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PARACARDIAL CYST IN AN INFANT WITH PLEURAL EFFUSION - A CASE REPORT 

 PARAKARDIJALNA CISTA KOD ODOJČETA SA PLEURALNOM EFUZIJOM − PRIKAZ SLUČAJA 
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Introduction

Paracardial cysts are rare lesions adjacent to the 
heart, commonly of congenital origin. They include 
pericardial and neural cysts, bronchogenic cysts, es-
ophageal duplication cysts, neurenteric cysts, and 
cysts of other origin. These formations are mostly 
located behind the heart, and usually found inciden-
tally upon chest ultrasound, radiography, computed 
tomography, magnetic resonance imaging, cardiac 
ultrasound, or on thoracoscopy and thoracic surgery. 
The differential diagnosis includes lymphangioma, 
congenital diaphragmatic hernia or thymic cyst [1]. 

Case report

A four-month-old female was admitted to our 
department for diagnostic evaluation of a left pleural 

effusion. This was an accidental finding during pre-
vious hospitalization due to prolonged jaundice (at 
two months of age), when abdominal ultrasound was 
performed. In the meantime, an ultrasound follow-up 
was performed. However, the effusion measuring 6 
– 11 mm remained in the left phrenicocostal sinus. 
The child did not have any difficulties. 

She was a late preterm baby, born at 36 weeks of 
gestation, as the first child of nonrelated parents, after 
second pregnancy (one induced abortion due to ab-
sence of cardiac action). During this pregnancy, ultra-
sound examination revealed a pericardial effusion and 
supraventricular tachycardia. The baby’s birth weight 
was 2,59 kg, body length 48 cm, and Apgar score 9/9. 
She was examined by a cardiologist, and no pericardial 
effusion or tachycardia were observed. 

On admission she was alert, with a rectal tem-
perature of  37 °C, respiratory rate 28 per minute, 
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Introduction. Paracardial cysts are rare lesions adjacent to the 
heart, mostly congenital in origin. They include pericardial and 
neural cysts, bronchogenic cysts, esophageal duplication cysts, 
neurenteric cysts, and cysts of other origin. Case report. A four-
month-old female was admitted to our department for diagnostic 
evaluation of a left pleural effusion. The child did not have any 
difficulties. Computed tomography and magnetic resonance im-
aging confirmed a giant dumbbell-shaped extrapulmonary mul-
tiloculated cyst with fluid-filled cavities, detached from the 
pericardium, bronchial tree and pleura. Left-sided thoracoscopy 
confirmed a cystic formation attached to the lung parenchyma, 
esophagus, pericardium and diaphragm. Its outer surface was 
glistening and filled with clear fluid. During cyst wall prepara-
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was removed completely, and the defect of anterior wall of the 
esophagus was sutured, via the nasogastric tube. Histopatho-
logical examination confirmed the diagnosis of a pericardial cyst. 
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is required in order to make an accurate diagnosis.
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Sažetak
Uvod. Parakardijalne ciste su cistične formacije koje se nalaze pored 
srca ili vode poreklo od srčanih struktura a uključuju perikardne i 
neuralne ciste, bronhogene ciste, duplikature jednjaka, neurenterič-
ne ciste i ciste drugog porekla. Prikaz slučaja. Odojče uzrasta četi-
ri meseca primljeno je na naše odeljenje radi dijagnostičke evaluaci-
je levostranog pleuralnog izliva. Odojče nije imalo nikakve tegobe. 
U sklopu dijagnostike urađena je kompjuterizovana tomografija i 
magnetna rezonancija, koje su potvrdile postojanje ekstrapulmonal-
ne multilokularne ciste izuzetno velikih dimenzija u obliku tega, sa 
šupljinama ispunjenim tečnošću koja nije u vezi sa perikardom, bron-
hijalnim stablom niti pleurom. Levostranom torakoskopijom potvr-
đena je cistična formacija koja prianja za plućni parenhim, jednjak, 
perikard i dijafragmu. Spoljašnja površina ciste bila je sjajna dok je 
cista bila ispunjena bistrom tečnošću. Tokom preparacije zida ciste 
uočeno je postojanje otvora na zidu jednjaka te je načinjena postero-
lateralna torakotomija. Cista je u potpunosti uklonjena, dok su na 
defekt na prednjem zidu jednjaka postavljene suture sa nazogastrič-
nom sondom kao protezom. Histopatološki nalaz je potvrdio dija-
gnozu perikardne ciste. Zaključak. Perikardna cista se javlja retko 
i obično je asimptomatska. Ako se posumnja na postojanje ove ciste, 
potrebna je detaljna dijagnostika da bi se postavila prava dijagnoza.
Ključne reči: pleuralni izliv; medijastinalna cista; odojče; znaci 
i simptomi; dijagnoza; ishod lečenja; torakoskopija; ezofagealna 
fistula
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pulse rate 122 per minute. The body weight was 
7200 g (50th centile), body length 67 cm (90th cen-
tile). The respiratory system examination revealed 
a bilaterally clear chest. On precordial examination, 
the heart sounds were soft and feeble. Apart from 
mild eczema, the physical examination revealed no 
abnormalities or any irregularities.  

The chest X-ray showed widened mediastinum, 
with right paracardial lung infiltration shadow, that 
followed the contours of the heart. The control ultra-
sound examination suggested a large cystic lesion 
occupying a space in the mediastinum, involving 
both sides of the chest. The portion of the cyst in the 
right paracardiac region was 44 x 45 mm, and the 
portion in the left paracardiac region was 51 x 75 
mm. A subsequent computed tomography (CT) and 
magnetic resonance imaging (MRI) confirmed a gi-
ant dumbbell-shaped extrapulmonary multiloculated 
cyst with fluid-filled cavities, detached from the peri-
cardium, bronchial tree and pleura (Figure 1).

Left sided thoracoscopy confirmed a cystic for-
mation that was attached to the lung parenchyma, 
esophagus, pericardium and diaphragm. Its outer 
surface was glistening and the cyst was filled with 
clear fluid. During cyst wall preparation,  an opening 
of the esophageal wall was observed, and a conver-
sion to the left posterolateral thoracotomy was made. 
The cyst was removed completely, and the defect of 
the anterior esophageal wall was sutured, via the na-

sogastric tube. During surgery, esophagography 
showed no anastomotic leaks. At the end of surgery, 
a thoracic drain was placed. Postoperatively, the child 
was admitted in a surgical intensive care unit, and 
was extubated on the first postoperative day. Antibi-
otic therapy was initiated with ceftriaxone (Longa-
cephR) and metronidazole (EfloranR) during the first 
7 days. Control X-ray of the heart and lungs showed 
a right paracardial lung infiltration shadow, as de-
scribed previously. The right costophrenic sinus was 
clear. Left-sided pleural effusion was found. On the 
sixth postoperative day, the child developed fever and 
signs of sepsis. Control esophagogram revealed an 
esophageal anastomotic leak. Antibiotics were 
changed according to the antibiogram and drainage 
of the thorax continued. On the twelfth postoperative 
day, there was no contrast leakage at the anastomot-
ic site. Ten days later, a large pneumothorax occurred 
on the left lung and was treated. After that, the post-
operative course was uneventful. 

Repeated CT scan of the chest showed the previ-
ously described septated cystic lesion in the right 
hemithorax (38 x 84 x 46 mm) and vascular mal-
formations of the great arteries. The cardiologist 
performed echocardiography which confirmed a 
small atrial septal defect without hemodynamic sig-
nificance that required no treatment. 

The histopathological examination confirmed 
the diagnosis of a pericardial cyst.  

Discussion

Mediastinal cysts are uncommon and usually di-
agnosed by routine radiographic imaging procedures. 

Pericardial cysts are defined as unilocular, fluid-
filled masses that arise from the mediastinal fat, 
with walls composed of connective tissue and a sin-
gle layer of mesothelial cells. They can communi-
cate with the pericardial space. Pericardial effusion 
may sometimes occur because of spontaneous emp-
tying or rupture of the cyst into the pericardial 
space. This may explain resolution of the cyst as 
well as the transient appearance of a small pericar-
dial effusion, as seen in our patient prenatally [2]. 

Lymphangiomas are cystic malformations of the 
lymphatic vessels that appear as single or multi-
loculated fluid-filled cavities. Surgical excision of 
the cyst is the treatment of choice, but spontaneous 
regression may occur as well.  The chest lymphangi-
oma appears to be a lesion usually not associated 
with other congenital abnormalities [3].

Single cysts located in the posterior mediasti-
num encompass derivatives of the primitive foregut 
(enteric, bronchogenic, and esophageal duplication) 
and, occasionally, atypically located pericardial 
cysts. Neurenteric canal cyst is presumably the re-
sult of incomplete separation of the notochord from 
the foregut in embryogenesis. The extraspinal form 
is usually located in the right posterior chest and 
associated with vertebral anomalies [4]. As a reflec-
tion of the cyst’s size and proximity to the heart, 
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Figure 1. A giant dumbbell-shaped extrapulmonary 
multiloculated cyst with fluid-filled cavities, detached 
from the pericardium, bronchial tree and pleura
Slika 1. Ekstrapulmonalna multilokularna cista izuzet-
no velikih dimenzija u obliku tega sa šupljinama ispu-
njenim tečnošću koja nije u vezi sa perikardom, bronhi-
jalnim stablom niti pleurom
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great vessels and airways, mediastinal shifting and 
compression of the surrounding structures may be 
encountered. As such, mediastinal cysts tend to 
present with respiratory symptoms, including tra-
cheomalacia or bronchomalacia. 

Bronchogenic cysts result from abnormal budding 
of the ventral diverticulum of the primitive foregut. 
On ultrasound exam they present as single unilocu-
lar, echo-free cystic structures within lung paren-
chyma or within the posterior mediastinum. Unlike 
neurenteric cysts, bronchogenic cysts are usually 
small and not associated with prenatal complications, 
based on the limited experience with prenatally di-
agnosed cases [5]. However, mediastinal broncho-
genic cysts are located near the carina between the 
trachea and the esophagus and, therefore, obstruction 
of the main bronchi resulting in respiratory distress 
is a well-established complication. 

The differential diagnosis of paracardial cysts 
includes pericardial cyst, lymphangioma, esopha-
geal duplication cyst, bronchogenic cyst and neu-

renteric cyst. Pericardial cysts may spontaneously 
resolve, while cysts of other entities are likely to 
persist and require surgical treatment. 

In the available literature, we found no connec-
tion with genetic disorders for this kind of anomaly, 
which certainly does not exclude the possibility of 
their existence. The etiology of the cyst is often not 
known when being treated by the surgeon, therefore 
it is necessary to perform thorough diagnostic eval-
uation that would precede thoracic surgery. 

Conclusion

Pericardial cysts are rare, often clinically silent, 
but may cause life threatening complications. As a 
result, it is necessary to keep such anomalies in 
mind, especially when evaluating patients who have 
chest complaints. If the existence of these cysts is 
suspected, thorough work-up is required to make 
an accurate diagnosis.
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