
CONCLUSIONS
● In 2019 and 2020, Yu et al. and Zhang et al 

respectively identified no more than 22 cases of 

pancreaticopleural fistula  across several reports in 

the English and Chinese-based literature in the 

past 30 years. 

● Reports in pediatric patients are sparse and usually 

in those with hereditary pancreatitis or following 

severe trauma. 

● Given the lack of an established guideline for 

management of this rare complication, in context of 

an unexpected clinical presentation with 

respiratory symptoms rather than those typical for 

pancreatitis, it is important to continue reporting 

future cases in the pediatric population to ensure 

timely recognition and appropriate management of 

this phenomenon.

INTRODUCTION
● Pancreaticopleural fistulas with a resultant pleural effusion are an 

extremely rare complication and seen in 3 to 7% of patients with 

pancreatitis, with highest percentage being in patients with 

chronic recurrent pancreatitis. 

● The presenting signs are commonly respiratory (dyspnea, cough, 

chest pain) and patients do not complain of symptoms typical of 

acute pancreatitis. 

● The diagnosis is suspected after detection of elevated pancreatic 

enzymes in pleural fluid, though no specific threshold has been 

established. A necessary aspect of diagnosis is identification of an 

anatomical connection via imaging. 

● Here, we described the case of a 16-year-old male with a history 

of necrotizing pancreatitis following COVID-19 infection, who 

presented 3 months later with left-sided chest pain and dyspnea, 

found to have a large pleural effusion from a pancreaticopleural 

fistula communicating to the thorax from a pancreatic 

pseudocyst.
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DISCUSSION
● The presentation of pancreaticopleural fistula is most common 

in middle-aged men who have a history of chronic alcoholic 

pancreatitis with trauma being a second common etiology.  A 

pancreatic pseudocyst is noted in 69 to 77% of cases of these 

cases. 

● The development is usually due to a leak from an incompletely 

formed or ruptured pseudocyst or in some, due to a direct 

pancreatic duct leak. As a track passes through the aortic or 

esophageal hiatus, pancreatic enzymes rupture the pleural 

cavity forming a pleural fistula and effusion. 

● Most choose conservative medical management, followed by 

stenting ERCP or surgery after failure. The reported success 

rate for stenting ECRP varies, ranging from 50% to 80%. In the 

case of our patient the size of the pseudocyst limited an 

endoscopic cystogastrostomy, and failure of ERCP stenting 

would likely require ultimate surgical intervention.
●

CASE PRESENTATION
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A  16 year old male recently 

admitted for COVID-19 in 9/2022 

complicated by SIRS, presented to 

our Emergency Department (ED) 

again in 10/2022, with a workup 

uggestive of acute pancreatitis, CT 

findings of peripancreatic fat 

stranding, and ascites concerning 

for necrotizing pancreatitis 

requiring Meropenem therapy. 

The patient presented to our ED again 
in 11/2022 with similar symptoms and 

was hospitalized briefly for acute 
recurrent pancreatitis. Genetic testing 
for CFTR, CTRC, PRSS1, and SPINK1 
mutations were negative, along with 

normal IgG Subclass 4. 
An MRCP showed heterogeneous 
signal changes in the body of the 

pancreas representing pancreatic 
necrosis as before.

Ultimately, the patient 

presented again in 2/2023, 

with dyspnea and left-sided 

chest pain. A chest XR 

showed dense opacification 

of the left lung zones with 

mediastinal shift suggestive 

of a large pleural effusion. 

A CT of the abdomen showed interval 

development of a pseudocyst 

measuring 2.5 x 4.8 cm along the 

anterior pancreatic body, with a 

tubular collection tracking medial to 

the lesser curvature of the stomach 

and GEJ into the lower posterior 

mediastinum in communication with a 

large left pleural effusion, suggesting 

a pancreaticopleaural fistula. 

A thoracostomy chest tube 

placement was performed with 

drainage of 2 L of pleural fluid 

containing elevated amylase of 

2413 u/L. ERCP revealed 

dilatation of the ventral 

pancreatic duct, with a disrupted 

pancreatic duct at the genu with a 

duct leak at the area of 

disruption.

A wire could not be passed to the 

distal pancreas, but a pancreatic 

sphincterotomy was performed, and a 

plastic stent was placed in the ventral 

pancreatic duct at the disruption site 

to allow for distal drainage. There was 

subsequent improvement in size of 

the pancreatic pseudocyst allowing 

for ultimate chest tube removal 

following a prolonged period of 

monitoring.

4.8 cm focal fluid collection, pseudocyst, along 
anterior aspect of the body of the pancreas 

tubular collection tracking medially to the lesser 
curvature of the stomach and GE junction into the 

lower posterior mediastinum

contiguity of the posterior 
mediastinal/paraesophageal collection with 

questionable communication with pleural effusion

extravasation of contrast with 
wire in pancreatic duct coiled in 

the fluid collection

stent placement


