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Case Description
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1.) Recognize rare presentations of pancreatic 
pseudocysts

2.) Understand the workup and management of 
thoracic pancreatic pseudocysts

Hospital Course:
A chest x-ray was obtained which showed a large left-sided 
pleural effusion. A diagnostic and therapeutic thoracentesis was 
performed. 1.5 L of bright green fluid was removed that was 
exudative per Light’s criteria. In addition, the amylase count of 
the pleural fluid was 430 U/L. A CT chest was later obtained 
which showed a 8.7x3.9 cm pancreatic pseudocyst extending 
into the thorax through the diaphragmatic hiatus with extrinsic 
compression of the esophagus and likely formation of a 
pancreatico-pleural fistula which likely led to the large left-
sided pleural effusion.

Pancreatic psuedocyst (PP) is a well known complication of 
pancreatitis. Occurrence rates vary with reports ranging from 
30% - 40% of pancreatitis cases [1,2]. However, intra-
thoracic invasion of a PP is an rare phenomenon, occurring 
in approximately 0.4% of cases. A PP is a mature well-
defined wall that does not contain solid material or necrotic 
material but rather high concentrations of digestive enzymes 
which play a part in fistula formation and pleural effusions 
[2]. Most pseudocysts remain asymptomatic, but some may 
produce abdominal pain, small intestinal obstruction, early 
satiety along with other symptoms. Rarely does a PP present 
as progressive shortness of breath and dysphagia caused by 
extrinsic compression of the esophagus and formation of a 
pancreatico-pleural fistula [3]. Given the rarity of this 
condition, and the presentation similar to malignant or 
infectious etiologies, it is important for physicians to be 
aware of this possibility when work up for common 
esophageal diseases and malignant causes of pleural effusion 
are negative, especially when pleural fluid studies have 
laboratory values suggestive of pancreatic origin.

A 65-year-old female with a history of type 2 diabetes 
mellitus, hypertension, COPD and chronic pancreatitis 
that presented for three weeks of shortness of breath 
and three years of progressive dysphagia. At the time 
of presentation, she could only walk 20 feet without 
experiencing shortness of breath while previously 
being able to walk several blocks. The dysphagia was 
initially to solids and progressed to liquids. In 
addition, she had a 70-pound weight loss over the last 
three years. Her outpatient workup included several 
tests to evaluate her dysphagia including an EGD and 
manometry which were negative for findings 
suggestive of esophageal disease. 

Physical exam:
Significant for greatly diminished lung sounds and 
dullness to percussion over the majority of the left 
lung field. The remainder of the physical exam was 
within normal limits. 

Laboratory workup:
CBC, BMP, hepatic function panel normal
ESR elevated at 65, CRP 6.23
A1c 6.1, lipase 62, triglycerides 133

The patient had significant improvement in her swallowing and 
breathing after the thoracentesis. GI was consulted and 
recommended both an EUS for evaluation of the chronic 
pancreatitis and cystgastrostomy drainage to relieve the 
accumulation of fluid within the pancreatic pseudocyst. She 
was subsequently transferred for higher level of care.
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