de la partie antéro-latérale du cou, ils représentent 2% des 

tumeurs latéro-cervicales du cou, ils comptent parmi les plus fréquentes des anomalies 

branchiales, ils représentent 6,1 à 85,2% des anomalies de la deuxième fente. Ils sont 

dus à la persistance du sinus cervical au cours de la différenciation de l'appareil 

branchial. Ils se manifestent par une tuméfaction latéro-cervicale située au bord 

antérieur du muscle sterno-cléido-mastoïdien. Leur nature kystique est confirmée par 

l'échographie et la TDM. Le traitement consiste à l'exérèse chirurgicale.  

 

Nous rapportons le cas d'un homme de 33 ans qui a consulté pour une énorme 

tuméfaction latéro-cervicale Droite qui évolue depuis 16 mois sans autres 

symptomatologies associées. Une cervicotomie exploratrice avec étude anatomo-

pathologique ont été réalisées, le diagnostic histologique retenu était un kyste 

amygdaloïde sans signes de malignité.  

 

L'objectif de ce travail est d'analyser les caractéristiques anatomo-cliniques et discuter 

des modalités de prise en charge et les indications thérapeutiques de cette affection.  

Keywords: Branchial apparatus, tonsilloid cyst, surgery. 

Mots-clés : Appareil branchial, kyste amygdaloïde, chirurgie. 

 

ABBREVIATIONS 
PET:Positron emission tomography 

CT: computed tomography 

MRI: magnetic resonance imaging. 

ICA: internal carotid artery 

ACE: external carotid artery 
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Introduction: 

 
Tonsilloid cysts are among the most common gill anomalies, 

accounting for 6.1 to 85.2% of second cleft anomalies. They are 

due to the persistence of the cervical sinus during the 

differentiation of the branchial apparatus. The usual site is the 

middle third of the anterior border of the sterno-cleido-mastoid 

muscle but they can be located at any point from the middle 

constrictor muscle of the pharynx to the supraclavicular region. We 

report this rare case of a huge laterocervical amygdaloid cyst. 

 

PATIENT AND OBSERVATION: 
 

A 33-year-old patient, chronic smoking and occasional alcoholism 

with no other notable pathological history, who presented for 16 

months a right laterocervical swelling which increases in volume 

gradually, without associated otological or rhinological signs, the 

clinical examination found an enormous right laterocervical 

tumefaction going from the tip of the mastoid above to the 

supraclavicular region below, painless, slightly mobile, non-

pulsatile measuring almost 70mm in long axis, of renitent 

consistency, its full limit was impossible to specify, the adjacent 

skin was healthy. Examination of the oropharynx, nasopharynx 

and pharyngolarynx was normal. The injected cervico-facial CT 

objectified the presence of (Figure 1).The cervico-facial MRI 

found a cystic mass under the right angulomandibular wall with a 

thick wall in its upper part of the same dimensions associated with 

lymph nodes in the territories of IIa and IIb suggesting a cyst of the 

2nd branchial cleft (Figure 2).The PET scanner (Figure 3) shows 

a relatively intense hypermetabolic area with a necrotic center 

under the right angulomandibular (49mm*54mm*69mm) The 

diagnosis of a cervical cyst was retained, The patient benefited 

from a left cervicotomy with a complete resection of the cyst, the 

postoperative course was simple. Histological examination 

confirmed the diagnosis of an amygdaloid cyst without signs of 

malignancy (Figure 4). 

 

-Figure 1 :cervico-facial CT scan injected in sagittal section showing a voluminous pseudo-cystic formation of 65/50mm right isolated 

heterogeneous extending from the mandibular angle to the supraclavicular region responsible for extrinsic compression of the anterior 

surface of the internal jugular vein without satellite lymphadenopathy. 

Figure 2: T2 cervico-facial MRI in axial section found a cystic mass under the right angulomandibular with a thick wall in its upper 

part of the same dimensions associated with gonglions in the territories of IIa and IIb suggesting a cyst of the 2nd branchial cleft. 
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Figure 3: PET scanner in axial sectionshowing a relatively intense hypermetabolic area with a necrotic center under the right 

angulomandibular measuring (49mm*54mm*69mm). 

 

Figure 4: The tonsilloid cyst: lined by a squamous-type epithelium with the presence of keratin and lymphoid tissue. 

 

DISCUSSION: 
 

Congenital cysts and fistulas of the face and neck are infrequent 

and poorly understood malformations of embryological origin. The 

ENT must recognize these lesions early to allow appropriate 

management [1.3]. Amygdaloid or lymphoepithelial cysts or cysts 

of the cervical sinus are rare benign cystic dysembryological 

tumors that correspond to defects in resorption of the second 

branchial arch [2.4] and which develop at the level of the antero-

lateral part of the neck. The frequency of tonsilloid cysts versus 

second cleft abnormalities ranges from 6.1 to 85.2% [1.2]. The age 

of discovery is later than for the other congenital anomalies, with 

two frequency peaks, children under 5 years old and between the 

2nd and 3rd decades, without any gender predominance. 

 

Clinically, a cervical sinus cyst appears as an oval, renitent, mobile 

swelling under the superficial planes, most often located near the 

carotid bifurcation in the subhyoid position [4.5]. Although these  

 

lesions are congenital, they are usually only identified between the 

second and fourth decades of life, when they increase in size or 

become symptomatic; it sometimes communicates with the skin or 

the pharynx [2] spontaneously or following superinfection. 

Communication with the outside takes place through a narrow 

channel called the external cervical fistula, the external orifice of 

which is often located at the junction of the middle third and lower 

third of the anterior border of the sterno-cleido-mastoid muscle. 

 

CT or MRI are particularly indicated to differentiate the lesion 

from other parapharyngeal tumours: a hemangioma, 

lymphangioma or dermoid cyst, metastatic adenopathy whose 

distinction with a degenerated amygdaloid cyst or an intracystic 

metastasis is very difficult and confirmation remains histological 

after surgical excision [1.2]. Current imaging and particularly 

magnetic resonance (MRI) confirms the cystic nature and the 
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proximity of the great vessels of the neck, without prejudging the 

primary or secondary nature of the malignant tonsilloid cyst. The 

observation of a fistula of the second cleft, especially if it is 

bilateral, should lead to the search for a branchiootorenal syndrome 

by renal ultrasound. These cysts have been classified into four 

stages by Bailey [4]. Type I: superficial cyst, under the superficial 

cervical fascia, Type II: cyst under the middle cervical fascia, in 

the pre-vascular region (most common), Type III: inter-vascular 

cyst, in the fork between ACI and ACE , Type IV: intravascular 

cyst, between the pharyngeal wall and the carotid axis. 

 

Histologically, the tonsilloid cyst is lined by an epithelium of 

different types, most often squamous cell [2], it may also be a 

ciliated columnar epithelium of ectodermal origin. Some authors 

believe that the presence of keratin, the presence of lymphoid 

tissue are mandatory criteria for the diagnosis of tonsilloid cyst [2]. 

The differential diagnosis arises especially when there is an 

isolated laterocervical mass without a fistula which should suggest 

in the child a unilocular cystic lymphangioma, a lipoma or an 

adenopathy [5]. Infection is the complication most often revealing 

this malformation complicating its surgical excision of the cyst. 

The tonsilloid cyst, sometimes rapidly evolving and compressive, 

can cause feelings of discomfort and bradycardia by rapid and 

significant compression of the carotid bulb, in this case the cyst 

must be punctured to relieve the patient. Malignant transformation 

within the branchial cyst is described in the literature but it remains 

exceptional, only 15 cases have been published in the world 

literature, including 4 in situ carcinomas and 11 infiltrating 

squamous cell carcinomas [3]. The diagnosis of malignant 

branchial cyst must be the subject of greater reservations and 

should only be retained after having ruled out a metastasis within 

the branchial cyst of a distant primary carcinoma as well as a 

simple cystic evolution of a lymph node. metastatic 

 

Conclusion: 
 

Therapeutic management is always surgical, it must be carried out 

as soon as possible to limit the risk of inflammatory changes 

related to infectious episodes, it will then be advisable to operate 

only after complete cooling of the infections by an appropriate 

antibiotic therapy. The fistulous path can be identified by 

catheterizing it with injection of methylene blue. The dissection 

continues in contact with the fistulous path, it stops quickly in the 

event of an external blind fistula. If the fistula continues upward, a 

second incision is needed to follow its course. The rupture of the 

fistula at its upper part is usually without consequence, the residual 

fistula draining into the oropharynx. Finally, it is not useful to 

perform a routine tonsillectomy. 
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