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Abstract: The pancreas pseudocyst is one of the most important late complications (3-6 weeks) of
severe acute pancreatitis with an incidence of 10-15% and has a proportional increase in the severity
of pancreatitis. Major advances in the diagnostic and therapeutic strategy of acute pancreatitis over
the past few years have influenced the therapeutic attitude in the pancreas pseudocyst, so that old
protocols such as “any 6 cm diameter pseudocyst must be operated immediately” or “each day of

surgery delay increases possibility of complications” are no longer accepted and used. Today,
pancreatic pseudocyst treatment benefits from two distinct therapeutic pathways: conservative
therapy, associated with dynamic monitoring and follow-up to complete resorption, and pseudocyst
drainage (endoscopically, percutane guided echographically and surgically).(1,2,3)

CASE REPORT

We present the case of a 48-year-old patient, known in
the past with erosive toxic gastritis, chronic etiology, who
presented in the Emergency Room (ER) for diarrheal, melaena,
(8 stools/day), diffuse abdominal pain, fatigue, asthenia,
insomnia. In the ER, blood tests were performed (total bilirubin
1.93 mg/dl, cholinesterase 4724 UL, iron 40.1 pg/dl, C-reactive
protein 39.44 mg/l, urea 16 mg/dl, erythrocyte sedimentation
rate (ESR) 22 mm/h, Hb - 10g/dl), ECG, and after all exams we
set the diagnosis of enterocolitis, mean normocytosis anemia,
erosive toxic gastritis, chronic etiology and recommended
balanced diet, treatment with Normix, Hepiflor, Controloc,
rehydration salts.

Gastroenterological consultation ~ recommended
performing the Adler test due to low hemoglobin levels and an
abdominal ultrasound that revealed a liver with medium
steatosis, kidney without calyeal dilatation, normal spleen,
gallbladder without calculus, bladder in semi-repletion.
Following the clinical and paraclinical investigations, the above
diagnosis was established, therefore the decision to admit the
patient within the Gastroenterology ward was taken for
specialized treatment, a conservative treatment under which the
symptoms improved.

On 02.07.2018, the patient performed an abdominal
ultrasound showing a liver enlarged by right liver lobe of 17 cm,
left hepatic lobe of 8.6 cm, with medium steatosis with a
segment of hyperechogenic segment III (atheatose) of 2 cm,
gallbladder with micro lithiasis, pancreas invisible with cystic
form of 10/7 cm in the pancreatic head (possibly pseudocyst).

On 05.07.2018, an abdomino-pelvic CT was
performed which revealed an intraperitoneal mass with acute
hematic densities in contact with D2, hiatal hernia, cholecystic
lithiasis and main gall bladder (figure no. 1) for which surgical
consultation was required, with the transfer of the patient to the
Surgery Department in order to institute the Surgical Specialty
Treatment.

Hydroelectrolytic re-balancing with correction of
anemia was inititated and due to the anemia and hematic
densities highlighted at the first CT, it was decided to repeat the

abdomino-pelvic CT with contrast substance which revealed the
aspect of pancreatic cephalic pseudocyst, loco-regional
compressible, gallbladder lithiasis.

On 13.07.2018, after an appropriate preoperative
preparation, surgical intervention in general anesthesia
orotraheal intubation was performed by xifo-subombilical
exploratory laparotomy showing a 10\10 cm pancreatic
pseudocyst (figures no. 2,3) with loco-regional and duodenum
compression, for which cyst isolation was practiced, revealing
hematic fluid and old clotted blood (as a result of low
haemoglobin levels), cystic wall biopsy, Roux-en-Y cysto-
cystojejunostomy (figure no. 4) cholecystectomy, lavage,
peritoneal drainage.

Favourable postoperative progression, without fever,
stable blood pressure and cardio-respiratory, with no abdominal
pain, permeable drainage tube with minimal drainage,

suppressed on the 3™ postoperative day, no complicated
laparotomy wound, intestinal transit resumed for faeces and
gases, retained digestive tolerance.
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Figure no. 2. Intraoperative view of pancreatic pseudocyst
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DISCUSSIONS

Surgical treatment provides three therapeutic options:
internal drainage, external drainage and resectional therapy.
Internal drainage is the surgical choice for uncomplicated
pancreatic pseudocysts, cystojejunostomy being the standard
internal drainage procedure for pseudocysts that evolve to the
base of the transversal mesocolon, with little recurrence, a
technique used for the cyst that are located on pancreatic head.

Another type of surgical treatment is cysto-

gastrostomy, which involves performing an anastomosis
between the posterior wall of the stomach and the pancreatic
cyst. This surgical variant is used in pancreatic cysts located in
the body and the pancreas, and it can be performed
laparoscopically.

External drainage is reserved for infected or immature
pseudocysts, whose thin wall does not provide the anatomical
conditions of a safe cysto-digestive anastomosis. Excision
therapy (distal pancreatic resection), quoted in the literature (1,4,
5,6,7), has exceptional indications, the peripancreatic
inflammatory process making the resection very difficult and
dangerous.

Percutaneous guided ultrasound or CT is an
interventional radiological procedure, but with limited
indications (immature or infected pseudocysts located or fused
in the immediate vicinity of the abdominal wall) due to the large
number of failures, relapses, incidents and complications can
cause: visceral lesions (stomach, colon, small intestine), large
vessel bleeding, abscesses at the level of the catheter
area.(6,7,8,9)

Endoscopic drainage tends to become the main
therapeutic method for the pancreas pseudocyst (10,11,12) with
two endoscopic drainage modalities: transapapilar - transductal
drainage during retrograde-cholangio-pancreatography (11,12),
and uncontrolled or controlled transgastric or transducted
drainage ecoendoscopic therapy (13,14,15), therapy indicated in
mature pseudocysts (6 weeks after the onset of severe acute
pancreatitis), more than 6 cm in diameter, symptomatic
(persistent epigastric pain, insufficient gastric emptying,
obstructive jaundice with or without angiocolitis).

Endoscopic drainage results in better and better results
than percutaneous drainage.(16) It uses transmural metal or
plastic stents for intra-pancreatic fluid drainage.(17,18) Some
authors show the same value in terms of the results of this
method with surgically performed cystogastrostomy.

Transpapillary ~ drainage is recommended in
pseudocysts that communicate with the ductal system and
involves performing an endoscopic sphincterotomy with its risks
and installing a catheter drainage.(19) Direct transmural
drainage through the gastric wall consists of creating an internal
derivative between the pseudo-stomach and the endoscopic
stomach.(20) The method is done in advanced endoscopic
centers that benefit from endoscopic ultrasound and
interventional endoscopy instrumentation.(21) The method is
also accompanied by risks, primarily haemorrhage in the section
of the gastric wall and the pseudocyst.(22) The use of
ecoendoscopy with the Doppler system allows viewing parietal
vessels and making the section in an avascular area.(23) If the
pseudocyst is uncomplicated and his content is fluid, the
drainage efficiency is very good.(24)

CONCLUSIONS

Large pancreatic pseudocystis with locoregional
compression needs surgical intervention with multiple methods
of resolution.

The choice of classical surgery is influenced by the
nature of the complication (infection, haemorrhage, obstruction),
the location of the pseudocyst, the morphological characteristics
of the pancreatic pseudocyst (walls, content).

Elective surgery type of intervention is cysto-
jejunostomy with a small number of relapses.
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