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INTRODUCTION 

A pancreatic pseudocyst is a localised peripancreatic 

amylase/lipase-rich fluid collection encapsulated by a 

fibrous wall, presenting more than 4 weeks after an 

episode of acute pancreatitis Foster et al, Kim et al and 

O’Connor et al.1-3 Pancreatic pseudocysts can occur in the 

setting of both acute and chronic pancreatitis with 

incidences of 5- 15% and 30-40%, respectively by 

Ajmera and Judge, Rosso et al.4,5  

Out of all the complications caused by pancreatic 

inflammation, thoracic and cervical pseudocysts are very 

rare. They may  present with symptoms like chest pain, 

dysphagia, nausea and vomiting, dyspnea, cough and 

hemoptysis. Cross-sectional imaging (CT and MRI) is 

diagnostic of mediastinal extension of a pancreatic 

pseudocyst.  

The radiologist should have a high index of suspicion in 

patients with the appropriate clinical history for the 

prompt diagnosis. Management is individualised and 

includes watchful waiting, medical management, 

endoscopic/percutaneous drainage, or surgical drainage. 

CASE REPORT 

A 44 year old gentleman chronic alcoholic presented with 

an abdominal lump since 8 months along with recent 

onset abdominal pain, and vomiting since 4 days. Patient 

had history of similar episodes of pain and vomiting in 

the past suggesting history of acute pancreatitis.  

On clinical examination there was a swelling in 

epigastrium measuring about 12×10 cm extending to the 

periumbilical region and left hypochondrium nontender, 

immobile with ill-defined margins. There was a 

significant rise in serum amylase and lipase levels.  

CECT abdomen with pancreatic protocol was suggestive 

of 13×14×24 cm collection in the lesser sac posterior to 

stomach reaching inferiorly upto right iliac fossa likely 

suggestive of pseudocyst of pancreas, communicating 

with main pancreatic duct, which had developed after an 

attack of acute pancreatitis as suggested by the history.   

Patient was being managed conservatively in view of 

acute pancreatitis. 
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ABSTRACT 

 

Pancreatic pseudocyst is a common complication that occurs following acute or chronic pancreatitis. Although the 

common location of pseudocyst is lesser sac, extension of pseudocyst can occur into mesentery, retroperitoneum, 

inguinal region, pleura and lung. Extension of pseudocyst into mediastinum and cervical spaces is extremely rare. 

Mediastinal extension of pseudocyst is a rare occurrence reported in fewer than 100 cases. Cervical extension of 

pseudocyst is even rarer. Due to the rarity of the condition, there is a lack of uniform treatment protocols which poses 

a challenge in the management of this condition. Here we report a rare case of bilateral cervical extension of ruptured 

pseudocyst and its management.  
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Figure 1: Axial section of contrast enhanced CT 

abdomen showing pseudocyst. 

 

Figure 2: Coronal section of contrast enhanced CT 

scan of chest and abdomen showing fluid in the 

mediastinum extending into the abdomen through the 

esophageal hiatus (red arrow). 

 

Figure 3: Axial section of contrast enhanced CT of 

neck showing fluid collection involving 

retropharyngeal and parapharyngeal space with 

extension to anterior cervical space causing separation 

of right internal jugular vein and carotid artery. 

On the 4th day of admission, the patient developed sudden 

onset neck swelling, fever and dyspnea, X ray chest and 

neck was suggestive of bilateral pleural effusion (left 

more than right) with tracheal displacement to left side. 

CECT neck and thorax revealed evidence of rupture of 

pseudocyst through the esophageal hiatus into bilateral 

pleural cavities and mediastinum with contiguous 

extension of collection into retropharyngeal and 

prevertebral spaces. Urgent left sided Intercostal drainage 

was done which drained 500cc dark brownish fluid and 

surgical tracheostomy was performed and subsequently 

incision and drainage of the retropharyngeal and 

parapharyngeal spaces was done. The accumulated fluid 

was dark brown in colour and biochemical analysis 

showed significantly raised amylase and lipase. Patient 

was resuscitated and managed with iv fluids, IV 

antibiotics and total parenteral nutrition. After 

stabilisation the patient underwent endoscopic Main 

pancreatic duct stenting following which the pleural 

effusion and the pseudocyst gradually resolved, ICD was 

removed on day 10, tracheostomy closed and the neck 

incisions were also sutured and the recovery was 

uneventful. 

 

Figure 4 (A and B): Radiograph of neck 

anteroposterior and lateral showing anterior and 

lateral displacement of airway and widening of 

prevertebral shadow. 

A 

B 
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DISCUSSION 

Thoracic pancreatic pseudocysts and pancreatico-pleural 

fistulas are rare complications of acute and chronic 

pancreatitis. They are triggered by disruption of the 

pancreatic duct. pancreatic fluid penetrates diaphragmatic 

orifices (usually the aortic or esophageal hiatus) and 

extends into mediastinum. Further, it either transforms 

into a pleural fistula or a mediastinal pseudocyst.7,8 To 

the best of our knowledge, there have been fewer than 

100 cases of mediastinal pancreatic cyst expansion 

reported in the literature.9 While the precise incidence is 

unknown, the frequency of pancreatic pleural fistulas in 

patients with pancreatitis is estimated to be 0.4% to 

4.5%.10,11 Approximately 80% of cases of pancreatico-

pleural fistulas are associated with mediastinal 

pseudocysts.12  

Further extension of pseudocysts into cervical spaces can 

result in dysphagia, dyspnoea and can present as neck 

swelling. In the presented case, mediastinal extension of 

the pseudocyst was seen through the esophageal hiatus 

with further extension to the retropharyngeal and 

parapharyngeal spaces of neck and patient developed 

acute onset bilateral diffuse neck swelling along with 

dysphagia due to mass effect on the oesophagus because 

of extension of pseudocyst fluid into retropharyngeal and 

prevertebral spaces. Cross-sectional imaging plays an 

important role in the diagnosis of a 

mediastinal/retropharyngeal extension of pseudocyst.   

Mediastinal pseudocyst must be differentiated from a 

paravertebral abscess. Pseudocysts extending to the neck 

can be misdiagnosed as a retropharyngeal or prevertebral 

abscess at the preliminary examination.7,12 Hence detailed 

clinical history and examination is of utmost importance. 

The pseudocysts may extend from the groin to the 

mediastinum.13 Extension of pancreatic necrosis into the 

mediastinum, which is extremely rare, is possible via the 

aorta or the esophageal hiatus, through the diaphragmatic 

crura, or through erosion in the diaphragm according to 

Moncada et al infections progressing to the mediastinum 

follow three routes: the anterior cervical space, the 

retropharyngeal space, and the carotid space. All these 

anatomic spaces were involved in our patient (Figure 3).14 

Therefore, a retrograde mechanism of extension from the 

mediastinum to the neck could be suggested. The 

diagnosis of our patient was established with the 

aspiration of cyst fluid for amylase level, as reported by 

others.15 

Management depends on several factors including the 

primary symptoms of the patient, location, extension of 

the lesion and its relation to major mediastinal and 

cervical structures.6 A large proportion of pancreatic 

pseudocysts resolve without operative intervention and 

only require conservative medical management. In 

asymptomatic patients and patients with small lesions, 

medical management with octreotide may be useful. 

More than half of the conservatively-managed patients 

(57%) had their pseudocysts resolved within a six-months 

follow-up period.  Drainage of the fluid can be performed 

using percutaneous or endoscopic techniques. It has been 

reported that the recurrence rate is lower following 

endoscopic drainage compared with percutaneous 

drainage techniques. Most researchers reported that the 

main indicators of complications and poor prognosis are 

the size of the cysts and the duration since the onset of 

cyst development. Percutaneous external drainage 

comprises percutaneous placement of a drainage pigtail 

catheter into the pseudocyst fluid cavity under US 

(ultrasonography) or CT guidance. Complications 

following percutaneous drainage include haemorrhage, 

infection and fistula formation. Surgical drainage or 

excision is limited to pseudocysts that fail to resolve by 

the above techniques or when they become complicated.7 

CONCLUSION 

Cervical extension of pancreatic pseudocyst is a rare 

compilation of pancreatitis with an atypical presentation 

and potentially catastrophic complications. A High index 

of suspicion is required to prompt imaging and diagnosis. 

Treatment requires case based multidisciplinary 

approach. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Foster BR, Jensen KK, Bakis G, Shaaban AM, 

Coakley FV. Revised Atlanta Classification for 

Acute Pancreatitis: A Pictorial Essay. Radiographics. 

2019;39(3):912. 

2. Kim YH, Saini S, Sahani D, Hahn PF, Mueller PR, 

Auh YH. Imaging diagnosis of cystic pancreatic 

lesions: pseudocyst versus nonpseudocyst. 

Radiographics. 2005;25(3):671-85. 

3. O'Connor OJ, Buckley JM, Maher MM. Imaging of 

the complications of acute pancreatitis. AJR Am J 

Roentgenol. 2011;197(3):W375-81.  

4. Ajmera AV, Judge TA. Mediastinal extension of 

pancreatic pseudocyst--a case with review of topic 

and management guidelines. Am J Ther. 

2012;19(5):e152-6. 

5. Rosso E, Alexakis N, Ghaneh P, Martin L, Howard 

LS, Johnathan E, et al. Pancreatic pseudocyst in 

chronic pancreatitis: endoscopic and surgical 

treatment. Dig Surg. 2003;20(5):397-406. 

6. Harish CS, Dixit R, Singh S, Prakash A. Cervical 

extension of pancreatic pseudocyst: An unusual 

cause of neck stiffness and dysphagia. SA J Radiol. 

2022;26(1):2385. 

7. Khaladkar SM, Waghmode AM. Unusual Locations 

of Pancreatic Pseudocysts in Lumbar Triangle, Psoas 

Muscle and Intercostal Space, and Obturator 

Externus. J Clin Imaging Sci. 2018;8:33.  



Charutha R et al. Int Surg J. 2024 Sep;11(9):1542-1545 

                                                                                              
                                                                                            International Surgery Journal | September 2024 | Vol 11 | Issue 9    Page 1545 

8. Chhabra P, Rana SS, Sharma V, Bhasin DK. An 

unusual neck swelling: Extension of mediastinal 

pseudocyst into the neck. Endosc Ultrasound. 

2017;6(1):71-2. 

9. Wechalekar M, Falodia S, Gamanagatti S, Makharia 

GK. An extension of pancreatic pseudocysts in the 

neck. Pancreas. 2007;34(1):171-3. 

10. Karantanas AH, Sandris V, Tsikrika A, Karakousis 

K, Karaiskou E. Extension of pancreatic pseudocysts 

into the neck: CT and MR imaging findings. AJR 

Am J Roentgenol. 2003;180(3):843-5. 

11. Sneha HC, Rashmi D, Sapna S, Anjali P. Cervical 

extension of pancreatic pseudocyst: An unusual 

cause of neck stiffness and dysphagia. South Afr J 

Radiol. 2022;26(1):2385.  

12. Owens GR, Arger PH, Mulhern CB Jr, Coleman BG, 

Gohel V. CT evaluation of mediastinal pseudocyst. J 

Comput Assist Tomogr. 1980;4(2):256-9. 

13. Moncada R, Warpeha R, Pickleman J, Spak M, 

Cardoso M, Berkow A, et al. Mediastinitis from 

odontogenic and deep cervical infection. Anatomic 

pathways of propagation. Chest. 1978;73(4):497-

500. 

14. Crombleholme TM, De Lorimier AA, Adzick NS, 

Longaker MT, Harrison MR, Cox KL, et al. 

Mediastinal pancreatic pseudocysts in children. J 

Pediatr Surg. 1990;25(8):843-5. 

 

 

 

 

 

 

 

Cite this article as: Charutha R, Joshi MA, Joshi S. 

Cervical extension of pancreatic pseudocyst an 

unusual entity. Int Surg J 2024;11:1542-5. 


