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ABSTRACT

Pseudocyst is a common complication of acute pancreatitis. However, its extension into the mediastinum is a rare entity. Contrast-enhanced
computed tomography has a very high sensitivity in providing the location and anatomical relation of the pseudocyst to the surrounding structures.
Here, we present a rare case of a mediastinal pancreatic pseudocyst in a patient with acute on chronic pancreatitis.
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INTRODUCTION:

Pancreatic pseudocysts are often caused by acute or chronic
pancreatitis. Mediastinal pancreatic pseudocysts (MPPs) are rare
complications of pancreatitis'’. An inflammatory disruption of the
pancreatic duct leads to leakage of pancreatic secretions.

Anterior ductal disruption often results in pancreatic ascites, whereas
posterior ductal disruption results in thoracopancreatic fistula, which
can be classified into MPP, pancreatico-pleural fistula,
pancreaticobronchial fistula or pancreatico-pericardial fistula .

Therefore, MPPs result from retroperitoneal extension of pancreatic
fluids through the anatomical openings of the diaphragm into the
mediastinum ",

A definitive diagnosis can be made by imaging modalities, such as
computed tomography (CT) or magnetic resonance imaging (MRI),
showing cystic lesions extending from the pancreas into the
mediastinum’.

Management of MPPs depends upon their size, quantity, location, and
relationship to adjacent anatomical structures, as well as the presence
of communication of the cyst with the pancreatic duct .

Here, we present a rare case of a mediastinal pancreatic pseudocyst in a
patient with acute on chronic pancreatitis.

Case Report:

A 35 year old male patient with a history of chronic alcohol
consumption presented to the emergency department with a history of
epigastric pain since 1 year and has aggravated since last 1week with
associated dyspnea and dysphagia. On examination, the patient had
tachycardia and severe epigastric tenderness with guarding.

A contrast enhanced multidetector computed tomography (CT) scan of
the thorax and abdomen was done which revealed atrophic pancreas
with heterogenous parenchyma and multiple tiny calcific foci
throughout with peripancreatic fat strandings ( figure 1).

Figure 1: Axial plain CT showing atrophic pancreas with multiple tiny
calcific foci throughout with peripancreatic fat strandings.

There is a rim-enhancing cystic lesion in the lower posterior

mediastinum, anterior to the oesophagus and aorta, which can be
traced down through the oesophageal hiatus, contiguous with a further
cystic abnormality in the distal body and tail of the pancreas. Whole
together the cystic lesion measures about 14 x3.8x3.6cm (CCxAPx
TR) ( figure 2). Multiple focal calcifications seen throughout the
pancreas. Dilated pancreatic main duct and side branches with their
cystic dilatation (figure 3).

C D
Figure 2: (A, B, C and D) Axial and coronal contrast CT shows rim
enhancing cystic lesion in the posterior mediastium which is
contiguous with cystic abnormality in the distal body and tail of the
pancreas representing Psuedocyst of pancreas.

Figure 3: Dilated pancreatic main duct and side branches .

There is another small rim enhancing cystic lesion seen around head
part of pancres extending to subcapsular region of inferior surface of
leftlobe of liver (figure 4a).
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Bilateral pleural effusion (right more than left side) with compressive
collapse of adjacent lung noted (figure 4b).

Mild splenomegaly with multiple wedge shaped and few discrete non
enhancing areas in the parenchyma, suggesting infarcts were seen
(figure 4c).

Figure 4: 4a — cystic lesion seen extending to subcapsular region of
liver. 4b— Bilateral pleural effusion. 4c —multiple splenic infarcts.

DISCUSSION:

Pancreatic pseudocyst is a well known complication of acute
pancreatitis (10%) and more commonly seen in chronic pancreatitis
(30%-40%) °. Pseudocyst of the pancreas is a localized fluid collection
that is rich in amylase and is surrounded by a wall of fibrous tissue.
Eighty percent of pancreatic pseudocysts are located within the head
and body of the pancreas and 20% are extrapancreatic and located in
areas such as the pleura, mediastinum, liver, spleen, and pelvis’.

In mediastinal extension of pseudocyst of pancreas, the fluids extend
upward through anatomical openings of the diaphragm. The fluids
typically travel through the esophageal and aortic hiatus into the
posterior mediastinum "', If the fluid extends through the inferior vena
cava hiatus or the foramen of Morgagni the fluid extends into the
middle and anterior mediastinum respectively

The mediastinal extension of psuedocyst of pancreas may present with
dysphagia, dyspnea and hemoptysis.

The definitive diagnosis is based on imaging studies like Computed
tomography (CT) or magnetic resonance imaging ( MRI).

The cross sectional imaging studies show pancreatitis in the form of
bulky edematous pancreas with peripancretic fat stranding and fluid
collection representing acute pancreatitis. Chronic pancreatitis
represents as atrophic pancreas with parenchymal and ductal
calcifications with dilated main pancreatic duct as it was seen in our
case.

Pseudocyst of pancreas appear as rim enhancing cystic lesion most
commonly seen in the body part of pancreas seen extending to adjacent
structures like liver, spleen, kidney and mediastinum, as in our case the
cystic lesion was seen extending from body part of pancreas to
posterior mediastinum via esophageal hiatus.

MRI and magnetic resonance cholanglopancreatography (MRCP)
provide further details of pancreatic ductal anatomy”.

Recent advances in endoscopic techniques, such as endoscopic
ultrasound (EUS), are helpful in evaluating the mediastinal mass and
cysts and also play an important therapeutic role by allowing EUS-
guided aspiration and drainage of the cysts”.

The treatment options of pseudocyst of pancreas are like drainage of
cyst or surgical procedures’. The drainage of cyst may be in the form of
laparotomy, radiologically guided external drainage or endoscopically

guided internal drainage. Transcutaneous external drainage may be
combined with CT guided stent placement but has the risk of
complications of bleeding, infection, and clogging of catheter and
pancreatic fistula”’.

Endoscopic internal drainage may be in the form of either ERCP with
transpapillary duct drainage when there is a communication between
pancreatic duct and mediastinal pseudocyst or may be in the form of
transmural drainage using endoscopic ultrasound. Open surgical
procedures such as cystogastrostomy, cystojejunostomy,
pancreaticojejunostomy, and transdiaphragmatic cystojejunostomy
with loop Roux-en-Y are reserved for complicated mediastinal
pseudocysts such as infections, obstruction, rupture, or hemorrhage.

CONCLUSION:

Pancreatic pseudocyst extension into mediastinum is a rare entity
which can present with cardiothoracic or gastrointestinal symptoms.
Clinical symptoms, contrast enhance CT scan and serum lipase level
can lead to accurate diagnosis. The correct diagnosis is important for
surgical planning and treatment.
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