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= Abstract =
A Case of Mediastinal Pancreatic Pseudocyst
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A pancreatic pseudocyst with a mediastinal extension is a rare clinical entity. Intrathoracic symptoms such as
dysphagia or dyspnea due to compression or associated pleural effusions are quite common. The pseudocysts
transverse the diaphragm via the esophageal hiatus or aortic hiatus or by eroding directly through the dia-
phragm. Here, we report a case of a pancreatic pseudocyst with a mediastinal extension presenting as dyspha-
gia and dyspnea. The diagnosis was confirmed by computerized axial tomography of the chest and abdomen.
Usually, the proper management of a large pseudocyst includes percutaneous or surgical internal drainage, but
in this case the mediastinal components disappeared with conservative medical treatment, (Tuberculosis and
Respiratory Diseases 2001, 51 : 482-487)
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Fig. 1. The chest PA shows large amount pleur-
al effusion on left side and small amount
on right side.
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Fig. 2. Contrast enhanced abdominal CT scan
shows thin walled, 3.5 X 2cm sized cystic
lesion along pancreas at lesser sac
(arrow) and mild thickening of sur-
rounding gastric wall at high body.
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Fig. 3. Contrast enhanced chest CT scan shows
5X3cm sized cystic lesion(arrow) with
diffuse esophageal wall thickening at
posterior side of the lesion and large
amount pleural effusion, left with small
amount on right.
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Fig. 4.(A,B) 20days follow up CT scan shows improved pancreatitis with decreased size of pan-
creatic pseudocyst(2 X 1.5cm, arrow)(A), and much decreased size of cystic lesion
but still edematous change in lower mediatinum with decreased amount of left

pleural effusion(B).
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