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Echocardiographic features of a mediastinal pancreatic
pseudocyst
C N ARONEY,* M R NICHOLSON,* J E SHEVLANDt

From the *Cardiology and tRadiology Departments, Royal Hobart Hospital, Hobart, Australia

SUMMARY Cross sectional echocardiography detected a mediastinal pancreatic pseudocyst which
caused extracardiac compression in a 49 year old man. Computed tomography confirmed the pres-

ence of a cystic lesion lying behind the heart and extending from the pancreas to above the carina.
Surgical decompression resulted in resolution of the clinical and echocardiographic findings.

Causes of posterior mediastinal masses include
neurofibroma, neuroblastoma, meningocele, aortic
aneurysm, clear water pericardial cysts, and hydatid
cysts. The echocardiographic features of cardiac com-
pression due to posterior mediastinal malignant
tumours, left atrial wall tumours,' and pericardial
effusion2 have been reported.
There have been 30 reported cases of mediastinal

extension of a pancreatic pseudocyst3-'0 including
one in which the M mode echocardiographic features
resembled those of a left atrial myxoma. I I Neverthe-
less, the cross sectional echocardiographic features of
cardiac compression by a mediastinal pancreatic
pseudocyst have not previously been described.

Case report

A 49 year old man with a long history of heavy alcohol
consumption had a history of progressive dysphagia,
persistent vomiting, dull epigastric pain, and severe
weight loss!. On examination he was thin and cachec-
tic. Abdominal examination showed no abnormality,
and there were no signs of chronic liver disease. His
heart rate was 80 beats/minute, blood pressure 120/70
mm Hg, and in'spiratory variation within normal
limits. The cardiac apex was overactive and displaced
to the anterior axillary line in the sixth intercostal
space. On auscultation he had a harsh systolic mur-
mur at the left sternal edge which increased with
respiration and decreased on standing. His carotid
upstroke was normal. Serum amylase activity was 250
IU/L (normal <150 IU/L). Liver function tests were
normal, as was the full blood count. Abdominal x ray
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films showed pancreatic calcification and a chest x-ray
film a small left pleural effusion. The electrocardio-
gram showed increased QRS amplitude over the
precordial leads and lateral T wave inversion. Gas-
troscopy indicated anterior compression of the
oesophagus by a pulsatile mass 5 cm below the level of
the cricopharyngeal junction.

Cross sectional echocardiography showed a 10 cm
diameter cystic lesion posterior to the heart and out-
side the pericardium. In the long axis view the cyst
compressed the left atrium and left ventricle (Fig. 1),
with the left ventricular end diastolic diameter being
2-0 cm (normal >3-5 cm) and the left atrial diameter
1-7 cm (normal > 1-9 cm). In the short axis view there
was compression of the left and right ventricles and
the heart was displaced anteriorly. The cyst extended
caudally below the cardiac apex and cranially behind
the left atrium. On standing the diameter of the cyst
decreased to 8 cm. The heart valves and chambers
were otherwise normal.
Computed tomography showed a cystic lesion in

the posterior mediastinum extending from the pan-
creas to above the carina (Fig. 2).
At laparotomy a pancreatic cyst communicating

with the mediastinum along the psoas muscle beneath
the medial arcuate ligament was found and treated by
internal drainage. The amylase content of the fluid
was 3500 IU/L.

Postoperatively the patient's clinical state rapidly
improved. The systolic murmur disappeared as did
the abnormal clinical and electrocardiographic
findings. Repeat cross sectional echocardiography
two months later showed that the diameter of the cyst
had decreased from 10 cm to 3*5 cm. The features of
cardiac compression had resolved; notably, the left
ventricular end diastolic diameter had increased from

571

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://heart.bm

j.com
/

B
r H

eart J: first published as 10.1136/hrt.53.5.571 on 1 M
ay 1985. D

ow
nloaded from

 

http://heart.bmj.com/


Aroney, Nicholson, Shevland

RV
LV %

c-..( Ao

Fig. 1 Cross sectional echocardiograms in (a) the long and (b) the short axis parasternal views showing a 10 cm
diameter cystic lesum posterior to the heart compressing the left atnum (LA) and left ventricle (LV). Ao, aorta; RV,
right venticle.
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Echocardiographic features of a mediastinal pancreatic pseudocyst__W.

Fig. 2 Comped tomogrum ofthe thorax showinga large cystic mass posterior to and compressing the heart. The
oesophagus is also compressed, and there is a nasogastic tube in posinton.

2-0 cm to 3*5 cm and the left atrial diameter from 1-7
cm to 2-7 cm.

Discussion

Weidmann et al reported a patient with a mediastinal
pancreatic pseudocyst who, before this diagnosis
had been made, underwent cardiac catheterisation
because of a prominent systolic murmur.'2 Angio-
graphy showed pronounced compression of the left
atrium and ventricle, and there was a distinct systolic
pressure gradient between the inflow and outflow
tracts of the right ventricle. These findings correlate
closely with those in otMr case and suggest that the
systolic murmur was due to an infundibular pressure
gradient in the right ventricle. The pronounced pre-
cordial impulse and electrocardiographic features
suggesting left ventricular hypertrophy were probably
due to anterior displacement of the heart.
The presence of the clinical features of cardiac

compression or evidence of a cystic lesion of the post-
erior mediastinum in patients with chronic alcohol-
ism, pancreatitis, or a pancreatic pseudocyst should
raise the possibility of a mediastinal extension of a

pseudocyst.
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