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ABSTRACT

Pancreaticopleural fistula (PPF) is a rare complication of chronic pancreatitis, characterized by the abnormal communication between the
pancreatic duct and the pleural cavity. We present a case of a right-sided PPF in a patient with a history of chronic pancreatitis, discussing the

clinical presentation, diagnostic challenges, and management strategies.
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INTRODUCTION

Pancreaticopleural fistula is a rare complication of chronic pancreatitis
consequent to posterior disruption of the pancreatic duct. The fistulous
track ascends into the pleural cavity and gives rise to large volumes of
pleural fluid. Pancreaticopleural fistula thus poses a diagnostic
problem since the source of pleural fluid is extrathoracic.[1] PPF may
enter the pleural cavity through the sternocostal triangle, the caval
hiatus or directly through the diaphragm.[2] The presence of the PPF is
rarely associated with an active acute pancreatitis. Patients with
fistulae tend to have a history of chronic, relapsing inflammation of the
pancreas. Other pathologies inducing formation of the fistulae include
gallstones, trauma, and anatomic anomalies of pancreatic ducts[3].
The management of pancreaticopleural fistula demands a
comprehensive and individualized approach. Recognition guided by
high clinical suspicion coupled with appropriate investigations and a
careful balance between medical, endoscopic, and surgical
interventions is crucial for achieving favorable outcomes.

Magnetic resonance cholangio pancreatography (MRCP) is very
useful in depicting parenchymal and ductal structural changes along
with direct visualization of a pancreaticopleural fistula. [4,5] PPF is
treated conservatively and endoscopically. Surgery is performed
within a small group of patients in whom other therapeutic approaches
failed[6].

Case Report

A 35-years old male chronic alcoholic with no known comorbidities
presented with complaints of Breathlessness on exertion since one
month with retrosternal non radiating chest pain with blood tinged
sputum production since last one month and also complaining of
abdominal pain in epigastric region since last three weeks. which was
dull aching in nature.

Patient also had a prior history of similar complaints two months back
for which patient was admitted in outside hospital. Investigations were
done there and noted to have severe Right side pleural effusion and
complete collapse of right lung with tracheal deviation to right side.

Patient had done intercostal drainage and around two litre of
hemorrhagic fluid was withdrawn and managed there after
symptomatically. Patient had relief in symptoms and was discharged
with medications.

On admission to the intensive care unit (ICU), of our institute on
examination the patient was afebrile with heart rate of 98/min with BP
of 112/80 with air entry decreased in right sided lung and minimal
crepitations were also present on right Basal lung field with respiratory
rate of 32/minute and was maintaining O2 saturation of 92% on 6 litre
02 support with Face mask.

|

On CNS examination Patient was conscious and oriented to time, place
and person.

Pupils and planters were normal all the reflexes in all four limbs were
normal with normal power and tone preserved.

On per abdominal examination pt had a mild tenderness on epigastric
region. All the routine Laboratory studies were done. Which are as
follow,

LABORATORY VALUES

HB 7.4

TC 16000
DC 87/8
PLATELET 20000
PCV 21.2
MCV 75.1
MCH 22.5
MCHC 31

RBC 2.99
RDW 17.5

PT 224
APTT 32

INR 1.6
LABORATORY VALUES

HCV NEGATIVE
HIV NEGATIVE
HBSAG POSITIVE
CRP 102.4

PCT 2.59
S.AMYLASE >400

S. LIPASE 510
ALKPO4 100
LABORATORY VALUES

UREA 21
CREATININE 0.6

SGPT 18

SGOT 44
BILIRUBIN 1.1 (0.6/0.5)
NA+ 133

K+ 3.0

CL- 97

Patient's sputum AFB was negative.

Imaging studies were also done. Chest Xray showing Massive Right
sided pleural effusion.
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Fig. 1

Ultrasonography of Abdomen and pelvis showing liver and spleen
within normal range with no abnormalities. Pancreas appears
heterogenous in echo-texture with calcific foci and multiple peri
pancreatic subcentimetric lymph nodes suggestive of Chronic
pancreatitis. Ultrasonography of thorax was done which was showing
Thick walled loculated collection of approximately 700ml volume
noted in right pleural cavity with underlying large consolidatory area.

For further evaluation CT scan of Abdomen was also done.
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Fig.2

Which was showing multiple peripherally enhancing
intercommunicating multi loculated fluid collections within proximal
body of pancreas and peripancreatic region extends superiorly in
thoracic cavity on right side and in close proximation to medial basal
segment bronchioles suggestive of acute on chronic pancreatitis with
peripancreatic and peritoneal collections with associated right
pancreatico-pleural fistula.

Fig.3

Diagnostic and therapeutic pleural fluid aspiration done, which
revealed dark red hemorrhagic pleural fluid suggestive of
haemorrhage within the pleural cavity. Approximately 700 ml of fluid
was withdrawn revealing large volume of hemorrhagic pleural
effusion. The fluid was not overtly turbid, with watery consistency
with subtle cloudiness with No specific or abnormal odour was noted
during the examination, suggestive of the absence of infectious or

purulent components in pleural fluid. Pleural fluid analysis as follow;

PLEURAL FLUID ANALYSIS

PROTEIN 5.3 g/dl

GLUCOSE 71 mg/dl

TOTAL COUNT 650 (Netrofils 30%, lympho
70%)

FLUID LDH 1650 v/l

FLUID AMYLASE 6440

FLUID ADA 32 meg/l

The comprehensive treatment approach with medical, endoscopic, and
surgical interventions was done.

Regular clinical evaluations were done to assess and monitor the
symptoms, vital signs, and overall progress of the patient.

With appropriate antibiotic use and resuscitative fluid therapy pt was
recovering well.

Patient's daily basis improvement and symptomatic relief were
considered, Important factors such as the resolution of Nausea,
vomiting chest pain, and respiratory distress. After achieving
significant clinical improvement and Resolution of the
pancreaticopleural fistula (PPF) and associated symptoms, the patient
was considered for discharge with symptomatic medications.
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