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siuswal Ldsgs and tecninical Notes

Pancreatic-Pleural Fistula Demonstrated by
Endoscopic Retrograde Cholangiopancreatography

Acute pancreatitis is a common emergency in surgical wards. In its
aggressive form, it can involve intraperitoneal and retroperitoneal
organs with inflammation (1). In 5—15% of cases, acute pancrea-
titis 1s associated with necrotic inflammation, abscess. or pseudo-
cyst formation. Chest complications are present in 1-17% of
these cases, leading to impaired pulmonary function, low arterial
PO,, and pleural effusion (2).

A 46-year-old woman was admitted to the iternal department of
our hospital due to bilateral subcostal pain and dyspnea. She had a
history of three episodes of acute pancreatitis. The serum and
urine amylase levels were elevated (1.371 and 9.340 1U/1),
demonstrating another incident of acute pancreatitis. The chest
radiograph showed a massive left pleural effusion (Figure 1)
Repeated puncture of the thoracic fluid was carried out: the
amylase level mn the fluid was 70,000 IU/L The presence of a
pseudocyst with a diameter of 15 mm in the pancreatic body was
verified by a C7T scan. The patient’s symptoms declined with
conservative treatment, but the thoracic effusion refilled. and it
was therefore decided to carry out surgical treatment. Before
surgery, an endoscopic retrograde cholangiopancreatography
{ERCP) examination was carried out, demonstrating the pseudo-
cyst and a wide pancreatic-pleural fistula (Figure 2). The surgical
solution was a distal pancreatic resection with splenectomy and
cholecystectomy. The patient recovered without any complica-
tions, and left the hospital on the 20th postoperative day.

Pancreatic-pleural fistula is a rare finding, and pleural effusion
due to direct communication between the pancreatic pseudocyst
and the chest is unusual (2). The fistula can lead through a natural
hiatus into the mediastinum, or by direct penetration through the
dome of the diaphragm (3). Abdominal symptoms are not always
present (1), Visualization of the fistula is possible with ERCP, but
CT and US are also advisable (4). The treatment can be started
conservatively. but if the result is not adequate within two weeks,
surgical treatment 1s mandatory, and this usually means pancreatic
resection (5). Delaying surgical treatment can result in high
morbidity and mortality (4).
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Figure 1: Chest radiograph, showing the left pleural effusian reaching the
eighth costal line

Figure 2: ERCP demonstrating the fistula between the pancreatic pseudo-
cyst and the left thoracc cavity
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