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Case Report

Pericardial Cyst in an Adult Treated with
Video-Assisted Thoracoscopic Surgery
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INTRODUCTION
P e r i c a rdial cysts are generally asymptomatic

benign malformations of the pericardium and are
d i s c o v e red incidentally on routine chest
roentgenogram as slowly enlarging, right-sided
c a rd i o p h renic angle masses [ 1 ]. The tre a t m e n t
options for pericardial cysts include simple
observation, percutaneous aspiration (in selected
cases) and excision by thoracotomy. Recently,
surgical management of a pericardial cyst has been
easily accomplished via thoracoscopic techniques
when its excision is indicated. This case report
describes a 30-year-old male patient who was
treated successfully for a pericardial cyst by video-
assisted thoracoscopic surgery.

CASE REPORT
A 3 0 - y e a r-old male patient was re f e r red to our

hospital for further evaluation of a mass lesion
adjoining the hilum of left lung, abutting the left
c a rdiac bord e r, which was incidentally detected
during a routine military medical examination. He
was completely asymptomatic except bre a t h l e s s n e s s
on prolonged exertion. His physical and laboratory
findings were also entirely normal. His chest X-ray
showed a large tumor shadow in the left lung (Fig. 1).
Computed tomography (CT) showed a well
c i rcumscribed air-filled loculous, measuring
4x3x2cm, at the left side of the middle mediastinum in
close proximity and smoothly abutting the left main
pulmonary artery and the pericardiaum (Fig. 2). It
was closely related to the origin of left upper lobe
b ronchus with no demonstrable communication with
either the bronchus, the enlarged hilar or mediastinal
lymph nodes. E c h o c a rdiography showed a cyst
beside the left atrium without involving the left
pulmonary artery.

The cyst was excised using video-assisted
thoracoscopic surgery (VATS) under general one
lung ventilation anesthesia. A double lumen
endotracheal tube with bronchial blocker was used.
The camera was inserted through a 10 mm port in

the mid-axillary line of the 5th intercostals space.
Two additional ports were placed through the 4th
i n t e rcostal space in the anterior and posterior
axillary line for the insertion of dissecting
instruments. The cyst appeared hemispherical, pale
and smooth. The cyst was completely excised. A
chest tube drain (24 F) was positioned via one of the
operating ports in 4th intercostal space. A 3 rd
intercoastal space nerve block with local anesthetics
was done at the end of surgery to minimize the
postoperative pain. The postoperative period was
uneventful. The chest drain was removed on the
first postoperative day. The postoperative analgesia
re q u i red was very minimal compared to the usual
analgesic re q u i rements following a thoracotomy. His
total hospital stay was four days. Histopathological
examination was compatible with the diagnosis of a
p e r i c a rdial cyst. On his recent follow-up, 18 months
after surg e r y, he was found to be completely
asymptomatic and there was no evidence of any
re c u r rence (Fig. 3).

DISCUSSION
P e r i c a rdial cysts are, in general, an

asymptomatic malformation of the pericard i u m ,
d i s c o v e red incidentally on routine chest
rontgenogram. Their typical location is the right
c a rd i o p h renic angle, but they can be located at other
sites with an estimated incidence of 6-7% of all
mediastinal masses[ 2 - 5 ]. They are typically located in
the anterior mediastinum, in the right card i o p h re n i c
angle (51-70%), in the left card i o p h renic angle (22-
38%), and in the sites not adjacent to the diaphragm
( 8 - 11 % )[ 6 ]. Pericardial cysts rarely occur in the mid-
line position in the posterior mediastinum.

P e r i c a rdial cysts are usually thought to be
congenital lesions resulting from either an
abnormal fusion or lack of fusion of one of the
mesenchymal lacunae that coalesce to form the
p e r i c a rdium or to a persistance of the ventral
partial recess coelom. Some cysts communicate
with pericardial cavity. They can be caused by
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either neoplastic infiltration involving the
pericardium, trauma or infection[7].

Although pericardial cysts are mainly thought
to be congenital in origin, they are most commonly
found in adults older than 30 years of age and
rarely in children. As a majority of patients with
pericardial cysts are asymptomatic, these lesions
a re usually incidentally detected on chest
radiographs performed for other reasons[2,8,9]. In
symptomatic patients, the most common
symptoms are chest pain, coughing, expectoration,
dyspnoea and fever.

As pericardial cysts can be found anywhere
contiguous with the pericardium, they must be
distinguished from other mediastinal masses
including cystic hygroma, teratomas, lymphomas,
thymomas, haemangiomas, bronchogenic cyst,
ventricular aneurysm, pericardial fat pad,
congenital diaphragmatic hernias and extra lobar
pulmonary sequestration etc[10,11].

For cysts located in the usual site, preoperative
diagnosis is not difficult, as standard chest X-ray
generally provides satisfactory diagnostic
information. However, for cysts located at unusual
sites, obtaining a differential diagnosis from other
masses may require the use of more sophisticated
procedures including CT scan, MRI, transparietal
ultrasonography, fine needle aspiration cytology
and VATS.

T h e re are several treatment options for
mediastinal pericardial cysts. When the diagnosis is
certain, asymptomatic small cysts, located in usual
sites may not require surgical treatment[12,13]. Most
surgeons still recommend excision via thoractomies
for a large symptomatic cyst, cysts located at
unusual sites or when the diagnosis is uncertain.
Percutaneous CT or echo-guided cyst aspiration
has been performed as an alternative to excision via
t h o r a c t o m y. However, because of the high
morbidity (hemorrhage) and a reported recurrence
rate of 22-23%, the pro c e d u re should be
recommended in selected patients with high
operative risk[2,12,14].

Mediastinoscopic excision has been used in
selected cases for small cysts in favorable locations
(paratracheal space). Thoracoscopic cyst treatment
is minimally invasive and undoubtedly off e r s
advantages such as minimization of postoperative
pain, more rapid recovery of respiratory function,
chest convalescence and optimal cosmetic
outcome[15]. The thoracoscopic approach seems to
be the best method for pericardial cyst excision.
However, VATS can not be performed in patients
who have extensive intrapleural  adhesions or who
can not tolerate single-lung ventilation. Lesions in
close proximity to hilar vessels should not be

Fig. 1: Showing a mass lesion (arrow) in the middle of the left lung

Fig. 2: CT scan showing a circumscribed air filled loculous (arrow) in the
middle mediastinum in close proximity to pericardium and left main
pulmonary artery

Fig. 3: CT scan 18 months after surgery showing no evidence of
recurrence
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resected by VATS because this technique does not
easily allow control of hemorrhage from the hilum.
Patients with coagulopathy should also be care f u l l y
selected as difficulty can be encountered in
c o n t rolling bleeding through this minimally invasive
a p p roach. Some reports indicate that VATS is suitable
for partial excision of most cysts and complete
excision of selected cases. Our case was successfully
excised using VATS and has remained completely
asymptomatic without re c u r rence for 18 months.
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