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Abstract: Pancreatic pseudocysts are benign lesions that typically originate within the pancreatic parenchyma, or peripancreatic 
tissue. They commonly occur following recurrent episodes of pancreatitis or trauma. In this article, we present a case of a giant 
pancreatic pseudocyst with unusual trans-spatial extensions and spontaneous size decrement in a 40-year-old male patient with 
a history of alcohol abuse. He presented with chronic epigastric pain, and a physical examination showed only mild abdominal 
tenderness. Initial computed tomography showed a giant (18.4cm in its largest axis) pancreatic pseudocyst with left subdiaphragmatic 
and gastrohepatic extensions and concurrent splenic cysts. On follow-up ultrasound, the pseudocyst showed a significant spontaneous 
size decrement to less than half of its initial size. The giant size and trans-spatial characteristics of the pseudocyst, along with 
a relatively benign symptomatology and subsequent spontaneous shrinkage, constitute unique aspects of this case. 
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Introduction
A pancreatic pseudocyst, as implied by its name, is a cyst formed from reactive granulation tissue without a true 
epithelial layer. It commonly develops as a complication of acute or chronic pancreatitis. While it can arise from a single 
episode of pancreatitis, it typically indicates recurrent bouts of acute pancreatitis or stems from chronic and persistent 
inflammation. Alcoholism and gallbladder stone diseases are the usual culprits, with additional implications from 
abdominal trauma, pancreatic surgery, instrumentation, and various medical causes.2–5

Commonly, pancreatic pseudocysts are restricted to the lesser sac and retroperitoneum.6 Uncommonly, they attain 
a gigantic size and/or manifest with a wider multi-compartmental and parenchymal extensions, including to the 
spleen.1,4,7–10 Portal vein thrombosis is an important complication of pancreatitis and carries a future risk of upper 
gastrointestinal bleeding.11

Ultrasound, computed tomography (CT), and magnetic resonance imaging (MRI) all play a role in diagnosing 
pancreatic pseudocysts. Cross-sectional imaging is important in confirming the diagnosis, ruling out more dangerous 
pancreatic cystic tumors, and accurately locating the lesion for surgical or other treatments.4 MRI plays a crucial role in 
defining the status of the pancreatic duct.12

A very rare occurrence with an unclear mechanism is spontaneous symptomatic or silent internal drainage of 
pseudocyst to the adjacent gastrointestinal tract, which occurs in less than 5% of cases.13
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Case History
A 40-year-old male patient was referred to our radiology department for a post-contrast abdominopelvic CT, with the 
initial impression of a large left upper quadrant localized hydatid cyst (based on a prior abdominal ultrasound). He 
reported a one-year history of vague left upper quadrant abdominal pain and the recent onset of dyspepsia. This was his 
first-ever hospital visit. He works as a daily laborer in construction and has been consuming approximately 50–75 mL of 
spirited alcohols (locally available brands with 30–40% ABV) on most days for over 10 years. Additionally, he 
experienced occasional recurrent epigastric pain, which were not severe enough to hinder his daily activities. At the 
time of presentation, he exhibited a normal build, was afebrile, normotensive, and had a regular pulse rate of 70/min and 
a breathing rate of 16/min. An Abdominal examination revealed moderate tenderness over his epigastric and left upper 
quadrant regions, with no signs of chronic liver disease. Laboratory examinations, including CBC, hepatitis viral 
markers, liver and renal function tests, and bilirubin levels, were all within the normal range. Serum Amylase and 
Lipase levels were also within the correct range with 72 IU/L and 90 IU/L respectively. Subsequently, pre- and post- 
contrast multiplanar CT scans of the abdomen and pelvis in arterial, portal, and delayed phases (Figures 1–3) were 
performed. It showed a very large, homogeneous cystic lesion arising from the pancreas and extending to the left sub- 
diaphragmatic and gastro-hepatic spaces. It shows no internal-enhancing solid component or daughter cysts. It exerts 
a considerable mass effect on the spleen, which also contains multiple parenchymal cysts, and the stomach. Adjacent 
small intraperitoneal cysts and left perinephric inflammation were evident. The pancreas had a small punctate calcifica-
tion but no ductal dilation.

The CT examination confidently diagnosed a giant pancreatic pseudocyst with trans-spatial extension, concurrent 
splenic pseudocysts, and perilesional inflammatory changes. The patient’s past habits also fit the radiological diagnosis. 
Further assessment with MRI for pancreatic ductal communication was suggested, but the patient could not afford. 
Subsequently, surgical drainage was offered as the size the pseudocyst was very large and the patient had symptoms. 
Surgery was planned after three months (usual waiting time for procedures in our center due to large backlog of cases).

After three months, the patient had clinical improvements in terms of his pain and appetite. A follow-up ultrasound 
(Figure 4) clearly indicated a significant reduction in the size and extension of the previously observed large pseudocyst. 
A residual cyst was visible in the left subdiaphragmatic region only, exhibiting a linear extension that terminates in the 
splenic hilum/pancreatic tail region. The other abdominal compartments and the splenic parenchyma appeared normal, 
showing no cystic lesions. A search for ascetic fluid in the peritoneal cavity yielded no findings. Severe fatty liver, 
aligning with the patient’s history of excessive alcohol use, was also detected. Since the patient did not undergo any 
procedures to drain the cystic lesion, we assume that the subsequent improvement occurred spontaneously. Based on the 

Figure 1 A pre-contrast axial CT image showed a homogeneously cystic lesion of the pancreatic body and tail. A single focus of punctate calcification (arrowhead) is present 
in the region of the pancreatic tail that does not contact the cyst wall. No hyperattenuating content was seen within the cyst.
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clinical and radiologic improvements, we recommended a conservative approach with follow-up imaging. We strongly 
advised discontinuing alcohol.

Discussion
Pseudocysts typically result from acute and chronic pancreatitis, with an incidence ranging from 5 to 80 per 100,000.2 

A study from Ethiopia5 looked at 64 people who had acute pancreatitis. The most common causes were alcohol (44.4%) 
and gallstones (24.1%), with unknown causes coming in at 22.2%. The study also revealed that the age group of 20–40 
years old accounted for 66.6% of the investigated cases. Pseudocysts usually take at least four weeks to develop 
following acute pancreatitis and are often small, confined to the lesser sac, or the anterior and posterior retroperitoneum.6

Pancreatic pseudocysts are classified as giant when they reach 10cm. As they progress in size and extension, 
complications such as gastric compression (leading to dyspepsia and weight loss) and blockage of extrahepatic biliary 
ducts (causing jaundice) may arise.7,8 The dyspepsia reported by our patient is likely linked to gastric compression.

As evident from the provided images, multiplanar CT proves advantageous in clearly depicting the origin, extent, 
size, orientation, local mass effect, and extra pancreatic inflammatory changes of the lesion. The multi-compartmental 
nature of our case emphasizes the indispensability of the multi-planar reformatting capability of cross-sectional 
imaging.6,8 Two additional imaging findings—pancreatic calcification and multiple splenic cysts—strongly hint at the 
presence of chronic and/or recurrent underlying dispositions.9,10

Figure 2 Coronal (A) and sagittal (B) views of the portal venous phase revealed a large (18.4 cm x 17.7 cm x 12 cm) thin-walled, lobulated, and trans-spatial lesion (white 
arrowheads in B). It did not show any internal enhancement, mural nodularity, septations, or signs of local organ invasion. As it extended posterosuperiorly to the left 
subdiaphragmatic space, the lesion assumed a C-configuration. It pushed the spleen inferiorly (black arrowhead in B) and squeezed the stomach (black arrow in A and B).
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Figure 3 Arterial (A, C) and portal (B) phase axial images showed a well-opacified tortuous splenic artery at the splenic hilum (black arrowhead in A). The proximal 
portion was also well opacified, with no evidence of a filling defect. The portal phase showed multiple non-enhanced tubular structures (white arrowhead in B) in the 
expected location of the splenic vein, signifying chronic splenic vein thrombosis. More inferiorly, inflammatory stranding was seen in the left perinephric space, with 
prominent left anterior renal and lateroconal fasciae (white arrow in C). Along the left peritoneal surface, a smaller but similar cystic lesion was visible (black arrowhead in 
C). Multiple non-enhancing splenic cysts were evident.
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As seen in our case, the non-visualization of the splenic vein with the replacement of short tubular-enhancing vessels 
implies splenic vein thrombosis and is a crucial finding with prognostic implications. Although not immediately 
symptomatic, portal vein thrombosis can lead to portal vein hypertension and upper gastrointestinal bleeding,11 

warranting future clinical and radiologic follow-ups. In cases of voluminous pseudocysts, suspicion of an associated 
rupture of the pancreatic duct arises. Establishing the duct’s status is crucial for management, as duct-communicating 
pseudocysts are less likely to resolve spontaneously.12

A case of pseudocyst with an unusual trans-compartmental involvement was reported by Sadat et al13 in which 
a mediastinal extension of a pancreatic pseudocyst was diagnosed with chest CT in a chronic pancreatitis (following 
alcohol) patient who presented with severe reflux symptoms. Posterior tearing of the main pancreatic duct allows for 
retroperitoneal fluid collection that can potentially reach the posterior mediastinum through mostly the esophageal or 
aortic hiatuses. Tracking to the pleural space is common. In another report7 a giant pseudocyst, with the largest locule 
measuring 30cm and filling almost the entire abdominopelvic cavity, occurred in the background of acute pancreatitis. It 
extended to the right subdiaphragmatic space and displaced the heart. These 2 cases demonstrate how a pancreatic 
pseudocysts can reach a huge size and extend across anatomic barriers. In both cases multiplanar CT was crucial.

There are multiple surgical options for giant pseudocysts, including open, external, internal, and endoscopic drainage. 
One of the procedure is cystogastrostomy. It is performed to insert a stent between the cyst cavity and gastric lumen. Both 
endoscopic and open methods are effective. In most cases endoscopic treatment leads to a shorter hospital stay.14

Less likely alternative diagnoses from the provided CT might include lymphatic malformations and cystic pancreatic 
tumors. Even though lymphatic malformation looks like a fluid-attenuating lesion with insinuating extensions, it rarely affects 
the pancreas, causing direct peritoneal extension and the inflammatory changes that go along with it. Pancreatic tumors, 
especially mucinous types, can attain significant size but usually present with an enhanced soft tissue component.1

Despite initial observations, the giant pseudocyst in our case decreased in size without intervention, an uncommon 
occurrence with no definitive known mechanism. Spontaneous improvements and resolutions, though rare, are well 
described. The rate of spontaneous rupture or drainage of pancreatic pseudocysts is small, less than 5%.15 Severe 
symptoms often occur when there is communication with the colon16 and peritoneum.17 Silent or asymptomatic drainage 
is even rarer, usually associated with drainage to upper alimentary tract structures.15–17 In our case, the absence of 
alarming symptoms, such as sepsis or acute abdominal pain, suggests spontaneous drainage to an adjacent upper GI tract 

Figure 4 An oblique left quadrant B-mode abdominal sonography three months after the initial CT scan showed an inferiorly displaced spleen with a 7.3 cm x 7.2 cm left 
subdiaphragmatic cystic lesion that showed an increased posterior through transmission and a beak-like linear extension to the splenic hilum region (black arrow). The 
pancreas, as well as the lesser sac space, were free of cystic areas. The splenic cystic lesions were also resolved.
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like the stomach or duodenum. In such cases, a conservative approach with close clinical and radiologic follow-up is 
appropriate unless intervention becomes necessary for developing symptoms or if the pseudocyst does not resolve. The 
subsequent choice of imaging will depend on clinical symptoms, with ultrasound sufficient if the patient remains stable If 
alarming symptoms arise, an abdominal CT scan may be required.15

Conclusion
While the majority of pseudocysts are typically small and confined to the lesser sac, instances of unusual size attainment 
with multicompartmental extension can occur. Assessing such cases is best done by cross-sectional imaging with 
multiplanar reconstruction, as their extent may not be fully appreciated with sonographic examination alone. 
Furthermore, an asymptomatic spontaneous reduction in the size of giant pseudocysts is exceedingly rare but may 
occur as a result of drainage to adjacent hollow viscera.
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