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Patient
Gender:

Female

Age:

47

Submitted by:
Radina Radeva, 3rd –year radiology resident,
Acibadem City Clinic Tokuda Hospital, Sofia,
Bulgaria
Please add pictures (radiograph, ultrasound,
CT or MR images) by clicking on the symbols
within the boxes below:

Clinical history and working diagnosis on the referral:
The patient presented to the emergency department complaining of acute
chest pain, shortness of breath and palpitations. She also reported
experiencing acute abdominal pain about a month ago, for which she did not
seek medical attention. She had a medical history of abdominal discomfort
and bloating during the last several years. Blood tests were carried out
showing elevated D-dimer, high levels of lipase, amylase and liver enzymes,
as well as leukocytosis and high CRP. Acute pulmonary embolism was
suspected due to the presenting symptoms and the laboratory findings.

Features and exact location of lesion in question:

A cystic lesion is seen behind the upper
thoracic oesophagus, with diameter around
Picture 1: 22 mm. The oesophageal lumen is dilated.

CT pulmoangiography was performed in an emergency setting, but there was
no evidence of pulmonary embolism. Confluent cystic masses were present in
the posterior mediastinum, surrounding the oesophagus, extending from the
level of manubrium of the sternum through the diaphragmatic hiatus into the
upper abdomen. They had thick enhancing walls and their content measure
around 25HU in density. The upper thoracic esophagus was dilated and
enlarged mediastinal lymph nodes were evident. Large pleural effusions were
present with underlying atelectasis.
Picture 2: A retrocardiac cystic lesion measuring
density of 23 HU
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Additional information

In case you want to submit further pictures,
please add these (radiograph, ultrasound, CT or
MR images) by clicking on the symbols within the
boxes below:

Potential pitfall:
There is a large list of differential diagnoses for cystic lesions in the posterior
mediastinum including bronchogenic cyst, esophageal duplication cyst,
neuroenteric cyst, pericardial cyst, meningocele, lymphangioma. The clinical
history and the laboratory results should be taken into account when making
the diagnosis. The lesions’ elongated morphology, their enhancing walls and
their extension into the abdominal cavity were suggestive of pseudocysts.
Pancreatic pseudocysts can extend into the mediastinum during the acute
phase when fluid tracks along the path of least resistance. Later the wall
organizes and becomes relatively thick and enhancing. They can enlarge with
time if they have a connection with a pancreatic duct.

Important to rule out or recommend:
In this case it was important to recommend a contrast enhanced CT of the
abdomen to look for chronic pancreatitis and other fluid collections and a
chest CT with oral administration of contrast agent to search for a fistula
opening into the esophageal lumen. ERCPG was also recommended to look for
a connection between the lesions and the main pancreatic duct. Ruling out
infection was also needed as the laboratory tests were consistent with
inflammation. The aspirated fluid did not show any bacterial growth.

Picture 3:

Sagittal reconstruction showing elongated
cystic lesions around the thoracic
esophagus

Final diagnosis:
Chronic pancreatitis with multiple pancreatic pseudocysts extending into the
mediastinum mimicking the symptoms of pulmonary embolism. The pseudocysts
also caused dysphagia by compressing the esophagus but the patient didn’t
disclose this complaint during the first examination.

Picture 4: Pseudocysts in the posterior mediastinum,
compressing the lumen of the lower
thoracic esophagus. There is no evidence of
communication.
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Additional pictures
In case you want to submit further pictures, please add these
(radiograph, ultrasound, CT or MR images) by clicking on the symbols within the boxes below:

Two cystic lesions in the posterior
Picture 5: mediastinum, compressing the lumen
of the oesophagus.

Picture 8:

Pseudocysts extending into
mediastinum.

Picture 6:

Pseudocysts in the abdomen. The
pancreas shows signs of chronic
pancreatitis with speckled calcifications.
There is a thrombus in the right branch
of the portal vein.

Picture 9: Thrombus in the right branch of the
portal vein. Speckled calcifications in
the pancreas. Peripancreatic
pseudocyst.

Picture 7:

Pseudocysts extending into the
mediastinum.

Picture 10: Dilated pancreatic duct and a
pseudocyst in the body.
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Pseudocyst in the body of pancreas
Picture 11: with high probability of
communication with the main
pancreatic duct.

Last preoperative neck and chest CT
because of newly onset of neck
Picture 14: fullness and swelling. The cysts had
grown in an upward direction
wrapping around the thyroid gland,
compressing the jugular veins.

The same pseudocyst can be
Picture 12: followed cranially near the cardia.

ERCPG – Communication between
Picture 13: the main pancreatic duct and a
peripancreatic pseudocyst.

Picture 15: Post operative CT – drain in the
posterior mediastinum. No cystic
lesions are evident.

Picture 16: Post operative CT – fluid around
the esophagus and descending
aorta is seen, but no encapsulated
fluid collections.

