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Introduction

Pseudocyst formation is a common complication of  acute as 
well as chronic pancreatitis. Usually, pseudocysts are located 
within the pancreas or in the peri-pancreatic region. On rare 
occasions, mediastinal extension of  pseudocyst can occur 
through anatomical openings of  diaphragm. We report the case 
of  a patient with a history of  ethanol-induced acute pancreatitis 
presenting with difficulty in swallowing solid foods. Imaging 
revealed large cystic collection in the posterior mediastinum 
compressing esophagus.

Case Report

A 45‑year‑old male, known case of  ethanol related pancreatitis 
3  months back, now admitted with chief  complaints of  
fever, productive cough for 5  days, and dysphagia since 
1 month. At this admission, examination revealed left‑sided 
crackles with normal air entry. His abdomen was soft 
with no organomegaly, palpable lump. His initial workup 
revealed polymorphonuclear leukocytosis with amylase 
155 (0–110 U/L) and lipase 300l (0–330 U/L). Chest X‑ray 

showed left lower zone consolidation. He underwent computed 
tomography (CT) chest and abdomen which showed extensive 
peripancreatic inflammatory  [Figures  1 and 2] change 
extending contiguously along the esophageal hiatus. There was 
a longitudinal fluid collection along the esophagus extending 
further superiorly into the neck in the retropharyngeal space 
with collapse consolidation in the lower lobe of  left lung. 
Later, a magnetic resonance imaging  (MRI) with magnetic 
resonance cholangiopancreatography (MRCP) was performed 
to delineate the pancreatic duct  (PD) anatomy and the 
possible communication with pseudocyst. It showed a cystic 
retroesophageal collection  [Figure  3] contiguously tracking 
from behind the cardiac end of  the stomach, fluid pockets 
were noted in the distal body and tail of  the pancreas and 
perisplenic region with no obvious communication between 
the PD and pseudocyst.

Clinically and radiologically, the patient has acute 
pancreatitis without organ failure, i.e.,  acute mild 
pancreatitis. His index event of  pancreatitis (3 months back) 
was also mild.

The patient was taken for endoscopic retrograde 
cholangiopancreatography (ERCP). Pancreatogram showed 
no evidence of  any PD leak. The ERCP and MRCP both did 
not demonstrate a PD communication.
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Abstract Pancreatic pseudocyst is a well‑known complication of both acute and chronic pancreatitis. 
It is a collection of fluid due to acute or chronic inflammation of pancreas or from injury. 
A  pseudocyst with mediastinal extension is a rare entity. There are only few reports of 
endoscopic transesophageal drainage of mediastinal pseudocysts. We present a case of 
mediastinal pseudocyst in a 45‑year‑old male who presented with dysphagia, weight loss, fever, 
and productive cough which was managed endoscopically by endoscopic ultrasound‑guided 
transesophageal aspiration.
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As there was no prominent bulge in stomach or duodenum, 
transmural drainage of  the pseudocyst was also not 
technically feasible. Patient was taken up for endoscopic 
ultrasound  (EUS)‑guided transesophageal aspiration of  
pseudocyst. There was bulge on the posterior esophageal 
wall with luminal narrowing, but echo‑endoscope could be 
negotiated across.

There was minimal debris within the mediastinal fluid 
collection on EUS. Transesophageal aspiration of  fluid 
collection was done with 19 G needle  [Figure  4]. About 
600 ml of  turbid brown fluid was aspirated. The fluid analysis 
showed amylase of  10,900 IU/ml. Postprocedure patient had 
immediate relief  in the dysphagia. He was able to resume a 
normal diet within 24 h. After 6 months of  follow‑up, patient 
is asymptomatic. 

Discussion

An acute pancreatic fluid collection is a collection of  pancreatic 
secretions and cellular debris. There is formation of  a fibrous 

capsule around the unresorbed collection of  fluid after 
4–6 weeks, thus forming a pseudocyst.

Pseudocysts are more frequently noted in chronic pancreatitis, 
complicating 20–25% of  cases while it can complicate 
7–15% of  episodes of  acute pancreatitis.[1] These pseudocysts 
may resolve spontaneously in more than 50% of  cases but 
about 5–40% can be associated with the complications.[2] 
Among the different etiologies of  pancreatitis which more 
frequently associated with pseudocyst formation are chronic 
alcoholism (75%) and traumatic pancreatitis (13%), carcinoma 
pancreas, gall stone pancreatitis, and idiopathic causes 
composing the remainders.[3]

We report an unusual case of  mediastinal pseudocyst 
complicating alcoholic acute pancreatitis.

Our patient had presented 3 months earlier with mild alcoholic 
pancreatitis, and there was no pseudocyst or any evidence 
of  chronic pancreatitis on the initial CT. The patient was 

Figure 1: Contrast‑enhanced computed tomography thorax showing 
posterior mediastinal pseudocyst compressing the esophagus

Figure 2: Contrast‑enhanced computed tomography abdomen showing 
intrapancreatic collections and collection in the lesser‑sac

Figure  4: Endoscopic ultrasound image showing mediastinal 
pseudocyst with an‑echoic contents

Figure 3: Magnetic resonance imaging (T2‑weighted) image showing 
mediastinal pseudocyst extending into the neck
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discharged without any local or systemic complications of  
pancreatitis.

We assume pseudocyst formation occurred as a late 
complication of  acute pancreatitis. As per revised Atlanta 
classification, it was moderate acute pancreatitis as there was 
local complication in form of  pseudocyst formation. The 
ongoing slow accumulation of  the fluid may have delayed the 
onset of  symptoms, and hence, the patient never presented in 
the early stage of  psuedocyst formation. In the present case, 
this pseudocyst extended into the posterior mediastinum up 
to skull base through esophageal hiatus causing esophageal 
compression resulting in dysphagia with subsequent aspiration 
pneumonitis.

The extra‑abdominal extension of  a pancreatic pseudocyst is 
rare. Mediastinal pseudocyst occurs as a result of tracking of the 
fluid in the fascial planes which offer the path of least resistance. 
Posterior mediastinal pancreatic pseudocysts occur as a result of  
tracking of  pseudocyst fluid through the esophageal and aortic 
hiatus; therefore, the posterior mediastinum is the most common 
location of  the mediastinal pseudocysts.[4] Extension through 
foramen of  Morgagni is less common while mid‑mediastinal 
extension has also been reported rarely due to direct erosion 
through the diaphragm. Complications due to mediastinal 
pancreatic pseudocyst can occur due to invasion, compression 
of  the mediastinal structures, or rupture of  pseudocyst into 
surrounding structures.[5] Mediastinal pseudocysts may rupture 
into the pleural cavity, thus producing pancreatic pleural 
effusion. The pressure of  enlarging pseudocyst on cardiac 
chambers can cause cardiac filling pressure causing congestive 
cardiac failure.[6] Rare case of cardiac tamponade due to rupture 
of  mediastinal pseudocyst into the pericardial sac has been 
reported.[7]

Cross‑sectional imaging helps to diagnose the mediastinal 
pseudocyst. CT scan demonstrates the location and its relation 
to the surrounding structures while MRI can show the fistulous 
communication with the pancreas. Spontaneous resolution 
of  the mediastinal pseudocysts is rare. Somatostatin or its 
analogs decrease pancreatic juice production and may help in 
decreasing the mediastinal pseudocysts but require prolonged 
therapy.[8] Management of  the mediastinal pseudocysts 
depends on the location, its relation to the surrounding 
structures, symptoms, presence or absence of  communication 
with the PD, and the expertise available.

Once communication with the PD is established on 
cross‑sectional imaging, ERCP is a useful modality for 
transpapillary or transgastric drainage of  the pseudocyst.

PD leak on ERCP is seen in 46–78% cases only.[9]

Transcutaneous drainage of  the abdominal pseudocyst has risk 
of  the infection, bleeding, and recurrence. Endoscopic drainage 
procedures has recurrence of  >5% and complication rate of  

10% with better tolerability while transcutaneous drainage has 
recurrence rate of  20% and risk of  infection of  about 12%.[10] 
Further repeat EUS after resolution of  medistinal pseudocysts 
has shown significant periesophageal fibrosis and rarely a 
stricture needing endoscopic Bougie dilatation.[11]

The pseudocyst with bulge in the stomach or duodenum can 
easily be drained endoscopically. EUS‑guided pseudocyst 
drainage is used if  the transmural bulge is not prominent. 
EUS‑guided transgastric drainage with placement of  double 
pigtail stent has been shown to resolve the medistinal 
pseudocyst.[12] In our case, there was no stomach or duodenal 
bulge; hence, this was avoided. EUS demonstrates the thickness 
and any vessel in the intervening wall.

Another modality of  drainage would have been a 
cystoesophagostomy and placement of  a fully covered 
metal stent with anchor flanges to oppose the nonadherent 
lumen.[13] In a case report by Sugimoto, EUS‑guided 
trans‑gastric drainage of  mediastinal pseudocyst with 
placement of  double‑pigtail plastic stent has been reported.[12] 
In our patient, there was no bulge within the gastric lumen 
and patient reported immediate relief  of  dysphagia after 
EUS‑guided transesophageal‑aspiration.

Conclusions

A mediastinal pseudocyst is rare complication of  acute 
pancreatitis. In a patient with the clinical history of  pancreatitis 
presenting with dysphagia, dyspnea, or atypical chest pain, 
mediastinal pancreatic pseudocyst should be suspected. The 
finding of  a thin‑walled low‑attenuation cystic mass in the 
posterior or middle mediastinum in continuity with pancreas 
and an elevated amylase level on analysis of  the cystic content 
establishes the definitive diagnosis. This case report has shown 
that EUS‑guided drainage is a useful modality for patients 
having a mediastinal pseudocyst.
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