
ABSTRACT

Pancreatic pseudocyst is a common complication of acute and
chronic pancreatitis. Extrapancreatic locations of pancreatic
pseudocyst in the liver, pleura, mediastinum, or pelvis have been
described. However, a pancreatic pseudocyst located in the liver is
an infrequent condition. We present the case of a 46-year-old
man with pancreatic pseudocyst located in the liver secondary to
chronic alcoholic pancreatitis. During admission, the patient un-
derwent an abdominal CT scan that showed a mass located in the
head and body of the pancreas, as well as a thrombosis of the
splenic vein. A percutaneous needle aspiration biopsy of the pan-
creas was obtained under CT guidance, which showed no tumoral
involvement. Fourty-eight hours after the procedure the patient
developed abdominal pain and elevated serum amylase levels. A
pancreatic MRI exam showed two pancreatic pseudocysts, one of
them located in the left hepatic lobe, the other in the pancreatic
tail. Chronic pancreatitis signs also were found. Enteral nutrition
via a nasojejunal tube was administered for two weeks. The disap-
pearance of the pancreatic pseudocyst located in the pancreatic
tail, and a subtotal resolution of the pancreatic pseudocyst located
in the liver were observed. To date twenty-seven cases of pancre-
atic pseudocyst located in the liver have been published, most of
them managed with percutaneous or surgical drainage.
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INTRODUCTION

A pancreatic pseudocyst is a collection of pancreatic
juice located in or around the pancreas. Pancreatic
pseudocysts are encased by a non-epithelial lining of fi-
brous, necrotic and granulation tissue secondary to pan-
creatic injury. They develop at least four weeks after this
damage has occurred. Pancreatic pseudocysts are a com-
plication of both acute and chronic pancreatitis. Most
pancreatic pseudocysts are located within the head and
the body of the pancreas, but 20% of them are extrapan-
creatic (1). Several locations of pancreatic pseudocysts,
like the pleura, mediastinum and pelvis, have been de-
scribed (2). We present the case of a pancreatic pseudo-
cyst located in the liver that developed during the reacti-
vation of a chronic pancreatitis, and resolved without
need of drainage. 

CLINICAL DESCRIPTION

A 46-year-old smoker and chronic alcoholic male
who three years ago had suffered from an episode of
acute pancreatitis secondary to alcoholic abuse was ad-
mitted to hospital for his coffee-ground vomiting and
melena. He reported no abdominal pain. His blood
pressure was 90/60 mmHg, and he was apyretic. The
cardio-respiratory examination revealed tachycardia
(120 bpm) without other alterations. No abdominal
pain was elicited during exploration, but an enlarged
spleen was detected. There were neither hepatomegaly
nor peripheric adenopathies. Laboratory tests revealed
the following findings: hemoglobin 10 g/dL, MCV 85
fL, leukocytes 4,4 x 109/L, platelets 64 x 109/L. Coagu-
lation, hepatic, and renal tests showed no abnormali-
ties. An electrocardiogram revealed sinusal tachycardia
at 120 bpm, without other alterations. Chest and ab-
domen radiograms were normal. The patient underwent
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upper endoscopy, which showed a congestive area in
the body and the antrum of the stomach. An abdominal
ultrasonogram revealed a 18-cm splenomegaly, which
was confirmed by an abdominal CT scan. Moreover,
the abdominal CT scan revealed the existence of a het-
erogeneous mass in the retroperitoneum that included
the head and body of the pancreas, and which caused
thrombosis in the splenic vein (Fig. 1). A fine-needle
aspiration biopsy with CT guidance was obtained to
rule out pancreatic adenocarcinoma. On anatomo-
pathologic studies no atypical cells were observed.
Fourty-eight hours after the procedure the patient re-
ported continous abdominal pain located in the epigas-
trium, with nausea and vomiting. An urgent laboratory
examination revealed serum amylase levels of 312
IU/L (normal < 53 IU/L). Hemoglobin showed no
changes, and the rest of the biochemical work-up were
normal, including transaminases. The abdominal CT
scan was repeated without significant variations, ex-
cept for a well-delimited lesion in the tail of the pan-
creas, 5 x 2 cm in size. This image was consistent with
a pancreatic pseudocyst. Fasting and intravenous fluid

therapy were initiated. After a few days, an abdominal
MRI was performed to better define the features of this
pancreatic lesion. The pancreas exhibited a dilated
Wirsung's duct and other alterations consistent with
chronic pancreatitis. Moreover, the abdominal MRI
confirmed the existence of a pancreatic pseudocyst in
the tail of the pancreas, and showed another cystic le-
sion in the left hepatic lobe, 6 x 6.5 cm in size (Fig. 2).
We tend to believe that the previous mass detected by
the CT scan was an edematous pancreas with peripan-
creatic exudates, which evolved to peripancreatic and
intrahepatic pseudocysts. All of it was consistent with a
reactivated chronic alcoholic pancreatitis. At this point,
enteral nutrition therapy via a nasojejunal tube was ad-
ministered. After fourteen days a repeat abdominal CT
scan was obtained, which showed a subtotal resolution
of the pancreatic pseudocyst located in the liver (Fig.
3) and the disappearance of the pseudocyst in the pan-

Fig. 1.- Helical ct scan with oral and endovenous contrast at the level of
the pancreatic body. We observe an enlarged and heterogeneous pan-
creas with poorly delimited borders, as well as hypodense areas inside.
A significant dilatation of Wirsung's duct may be seen.
There is infiltration of the peripancreatic adipose tissue and the mesen-
terium origin, as well as a proximal thrombosis of the superior mesen-
teric vein and the splenic vein, with increased collateral gastroepiploic
circulation. A hypodense 1.5 cm image adjacent to the greater curva-
ture of the stomach, and a 2.5 cm adenopathy in the inter-portal-cava
area may be seen.
TC helicoidal con contraste oral y endovenoso a nivel de cuerpo pan-
creático. Se observa un páncreas aumentado de tamaño, heterogéneo,
con contornos mal definidos, áreas hipodensas en su interior y dilata-
ción del conducto de Wirsung. Infiltración de la grasa peripancreática y
de la raíz del mesenterio. Trombosis proximal de la vena mesentérica
superior y de la vena esplénica con aumento de circulación colateral
gastroepiploica. Imagen hipodensa adyacente a curvadura mayor gás-
trica de 1,5 cm de diámetro. Adenopatía inter- porto-cava de 2,5 cm.
de diámetro.

Figs. 2 and 3.- Abdominal MRI with gadolinium for endovenous con-
trast. We observe a well-delimited lesion with cystic characteristics in
the left hepatic lobe. This lesion is not enhanced by the administration
of an endovenous contrast (gadolinium).
RM abdominal con contraste endovenoso con gadolinio. Se observa
una lesión bien definida de aspecto quístico en lóbulo hepático izquier-
do, que no muestra realce significativo tras la administración de con-
traste endovenoso (gadolinio).
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creatic tail. Enteral nutrition was interrupted, and oral
ingestion was tolerated by the patient, who was dis-
charged with no symptoms.     

DISCUSSION

Pancreatic pseudocyst located in the liver is an uncom-
mon condition. In the literature, twenty-seven cases have
been described, twenty-six of which were summarized in
a review article (3,4). As in the present case, the majority
of liver pancreatic pseudocysts are located in the left he-
patic lobe. The proteolytic effect of pancreatic enzymes
has been proposed as a pathogenic mechanism. These en-
zymes promote the formation of pseudocysts in multiple
locations, including the liver, pleura, mediastinum, and
retroperitoneum (5). The hepato-duodenal ligament has
been proposed as a way for spreading between the pan-
creas and the liver (6). In our case, some days prior to the
diagnosis of pancreatic pseudocyst, a fine-needle aspira-
tion biopsy had been performed. A puncture through the
liver may open a tract between these two organs. How-
ever, the procedure was not performed through the hepat-
ic parenchyma, so we rule out this cause.

Pancreatic pseudocyst located in the liver must to be
included in the differential diagnosis of liver cystic le-
sions (7,8), like neoplasms. A pancreatic pseudocyst lo-
cated in the liver  cause no specific symptoms, and is in-
cidentally diagnosed by the identification of a liver cystic
lesion during acute pancreatitis. Liver studies are usually
normal, with no transaminase increase. Exceptionally, a
pancreatic pseudocyst located in the liver can produce
hepatomegaly, jaundice or an abdominal palpable mass
(9). An easy confirmation may be obtained by amylase

levels in the contents of the pseudocyst (10). In our case
this was not necessary because clinical manifestations
left no doubts, and the cyst had an early resolution.

Almost every pancreatic pseudocyst improves sponta-
neously and needs no specific treatment (11,12). Draining is
mandatory when symptoms secondary to compression of
adjacent organs are found. It is also necessary to act when
the following complications develop: rupture, infection, or
bleeding. Depending on the complexity of the pseudocyst,
its  communication with Wirsung's duct, and the existence
of ductal injury, we may perform a percutaneous, endoscop-
ic or surgical drainage. Only the last procedure is definitive.

The majority of published pancreatic pseudocysts lo-
cated in the liver were treated with percutaneous or surgi-
cal drainage. Only in two of the nineteen described treat-
ments the pseudocyst resolved spontaneously with no
need for drainage or surgery (3). Criteria to drain a pan-
creatic pseudocyst located in the liver have not been es-
tablished. Almost all surgical patients were treated in
times when radiology had a lower accuracy, and when
percutaneous drainages were not available. Percutaneous
drainage was promoted because it allows diagnosis con-
firmation and treatment (10). Nevertheless, in agreement
with the new trends, we propose an initial expectant atti-
tude if the diagnosis is clear, thus restricting percutaneous
drainage for symptomatic and complicated cases.

In conclusion, we present the case of a patient with re-
activated chronic alcoholic pancreatitis, complicated with
thrombosis of the splenic vein. In his evolution, he first
developed multiple peripancreatic exudates, and then two
pancreatic pseudocysts located in the tail of the pancreas
and liver. These lesions disappeared after conservative
management and enteral nutrition via a nasojejunal tube.   
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Fig. 4.- Helical CT scan with endovenous contrast at the hepatic level.
We observe a 2-cm cystic image with thick walls at the anterior sub-
capsular level, just adjacent to liver segment IV.  
TC helicoidal con contraste endovenoso a nivel de cúpula hepática. Se
observa una imagen quística de paredes gruesas a nivel subcapsular
anterior, adyacente a segmento IV hepático, de 2 cm de diámetro.
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