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Summary

Pancreatic pseudocyst commonly complicates the course of acute and chronic
pancreatitis. Very rarely pseudocysts can extend up to the mediastinum causing non-
specific symptoms and posing diagnostic and therapeutic challenge. We report a case
of a 34-year old male, with a history of chronic pancreatitis and alcohol abuse, who
presented to the emergency department with severe abdominal pain, nausea, vomiting
and dyspnea for the last 7 days. Laboratory results revealed leucocytosis, elevated level
of CRP and pancreatic enzymes. He was admitted to the gastroenterology ward with
a diagnosis of acute on chronic pancreatitis. Due to the suspicion of gastric outlet ob-
struction X-ray and CT-scan was performed. Large mediastinal pseudocyst compressing
oesophagus and heart’s posterior wall was found. EUS-guided drainage was not per-
formed due to peptic ulcers in antrum, erosive gastritis, bulbar duodenitis seen at upper
G.l. endoscopy and aquired coagulation disorder. Therefore we decided on implement-
ing watchful waiting strategy which included total parenteral nutrition. After 26 days of
conservative treatment resolution of symtoms was achived and in a 3-month follow-up
period with strict alcohol abstinence, spontaneous resolution of the pseudocyst was
obtained. Our case emphasize that disappearance of mediastinal pseudocyst without
invasive procedure is achievable and may be considered even in symptomatic patients.
Written consent from the subject was obtained.

Streszczenie

Przebieg zaréwno ostrego, jak i przewlektego zapalenia trzustki moze byé powiktany wy-
tworzeniem sie torbieli rzekomej. Bardzo rzadko torbiele te moga penetrowaé az do $rédpier-
sia, dajac niespecyficzne objawy, a tym samym stanowiac wyzwanie diagnostyczno-lecznicze.
Prezentujemy przypadek 34-letniego mezczyzny z przewleklym zapaleniem trzustki i zespotem
zaleznos$ci alkoholowej, ktéry zgtosit sie z powodu silnych dolegliwosci bélowych brzucha z to-
warzyszacymi nudnosciami, wymiotami oraz dusznos$cia od 7 dni. W badaniach laboratoryjnych
stwierdzono leukocytoze, podwyzszony poziom CRP i enzyméw trzustkowych. Chorego z roz-
poznaniem zaostrzenia przewlektego zapalenia trzustki przyjeto na Oddziat Gastroenterologii.
Z uwagi na podejrzenie niedroznosci przewodu pokarmowego wykonano RTG przegladowe
jamy brzusznej, a nastepnie TK jamy brzusznej z kontrastem, ktére uwidocznito duza torbiel rze-
koma $rédpiersia uciskajaca na przetyk oraz tylng Sciane serca. Wykonano gastroskopie, uwi-
daczniajac nadzerkowe zapalenie zotadka, owrzodzenia w antrum oraz zapalenie btony $luzo-
wej opuszki dwunastnicy, co tacznie z istotnymi nabytymi zaburzeniami krzepnigcia skutkowato
odstapieniem od drenazu torbieli pod kontrolg EUS. Z tego wzgledu zdecydowano o wdrozeniu
strategii zachowawczej z wigczeniem catkowitego zywienia pozajelitowego, co po 26 dniach le-
czenia spowodowato ustapienie objawdw, a w trzymiesiecznym okresie obserwacji w abstynen-
cji doprowadzito do catkowitego wchioniecia sie torbieli rzekomej. Chcielismy wykazaé, ze po-
stepowanie w torbieli rzekomej $rddpiersia bez zastosowania procedur inwazyjnych jest mozliwe
i powinno sie je rozwazy¢ nawet u pacjentdw objawowych. Uzyskano pisemng zgode pacjenta.
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INTRODUCTION

Pancreatic pseudocyst is an encapsulated collec-
tion of fluid with a well defined inflammatory wall usual-
ly outside of the pancreas with no necrosis (1). It may
develop as a common complication of acute pancreati-
tis (AP), chronic pancreatitis (CP) or pancreatic trauma.
The incidence is reported to be about 30 to 40% (2)
and alcohol-related etiology is implicated in up to 70%
of cases (3). Peripancreatic region is a typical location
for the pseudocysts. Nevertheless, rarely the disrup-
tion of pancreatic duct can lead to the leakage of the
secretions through the paths of least resistance caus-
ing extensions to the spleen, liver, mediastinum, pelvis
or kidneys (4, 5). Formation of mediastinal pseudocyst
is rare and its exact incidence is being unknown (6).
The etiology of mediastinal location is the most often
related to ethanol-induced chronic pancreatitis (7).
Due to uncommon location, often vast range of non-
specific symptoms, pancreatic pseudocysts in atypical
locations require high clinical vigilance which makes it
a serious diagnostic and therapeutic challenge.

We report a case of a 34-year-old patient with a large
mediastinal pseudocyst compressing oesophagus and
heart’s posterior wall which was formed as a result of
acute on CP. No invasive procedures were performed
and a spontaneous resolution of the pseudocyst ob-
served after introduction of total parenteral nutrition.
We present the successful watchful monitoring strat-
egy in symptomatic patient and review available inva-
sive procedures for mediastinal pseudocysts.

CASE REPORT

A 34-year-old Caucasian male, with a history of al-
coholic CP, presented to the emergency department
with a seven-day onset of severe upper abdominal and
chest pain, dyspnea, nausea, vomiting and prominent
dysphagia after solids and fluids. His past medical his-
tory revealed recurrent episodes of AP starting from
2008 with one of them complicated by a large pancre-
atic pseudocyst in peripancreatic region followed with
successful percutaneous drainage. First exacerbation
of CP was diagnosed in 2013, based on the widening
of pancreatic duct and calcifications in the pancreatic
body and tail revealed in CT scan. Eleven months prior
to present episode he had developed chronic left side
pleural effusion after acute pancreatitis. It resulted in
undergoing multiple thoracocentesis procedures with
pleural drainage and pleuroscopy with pleural and
lung biopsy at that time.

On admission, laboratory results disclosed markedly el-
evated pancreatic enzymes: lipase — 1079 U/L (normal <
66 U/L), amylase — 332 U/L (normal: 22-80 U/L), urine
amylase — 4047 IU/L (normal: 42-321 U/L) and CRP lev-
el — 47.16 mg/L, 191.25 mg/dL on the 8" day of hospi-
talisation (normal < 5 mg/L), leucocytosis — 13.84 G/L
(normal 4-10 G/L), hipoalbuminemia—-29.52 g/L (normal
35-52¢g/L),aquired coagulationdisorderd—PT 58% (nor-
mal 82-125%). Chest X-ray showed an oval mass in
mediastinum with air-fluid level. On examination the

patient presented severe abdominal pain, cessation of
peristalsis, hepatomegaly, tachycardia and suppressed
vesicular sounds in the base of the left lung. Ultimate-
ly he was admitted to the gastroenterology ward with
a diagnosis of acute on chronic pancreatitis. Con-
trast-enhanced computed tomography (CT) of chest
and abdomen revealed large pseudocyst ranging from
pancreatic head continuing up to mediastinum and left
atrium with its estimated size around 78 x 70 x 145 mm
compressing oesophagus and heart’s posterior wall
(fig. 1-3). In addition CT demonstrated left sided hy-
drothorax, possible inflammation around the aorta in
the inferior mediastinum, inflammation in peripancreat-
ic tissue, calcifications in pancreatic head, dilatation of
pancreatic duct 8 mm in the body and up to 16 mm in
the head (fig. 4).

In the course of treatment standard therapy for mod-
erately severe phase of pancreatitis and total parenter-
al feeding for 15 days was implemented.

EUS-guided drainage and ERCP was planned but
had to be postponed due to aquired coagulation disor-
der with a high risk of bleeding and the difficult trans-
gastric approach due to the two peptic ulcers in an-
trum, erosive gastritis and bulbar duodenitis showed in
upper G.l. endoscopy.
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Fig. 1. Mediastinal pseudocyst compressing oesophagus and hear-
t's posterior wall
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Fig. 2. Pancreatic pseudocyst ascending through the diaphragm
causing mediastinal extension
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Fig. 3. Presentation of mediastinal pseudocyst in transverse, sagittal and coronal plane
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Fig. 4. Massive calcifications and pancreatic duct dilatation in pan-
creatic head
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By the time the coagulation results were satisfactory
and optimal PPI treatment time for mucosal healing was
reached, the patient felt improvement and bothersome
symptoms were relieved. Therefore instead of invasive pro-
cedure the watchful monitoring strategy was introduced.

After 26 days of conservative therapy the patient
was discharged from the hospital with complete relief
of abdominal pain, nausea, vomiting, dyspnea and
normalization of CRP and level of pancreatic enzymes.
CT scan performed on discharge revealed a slight re-
duction of the size of mediastinal pseudocyst.

During a three-month follow-up period patient ab-
stained from alcohol. Control CT-enhanced scan
showed spontaneous resolution of mediastinal pseudo-
cyst, post-inflammatory thickening of the periesophageal
tissue, and partial regression of pancreatic infiltration.

Written consent from the subject was obtained.
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DISCUSSION

Mediastinal pseudocyst represents the rare com-
plication of pancreatitis. Formation of mediastinal
pseudocyst occurs when the pancreatic duct ruptures
into the retroperitoneum and fluid enters into the tho-
racic cavity most commonly through the esophageal
or aortic hiatus. Rarely, communication can occur via
the foramen of Morgagni, the inferior vena cava hiatus
or by direct erosion through the diaphragm (8). In our
case the location of the fluid in the posterior mediasti-
num suggests extension most likely through esopha-
geal or aortic hiatus.

Symptoms depend on the size, existence of pleu-
ral effusion often with high recurrence, compression
of oesophagus or heart ventricles, which can result in
chest pain, dysphagia, vomiting, dyspnea, arrhythmias
or even with hemoptysis, acute respiratory distress (9),
cardiac tamponade (10) and cardiogenic shock (11).
Despite the location and size of the pseudocyst it can
lead to serious life threatening complications which in-
clude: extension, internal hemorrhage, fistula, medias-
tinitis or rupture (12). The diagnosis requires not only
high clinical vigilance due to presence of misleading
symptoms, but also often careful radiological evalu-
ation, beginning with chest radiogram, CT scan and
continuing with endoscopic retrograde cholangiopan-
creatography (ERCP) or magnetic resonance cholan-
giopancreatography (MRCP) in order to assess ductal
anatomy and communication.

Therapeutic strategies are as follows: watchful wait-
ing monitoring, oral supplementation of somatostatin
analogue and invasive procedures such as percutane-
ous drainage, endoscopic drainage and surgical pro-
cedure. Controversies exist not only regarding proper
therapy but also intervention time.

The literature review shows only a few cases of
spontaneous resolution of pancreatic pseudocyst
in chronic pancreatitis requiring complete absti-
nence from alcohol (13, 14), bowel rest and total
parenteral nutrition (15). Yasuda et al. reported
complete disappearance of mediastinal pseudo-
cyst after treatment with somatostatin analogue
octreotide, which facilitated the closure of potential
ductal fistula by inhibiting the production of pancre-
atic secretions (16).

Less invasive procedures such as nonsurgical drain-
age of concomitant pleural effusion resulting in resolu-
tion of mediastinal pseudocyst can still be effective in
certain cases.

Drainage procedures are preferred options in the
management of symptomatic mediastinal pseudo-
cysts.

Nowadays endoscopic techniques are widely per-
formed and are becoming the standard of care. ERCP
with stent placement with or without transpapillary na-
sopancreatic drainage is used mainly when pancreat-
ic duct communicates with pseudocyst disrupting in

the pancreatic head or body which can resolve both
its mediastinal extension and pleural effusion (17-19).
However the success rate of transpapillary technique
in resolving pancreatic duct disruption was reported to
be only 55% (20).

Newer techniques such as endoscopic ultra-
sound (EUS) are widely introduced. Impressive re-
sults of transgastric or transesophageal drainage of
mediastinal pseudocyst are reported in the literature.
Nevertheless this method is only available in large ter-
tiary reference centers and requires significant expe-
rience of the operator. Possible complications are as
follows hemorrhage, infection, esophageal stricture,
post-procedure pancreatitis, stent migration and du-
odenal erosion.

Ultrasound-guided or more CT-guided percutane-
ous drainage are more accessible as a method. It can
be both effective and combined with CT-guided stent
placement (21). Complications of transcutaneous ex-
ternal drainage include bleeding, infection, clogging
of catheters with high-protein fluid, permanent fistula
formation. Cyst recurrence and complication rate is
higher than after EUS-guided drainage and is reported
to be up to 20% (22).

Open surgical treatment is reserved for unstable
patient with life-threatening presentations and com-
plications such as rupture, infection, hemorrage or
failure of other techniques (23). Operating proce-
dures that have been implemented vary from pan-
creatic resection to internal drainage like cystogas-
trostomy, cystojejunostomy or laparoendoscopic
and thoracoscopic approach.

Fewer than 100 cases of the mediastinal pancreatic
cyst expansion have been reported in the literature (24)
that is why it is so hard to properly evaluate the safety
and efficacy of techniques listed above.

Mediastinal pseudocysts although rare, could be
a complication of common pancreatitis. The clue to
success is remembering about the possibility of medi-
astinal location, especially in patient with alcohol-relat-
ed chronic pancreatitis presenting with atypical symp-
toms. Due to potentially life-threatening complications
and lack of specific management guidelines a multidis-
ciplinary and individualized approach is so important.
Choosing accurate treatment and appropriate time of
intervention depend on clinical presentation, pseudo-
cyst etiology, ductal anatomy, concomitant diseases
and conditions and local experience. Nowadays en-
doscopic and surgical techniques used in pancreatic
pseudocysts are quite satisfactory and still develop-
ing. Nevertheless overall percentage of recurrence
and post-intervention complications are relatively high.
In our case we implemented 15-days of total parenter-
al feeding and obtained pancreatic pseudocyst reso-
lution. Therefore this report emphasize that mediasti-
nal pseudocyst healing without invasive procedure is
achievable and may be considered as a method of first
choice even in symptomatic patients.
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