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LR X Y Background / Objectives: The aim of this study was to study the presentation and management of pseu-
docyst of pancreas and its outcome. The study of 30 cases with pancreatic pseudocyst was carried out
from January 2013 to November 2014 at our institute.

METHODS— Patients with diagnosed pancreatic pseudocyst were included in the study. Biochemical investigations,
radiological investigations and management and outcomes of patients with pseudocyst were studied.

RESULTS - Of the 30 patients, 27 were male (90%) and 3 were female (10%). Most of the patients were in the age
group of 28 to 37 years comprising about 36.7%. Pain in abdomen accounting for about 83% followed by lump in ab-
domen was the common clinical presentation. Aetiology for pseudocyst in this study was alcohol 66.67% followed by
gallstones. 23.3% of the subjects had co morbidity viz diabetes mellitus and hypertension. The commonest location of
the pseudocyst was body of pancreas (63.3%), followed by pseudocyst in tail and body (26.67%). About 86.67% of the
cysts were single and 13.33% patients had multiple pseudocyst. In our study maximum cyst diameter was 26cm and
the minimum was 3 cm. 50 % patients were managed conservatively and 50 % patient needed intervention in the form
of pigtailing, open cystogastsrostomy and remaining underwent ERCP and Pancreatic duct stenting. There was com-
plete resolution of the pancreatic pseudocyst in 89.3% of the cases, while 7.1 % of the cases there was no resolution
and in 3.6% of cases there was recurrence of pseudocyst. Mortality rate of 6.7% was seen in our study.

CONCLUSION: Pancreatic pseudocyst was predominantly seen in male population in the age group of 28- 37 years.
Pain in abdomen was the most common presenting complaint, followed by lump in abdominal lump in our study. Al-
coholic Pancreatitis was the most common etiologic factor for pancreatic pseudocyst. Most common location for pan-
creatic pseudocyst was the body of pancreas (60%), followed by body with tail of pancreas and least pseudocysts were
seen in the head of pancreas. 50% of the patients were treated conservatively and rest 50% required some form of
intervention.

INTRODUCTION tis, but can develop in chronic pancreatitis or after pancreatic trau-

Pseudocyst presents as a cystic cavity bound to the pancreas
by inflammatory tissue, wall of which lacks an epithelial lining,
and contains pancreatic juice or amylase-rich fluid."? In 1961,
Sarles et al®! proposed a classification depending on whether
they were associated with acute or chronic pancreatitis. Pseu-
docysts which were seen in the setting of acute pancreatitis
were called necrotic pseudocysts, as they resulted from pan-
creatic necrosis and extravasation of pancreatic juice. Pseudo-
cysts seen in patients in the setting of chronic pancreatitis were
called retention pseudocysts. Today according to revised Atlan-
ta classification fluid collections, of less than 4 weeks duration
were called as peripancreatic fluid collections and collections
persisting for more than 4 weeks are called as pseudocyst .1

Pseudocysts typically arise following an attack of acute pancreati-

ma. Formation of a pseudocyst requires 4 weeks or more from
the onset of acute pancreatitis. Acute pseudocyst formation can
be viewed as the maturation of an acute inflammatory process,
with collection of pancreatic secretions and the products of in-
flammatory response with or without rupture of a pancreatic duct.

The various complications that can occur are infection, rupture,
bleeding, enlargement, splenic complication. Treatments con-
sist of either open surgical management or radiological inter-
vention, endoscopic intervention or minimally access surgery.

We studied patients with pseudocyst of pancreas between
a period of January 2013 to November 2014 at our centre.

MATERIALS AND METHODS:
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Patients with diagnosed pancreatic pseudocyst were enrolled
in the study after an informed written consent. A thorough
history was taken and a detailed clinical examination was car-
ried out. All the patients were subjected to the biochemical
investigations including total and differential WBC counts, se-
rum amylase, blood sugars, serum blood urea nitrogen, serum
creatinine, serum electrolytes, serum calcium, and liver func-
tion tests. Radiological investigations like plain x-ray abdomen
AP view, x-ray chest PA view and B-mode ultrasonography
(USG) of the abdomen, CT scan of the abdomen were done
in all patients. On USG the location, number, size wall thick-
ness, presence of gall stones, free fluid in abdomen. CT scan
were done to add to more value to information obtained by
ultrasonography with regards to location, number, size wall
thickness, presence of gall stones, contents if the pseudocyst,
unilocular or multilocular, pancreatic duct details and relation to
adjacent viscera to decide further line of management. Patients
with large symptomatic and well-formed cyst wall underwent
some form of intervention. Pseudocysts with pancreatic duct
communication underwent PD stenting and subsequent inter
vention. Follow up period of 3 months.

RESULTS:

Most of the patients were in the 28 to 37 years age group
which comprising about 36.7% of cases. In our series, 90%
of the patients were males and 10% were females.

Pain in abdomen (83.3%) was the commonest complaint, fol-
lowed by a lump in abdomen in 16.7% of the cases. Alcohol
was the aetiological factor in 66.67%% of the patients followed
by gall stones in 13.3% and traumatic pseudocyst in 13.3%.
6.6% patients had both alcohol and gall stones as etiologi-
cal factors. Co morbidities were present in 23.3% cases. Most
of the pseudocysts were located in the body of pancreas
(63.33%) followed by the body and tail (26.67%) and in head
region (10%).86.67% of the pseudocysts were single and in
13.33% of the cases there were multiple pseudocysts. In our
study 50% of the patients were managed conservatively and
rest needed some form of intervention.
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Chest X ray was normal in 66.7% patients 23.3% patients
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had unilateral pleural effusion and 10.0% had bilateral
pleural effusion .

Of the 50% patients who underwent intervention 46.67%
of them were pigtailed image guided. In 20% an open cys-
togastrostomy was done and in the rest 33.33% cases an
ERCP with PD stenting was performed. (Fig 1 about here)

There was complete resolution of the pancreatic pseudo-
cyst in 89.3% of the cases, while 7.1% of the cases there
was no resolution and in 3.6% cases there was recurrence
of pseudocyst complication in the form of left side pancre-
tico-pleural fistula which was managed by intercostal tube
drainage for pancretico-pleural fistula and pig tailing of
pseudocyst was seen in one patient. (Fig 2 about here)

One patient had vascular complication in the form of
splenic artery pseudoaneurysm with arterio-venous fistula
between splenic artery and splenic vein which was man-
aged by coiling of pseudo aneurysm.

In our study group 93.3% survived with a mortality of
6.7%. Mortality was seen in patients having co morbidities
like diabetes and hypertension and had bilateral pleural ef-
fusion.

DISCUSSION:

Pancreatic pseudocyst is a common complication of pan-
creatitis. The age group varies from 25 years to 62 years
with mean age of 41.3 years. Most patients in our study
group were between the age group of 28-37 years (Ta-
ble1). Male preponderance was seen in our group. Male:
female ratio was 9:1; the possible reason could be higher
rate of alcohol consumption.

The most common presenting complain was pain in ab-
domen, 83%, followed by lump in abdominal lump. (Ta-
ble.1) According to Habashi S et al, pancreatic pseudo-
cyst should be suspected in patients who has persistent
abdominal pain, anorexia, or abdominal mass after a case
of pancreatitis.”! In the study by Mohammed H Al Jawher,
pain in abdomen was the complaint in 90% of the pa-
tients.!

Alcoholic Pancreatitis was the most common etiologic fac-
tor for pancreatic pseudocyst accounting for 66.67% fol-
lowed by gall stones which was seen in 13.33% cases and
with alcohol with gall stones was noted in 6.67%. Trau-
matic pancreatic pseudocyst formed 13.37% of the cases.
(Table 1) According to Pitchumoni et al alcohol-related
pancreatitis accounts for 59-78% of all pseudocysts. 1 In
a study by Usatoff V et al patients with chronic pancre-
atic pseudocysts had established chronic pancreatitis as a
result of alcoholism in 71% of cases. Other causes noted
were recurrent attacks of acute pancreatitis (5%), cholelithi-
asis (4%) or unknown causes (20%). ©

In our study, 10% of the patients had diabetes mellitus
and 10% patients had hypertension. 3.3% of the patients
had both diabetes and hypertension as associated medical
conditions. Overall 23.3% patients had associated co mor-
bidities. . (Table 1)

In our study group 23.3% patients had unilateral pleural ef-
fusion and 10% patients had a bilateral pleural effusion on
x ray chest.

Most common location for pancreatic pseudocyst was the
body of pancreas (60%) followed by body and tail of pan-
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creas and then the head of pancreas. (Table 1) Sanfey in
a study of 97 cases of pancreatic pseudocyst found near
equal distribution of the pseudocysts in the head and
body with only 7% appearing in the tail.”! According to the
study conducted by Bourliere M, Sarles H most of the ex-
tra pancreatic pseudocysts originate from the body or tail
of the gland.!"

In our study, 86.67% of the pseudocysts were single and
13.33% were multiple. (Table 1) which was supported by
a study of Frey and Goulet et al where the frequency of
multiple pseudocysts was 11% in a study of 131 cases
14% of 91 patients studied respectively.l"" 2

The maximum dimension of the pancreatic pseudocyst in
our study was 26cm and the minimum was 3 c¢cm with an
average diameter was 11.4 cm. 50% of the patients were
managed conservatively and 50% required some form of
intervention. Of the patients who underwent intervention,
46.67% were percutaneously drained, 20% had an open
cystogastrostomy and 33.33% were drained ERCP guided.
(Fig 1) 89.3% pseudocysts resolved completely, 7.1% did
not resolve while a 3.6% recurred after treatment. (Fig2)
Recurrent attack of pancreatitis, PD communication with
pseudocyst is the probable cause for non-resolution and
recurrence

Amongst the patients in the study 93.3% survived and
6.7% expired. One patient was in the age group 28 to
37 years without any co morbidities and other in 58 to 67
years age group had both diabetes and hypertensive. Both
cases alcohol was the etiological factor. The maximum di-
ameter of pseudocyst was 13 and 12 cm respectively and
was located in the body region.

Recurrence was seen one case with pancreatic pseudocyst
with gall stone disease. In our study there was no statis-
tically significant association between the location of the
pseudocyst and the outcome. (P value = 0.284). According
to Maringhini A et al the pseudocysts located in the tail of

pancreas were less likely to show spontaneous resolution.
13l

There was no significant association between the maxi-
mum dimension of the pseudocyst and the outcome.
(P value- 0.6282) Size was a major factor predicting
pseudocyst resolution in the Aranha et al.series.' The
mean diameter of cystic lesions which resolved was
4+1 cm as compared to a diameter of 91 cm in those
cysts that did not resolve, which was a significant dif-
ference.

CONCLUSION:

Pancreatic pseudocyst is seen predominantly in male
population within the age group of 28 to 37 years. Pain
in abdomen is the most common presenting complaint,
followed by lump in abdominal lump. Alcoholic Pan-
creatitis is the most common etiologic factor for pan-
creatic pseudocyst followed by gall stone and a small
subset of patients had dual aetiology of gall stone with
alcohol in our series. Traumatic pancreatic pseudocyst
accounted for 13.37% of the cases. Pseudocysts are
mostly solitary in comparison to multiple and are seen
mainly in the body area. Large pseudocyst and cysts
with communication with pancreatic duct need some
form of intervention. Small and thin walled pseudocysts
resolve spontaneously.
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Fig.1: Interventions for pseudocyst.

Fig.2: Outcome of cases of pseudocyst.

REFERENCES:

1.

Clinical anatomy by regions. By Richard S. Snell, chapter 5 The Abdomi-
nal Part 1 — The Abdominal Cavity; Pg. no 256-258

Townsend: Sabiston Textbook of Surgery, 19" ed.

SARLES H, MURATORE R, SARLES JC. [Anatomical study of chronic pan-
creatitis of the adult]. Sem Hop. 1961 May 2; 37:1507-22. French. Pub
Med PMID: 13746538.

Sarr MG, Banks PA, Bollen TL, Dervenis C, Gooszen HG, Johnson CD,
Tsiotos GG, Vege SS. The new revised classification of acute pancreati-
tis 2012. Surg Clin North Am. 2013 Jun;93(3):549-62. doi: 10.1016/j.
suc.2013.02.012. Epub 2013 Mar 27. PubMed PMID: 23632143.

Habashi S, Draganov PV. Pancreatic pseudocyst. World J Gastroenterol.
2009 Jan

7;15(1):38-47. Review. PubMed PMID: 19115466; PubMed Central PM-
CID: PMC2653285.

Mohamed H AlJawher, Jasim D Saud& Mushtag Ch Abo Al-Hael, Select-
ed Management

of Pancreatic Pseudocyst,Bas J Surg, September, 11, 2005.

Pitchumoni CS, Agarwal N. Pancreatic pseudocysts. When and how
should drainage be performed? Gastroenterol Clin North Am. 1999
Sep;28(3):615-39. Review. PubMed PMID: 10503140.

Usatoff V, Brancatisano R, Williamson RC. Operative treatment of
pseudocysts in patients with chronic pancreatitis. Br J Surg. 2000
Nov;87(11):1494-9. PubMed PMID: 11091235.

Sanfey H, Aguilar M, Jones RS. Pseudocysts of the pancreas, a review of
97 cases. Am Surg. 1994 Sep;60(9):661-8. PubMed PMID: 8060036.

10 Bourliere M, Sarles H. Pancreatic cysts and pseudocysts associated with

acute and chronic pancreatitis. Dig Dis Sci. 1989 Mar;34(3):343-8. Pub-
Med PMID:
2646086.

11 Frey CF Pancreatic pseudocyst--operative strategy. Ann Surg. 197

Nov;188(5):652-62. PubMed PMID: 309751; PubMed Central PMCID:
PMC1396778.

12 Goulet RJ, Goodman J, Schaffer R, Dallemand S, Andersen DK. Multiple

pancreatic pseudocyst disease. Ann Surg. 1984 Jan;199(1):6-13. PubMed
PMID:6691732; PubMed Central PMCID: PMC1353250.

13: Maringhini A, Uomo G, Patti R, Rabitti P, Termini A, Cavallera A, Darda-

noni G,Manes G, Ciambra M, Laccetti M, Biffarella P, Pagliaro L. Pseudo-
cysts in acute nonalcoholic pancreatitis: incidence and natural history. Dig
Dis Sci. 1999Aug;44(8):1669-73. PubMed PMID: 10492151.

14 Aranha GV, Prinz RA, Esguerra AC, Greenlee HB. The nature and course

of cystic pancreatic lesions diagnosed by ultrasound. Arch Surg. 1983
Apr;118(4):486-8.PubMed PMID: 6830440.

354 = INDIAN JOURNAL OF APPLIED RESEARCH



