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Introduction

Pancreatic pseudocysts are, in most cases, a complication of acute pancreatitis; however, they
can be caused by cystic pancreatic neoplasms, which correspond to about 10% of cystic lesions.
There are several ways to classify cystic formations of the pancreas. These include division

by epithelial lining, which can be of type 1, 2 or 3. The first is defined as absence of epitheli-

al lining (pseudocyst), and is the factor that differs from type 2, in which an epithelial lining
(mucinous cystadenomas and serous cystadenomas) exists. Finally, type 3 is characterized by
the degeneration of solid lesions (papillary cystic-solid tumors, ductal adenocarcinomas, and
neuroendocrine tumors).3

Pseudocysts are composed of a collection of fluids, rich in amylase, usually close to the head
and body region of the pancreas, which encapsulates and forms cystic lesions of peripancreatic
and/or intrapancreatic origin. This cystic formation is characterized by a well-defined capsule
with solid material inside and an absence of epithelial lining. The collection accumulates in

a more localized way and becomes delimited after 4 weeks. After this period, it may present a
necrotic character with solid characteristics.3
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This study aims to report a clinical case of pancreatic pseudocyst and to discuss the main ther-
apeutic forms adopted for this pathology, thus showing the most appropriate conduct for these
rare cases.

Case report

A 30-year-old female patient, a chronic alcoholic, reported that she had started to experience
epigastric pain, nausea and weight loss about 2 months previously. It evolved with asthenia,
hyporexia, vomiting (containing only food remains) and a continuous band-like pain in the
abdomen with irradiation to the back when the pain intensified. She did not report fever, dys-
pnea, dysuria or other complaints.

The exam requested was an abdominal tomography, which showed a unilocular expansive le-
sion in close contact with the body of the pancreas and without communication with the main
pancreatic duct.

The case evolved into an acute clinical picture of intense, colicky pain, with an intensity of
10/10, located in the hypochondrium and left flank. In addition, she was sweating, tachycar-
dic, hypotensive (90/50mmHg), with a rigid abdomen, presenting pain on superficial and deep
palpation, with pain on sudden decompression in the hypochondrium and left flank. An ex-
ploratory laparotomy was performed. Intraoperatively, a greenish fluid with associated debris
was identified, the result of the rupture of a pseudocyst. Pseudocyst-gastric bypass, pseudocyst
drainage, exhaustive lavage and closure in layers were performed.

Discussion

Numerous therapeutic approaches exist to treat pancreatic pseudocysts that result from acute
pancreatitis or from an exacerbation of chronic pancreatitis. The interventions that may be
adopted are expectant management, endoscopic drainage, percutaneous drainage, and surgical
treatment. In the case of the last three interventions and in the absence of complicating fac-
tors, the procedure can be delayed for up to 6 months after the initial episode of pancreatitis,
since this allows the wall of the pseudocyst to thicken and mature.¢

Expectant management

The choice of expectant management is especially appropriate in the case of small, asymptom-
atic pseudocysts. Spontaneous resolution is common, especially in clinical cases that occur af-
ter an episode of acute pancreatitis. It is worth mentioning that stable pseudocysts, i.e., those
that do not increase in size, rarely cause symptoms and the gold standard for the treatment of
uncomplicated pseudocysts is conservative. Conservative actions include the use of analgesics,
antiemetics and a hypocaloric diet.®

Endoscopic drainage

This type of procedure is often used when the pseudocyst is close to the stomach and duode-
num. It is a viable alternative for pseudocysts in which the site comprises dozens of collateral
vessels. When symptoms, infection or pseudocyst growth occur for at least 4 weeks after the
onset of pancreatitis and no complications arise, endoscopic ultrasound-guided drainage is the
gold standard treatment.!?
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Percutaneous drainage

This type of procedure is performed only in critically ill patients who cannot tolerate surgical
or endoscopic procedures, or in those with an infected or complicated immature pseudocyst,
since percutaneous drainage does not require wall maturation before intervention.¢

Surgical procedure

Surgical treatment is the most invasive and definitive form of resolution of pancreatic pseudo-
cyst presentations. Drainage can be either external or internal. The first is used in the case of
pseudocysts, whether complicated or not, when the wall covering the collection still does not
present an adequate consistency for internal drainage to be carried out, but this treatment is
currently in disuse. Internal drainage is the surgical treatment most often used by surgeons
today. For this to occur, the exact location of the pseudocyst must be known.¢

Internal surgical drainage

The type of procedure used will depend on the location and characteristics of the pseudo-
cyst. The location can be in the head, body or tail, and treatment will depend on whether the
pseudocyst is fistulized or not, as will be classified in the following text.

If the pseudocyst is in the head of the pancreas and does not have a fistula with a pancreat-

ic duct, the best procedure is to perform an omentoplasty. On the other hand, if a fistula is
present between the pancreatic duct and the cystic formation, an anastomosis between the
pseudocyst and the digestive tract is the preferred procedure. Care must be taken with drain-
age in the second duodenal portion to avoid injury to the duodenal papilla or the terminal bile
duct. If the pseudocyst is in the body of the pancreas and no fistula exists, the recommended
procedure is unfolding with omentoplasty. In the case of fistulization between the pancreatic
duct and the cyst, a central pancreatectomy or anastomosis between the pseudocyst and the
digestive tract is performed. In cases where the pseudocyst is in the tail of the pancreas, with
a fistula between the pancreatic duct and the cyst, the recommended procedure is a distal pan-
createctomy or budding procedure with omentoplasty.>

This classification has a level of evidence-5 and recommendation-4 (expert opinion), and all
types of procedures must be associated with the use of albendazole, 1 week before surgery and
up to 2 months postoperatively.2

In the clinical case under discussion, an abdominal tomography was performed, which showed
a unilocular expansive lesion in close contact with the body of the pancreas and with no com-
munication to the main pancreatic duct, in addition to lateral rejection of the stomach. With
these findings, it was possible to suggest the course of treatment to be performed. Among the
available treatments, the most viable ones could be surgery with anastomosis between the
pseudocyst and the gastric tract, endoscopic drainage, expectant management, or even percu-
taneous drainage, due to the location of the liquid collection.

However, since the patient presented unstable hemodynamic activity, extreme weight loss and
subacute malnutrition, the initial management was preoperative nutrition. However, after 20
days, the clinical picture worsened with the appearance of a possible acute abdomen, presence
of abdominal distension, flat abdomen, tachycardia and intense acute pain. Associated with
this condition, imaging tests found a large amount of free fluid in the abdominal cavity. At
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that moment, the main hypothesis was a ruptured pancreatic pseudocyst and, in these circum-
stances, the best course of action was an exploratory laparotomy with pseudocystogastroanas-
tomosis, including collection of material for culture without biopsy of the ruptured material.

In pseudocysts with a retrogastric location, the main invasive surgical technique for drainage is
pseudocystogastroanastomosis (anastomosis of the pseudocyst with the posterior gastric wall),
which is known as the Jurasz technique. This aims to establish communication of the pseudocyst
with the anterior wall or back of the stomach, so that the collection drains into the stomach.*

Conclusion

The best management for cases of pancreatic pseudocyst will depend on the patient’s clinical
state, the complications present and their location.

A review of the bibliography led to the conclusion that, due to the specific case and the numer-
ous forms of treatment, initially, the patient was hemodynamically unstable, malnourished
and incapable of being subjected to definitive invasive procedures. However, after evolving into
a clinical picture of acute abdomen with a rare rupture of the pseudocyst, the best therapeutic
approach was an exploratory laparotomy with pseudocystogastroanastomosis, due to its loca-
tion in the body of the pancreas.

Therefore, one can conclude that the ideal scenario in cases of cystic lesions of the pancreas

is clinical evaluation, imaging and programming of the most appropriate therapy, especially
because the majority of these cases are pancreatic pseudocysts after episodes of acute pancre-
atitis. However, as an acute situation of urgency existed in the case under analysis, the surgical
procedure was mandatory, with no time to investigate the etiology of the cystic lesion initially
found. The patient had a good postoperative evolution, with no signs of recurrence or growth

of the lesion, a fact that suggests that the condition was a pancreatic pseudocyst and not a
neoplastic cystic lesion of the pancreas.
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