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Massive Right Pleural Effusion as the First Manifestation of
Chronic Alcoholic Pancreatitis

— A case report —

Seung Hyun Cho, M.D., Jun Pyo Chung, M.D., Won Tae Seo, M.D., Ki Joon Han, M.D.,
Se Joon Lee, M.D., Hyo Jin Park, M.D., Byung Soo Moon, M.D., Si Young Song, M.D.,
Kwan Sik Lee, M.D., Jae Bock Chung, M.D., Sang In Lee, M.D.
and Jin Kyung Kang, M.D.

Department of Internal Medicine, Yonsei University College of Medicine, Seoul, Korea

Patients with chronic pancreatitis develop massive pleural effusion in less than 1% and its frequency as
the first clinical manifestation of the disease is unknown. Moreover, pleural effusions associated with
pancreatitis are usually left-sided because the pancreas is more intimately related to the left hemidiaphragm
than to the right. Recently, we experienced a case of massive right pleural effusion as the first manifestation
of chonic alcoholic pancreatitis in a 39 year-old man. Pancreatic pleural effusion was diagnosed by combination
of high pancreatic enzyme levels in the pleural fluid and imaging findings. A conservative management
including fasting, total parenter]l nutrition, and octreotide administration subcutaneously (100 p.g, t.i.d.) resulted
in a complete recovery of the patient. We herein report this unusual manifestation of chronic alcoholic
pancreatitis and discuss the therapeutic issues related to pancreatic fistulas. (Korean J Gastrointest Endosc

2001;22:126 —130)
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Figure 1. Chest x-ray findings on
admission (A) and after treat-
ment (B). (A) Massive right
pleural effusion pushing the
heart to the left is shown. (B)
Complete resolution of right
pleural effusion is noted.

Figure 2. An abdominal computed tomographic finding. The main
pancreaic duct is slightly dilated without calcification and
pancreatic atrophy.
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Figure 3. An endoscopic retrograde cholangiopancreatographic
finding. The partially filled extrahepatic bile duct appears
normal, but the main pancreatic duct is abruptly cut-off at the
pancreatic body. No extravasation of the contrast dye is seen.
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Figure 4. An endoscopic ultrasonographic finding. The main
pancreatic is tortuously dilated and the parenchyma appears
irregular and coarse. No mass is found in the pancreas.
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