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Abstract study. M: F is 4.33:1.

Aim and objectives: To study the clinical features and
different modes of management of pancreatic pseudocyst
and their outcome

Materials and methods: This is a prospective study
done from June 2021 to December 2022. In this study 32
patients were selected, who were diagnosed as pseudo
pancreatic cyst admitted in Alluri Sitarama Raju
Academy of Medical Sciences, Eluru from June 2021 to
December 2022. All the Patients underwent definitive
treatment. Data related to the objectives of the study was
collected

Results: From our study it is observed that

1. Majority of patients belonged to the age group of 31-
50 years, which constituted 16 (50%) patients in the

2. Most commonetio logical factor was alcohol.

3. Most common mode of presentation was pain
abdomen followed by abdominal distension /mass per
abdomen.

4. Incidence of palpable mass was in 75% of the
patients studied, but with the usage of USG and CT scan,
Pseudocyst was detected Nall the patients.

5. Conservative treatment was use Fuli nun com
plicated, acute pseudo cyst still they regressor mature
when surgery became necessary. The results of internal d
rain age were excellent, which was done in 56. 25 % of
the patients in our study.

6. The post operative complications include pain

abdomen and wound infection seen in 9 patients of the
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study.

Conclusion

We conclude that, the pseudo pancreatic cyst is the most
common complication of pancreatitis. Early diagnosis
and timely management with the use of serial USG and
internal drainage for mature cyst, external rain age for
complicated cyst results in good prognosis.

Keywords: Pseudo pancreatic cyst, internal drainage,
External drainage, USG, CT scan.

Introduction

Pancreatic pseudocyst is a localized collection of
pancreatic secretions surrounded by a wall of fibrous or
granulation tissue that arises as a result of acute or
chronic pancreatitis, pancreatic trauma, or obstruction of
the pancreatic duct by a neoplasm?.

Pseudocysts account for about 75% of cystic lesions of
the pancreas. They are distinguished from other peri
pancreatic fluid collections (cystic neoplasms and con
genital, parasitic and extra pancreatic cysts) by their lack
of an epithelial lining, high concentration of pancreatic
enzymes within the pseudo pancretic cyst and formation
at least 4 weeks after an episode of pancreatitis or pan
creatic trauma?. Pseudocyst is formed by the in flam
matory response that occurs after extravasated pancreatic
secretions are walled off by the surrounding structure.
The capsule of the pseudocyst can be thin fibrous tissue
which can progressively thicken as the pseudocyst
matures frequently; the liquid contents of the pseudocyst
are gradually reabsorbed by the body, and pseudo cyst
resolves indicating that the communication between the
pseudocyst and the pancreatic duct has closed.
Persistence of a pseudocyst implies ongoing communi
cation with the pancreatic ductal system regardless of
whether the ductal system can be demonstrated radio

graphically or patho logically?®.
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Natural history

Pseudocysts are formed by the inflammatory response
that occurs after extravasated pancreatic secretions are
walled off by the surrounding structures. Their walls are
composed of fibrous and granulation tissue derived from
peritoneum, retroperitoneal tissue or serosal surface of
adjacent viscera. The capsule progressively thickens as
the pseudocyst matures, often the liquid contents of the
pseudocyst are gradually reabsorbed by the body and the
pseudocyst resolves, indicating that the communi cation
between the pseudocyst and the pancreatic duct has
closed. The persistence of a pseudocyst implies an
ongoing communi cation with the pancreatic ductal
system.

Pseudo cyst collections, with an indistinct interface
between fluid and adjacent organs, irregular contours
with segments of pancreatic wall that are concave are
most likely to resolve. Spherical or ovoid collections
with sharp margins, especially in association with
pancreatic calcifications, are likely to persist. In general,
the closer to the onset of acute pancreatitis a fluid
collection is detected, the more likely it is to resolve.
Fluid collection may resolve by spontaneous trans peri to
Neal reabsorption, decompression of the collection into
the pancreatic duct, or erosion of a cyst into a hollow
viscus with sub sequent cyst- enteric fistula formation or
rarely, by free rupture into the peritoneal cavity.

Cysts larger than 4-6¢cms are less likely to resolve by
themselves. Smaller cysts and cysts which fail to show a
decrease in size or those that shows an increase in size
during a 3—4-week period of observation are unlikely to
resolve. Patients with multiple pseudocysts are unlikely
to resolve. Chronic pseudocyst, especially are unlikely to
resolve. Traumatic cysts are less likely to resolve as they

tend to be more mature at the time of presentation.
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Pathogenesis

The pathway by which pseudocysts are formed often
follows a progression which includes diffuse peri pan
creatic effusion, pancreatic necrosis, lique faction, phleg
mon, acute pseudo cyst and finally encapsulation or
maturation. In acute pan creatitis, the duct disruption
leads to escape of pancreatic juice into the surrounding
tissue, since there is no natural barrier. They may be
located anywhere from the mediastinum to the scrotum.
They are commonly found in lesser sac or anterior para-
renal space.

Cysts arising in the setting of chronic pancreatitis, most
often without a determinate antecedent flare of acute
pancreatitis are referred to as chronic pseudocyst and
generally have a mature wall on presentation. Hence the
duct ruptures, owing to inspissated duct. Because the
pancreatic parenchyma is firm and fibrotic, chronic
pseudocyst commonly are located within the substance
of the gland.

Aetiology

10-20% of patient with acute pancreatitis. 20-40% of
patient with chronic pancreatitis*.

65% pseudocysts are due to alcohol related pancreatitis.
15% pseudo cysts are due to gall stones induced
pancreatitis.>®

5 to 10% are due to traumatic pancreatitis.

45-50% of pseudocysts occur in or around the head of
the pancreas and the remainder are evenly distributed
along the neck, body and tail of the pancreas.

Clinical features

90% of patients present with epigastric pain. 25-45%
with abdominal mass.

50-70% with early satiety, nausea and vomiting. 20-50%
with weight loss.

10% with jaundice.

©2023, IJIMACR

10% with low grade fever.”®

Abdominal pain is the most common symptom in
patients with a pseudocyst. Pseudo cysts that follow an
episode of acute pancreatitis are often characterized by
persistence or recurrence of upper abdominal pain weeks
after the initial attacks. The symptoms of early satiety,
nausea and vomiting may be secondary to gastro duo
denal obstruction caused by a mass effect of the pseudo
cyst.

More uncommon modes of clinical presentation include
1. Pruritus and jaundice secondary to common bile duct
obstruction.

2. Variceal bleeding secondary to either splenic vein or
portal vein obstruction.

3. Evidence of sepsis secondary to pseudocyst infection.
4. Evidence of intra-abdominal hemorrhage secondary
to bleeding from a pseudoaneurysm in adjacentv is
ceralvessels.

Complications

Infection

Less than 5% of patients with pseudocyst develop a true
infection, marked by a clinical presentation of fever,
leukocytosis and increased pain®'® The aspiration of
purulent fluid from the pseudocyst confirms the presence
of an infection. Open operative drainage allows for the
complete evacuation of all infected material and external
drain may be placed under direct vision. Apan creatic
abscess is one clinical situation in which percutaneous
drainage is clearly the treatment of choice. Success rates
of up to 85 % have been reported in multi pleseries>
and®.

Haemorrhage

Arterial hemorrhage may occurinup to 10% of patients

with pancreatic pseudo cysts.*!4 the most common

source of pseudo cyst associated bleeding is the splenic \©
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artery, with the gastro duodenal and pan creatic duodenal
arteries, also accounting for a significant number of
hemo rrhage events.'® Bleeding may also occur from
portal, superior mesenteric, or splenic veins, although
this occurs less commonly. This is due to erosion of the
vessel wall leading on to pseudoaneurysm form ation
and eventual rupture. Massive bleeding from the varices
of Thes to Mach can occur incases of chronic pan
creatitis complicated by apseudocyst.'’

CT scan with intra venous contrast is an appropriate
confirmatory test in as table patient but Angio graphy
may be necessary for diagnosis and also provides a
mode of treatment.

Embolization of the pseudo aneurysm or sourcevesselis
attempted Asan initial management in a hemo dynami
cally stable patient. Most of these haemorrhages may be
effectively controlled by current embolic techniques.
1819.20.21 patients in whom embolic therapy fails, whore-
bleed, or who are hemo dynami cally unstable require
mergence surgical exploration.

Obstruction

Duodenal obstruction is the most common manifestation
of mechanical obstruction secondary to pseudocyst
formation, obstruction of the stomach, esophagus,
jejunum and colon maybe identified??26, Obstruction of
the mesenteric vessels and portal venous system
(particularly the splenic vein) may lead to extra hepatic
portal hyper tension that causes splenomegaly and
gastric varices?’. Pseudocysts have also been described
as obstructing other retro peritoneal structures such as
IVC and the ureters.

Congestive heart failure secondary to cardiac com
pression by a mediastinal pseudo cyst has also been
reported?®. Biliary obstruction secondary to pseudo cyst

formation is also well described, and it leads to
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complications and cirrhosis. Although biliary obstruction
may be caused by direct compression of the bile duct by
a pseudocyst, most patients have an associated stricture
of the intra-pancreatic portion of the bile duct that does
not improve with pseudocyst drain age alone?®.

Rupture

Spontaneous rupture, the least common complication of
pseudocyst formation, occur sinless than 3% of patients.
Pseudo cyst that ruptures anteriorly into the peritoneal
cavity or posteriorly in to the pleural cavity may lead to
the develop Ment of pancreatic ascites or pan creatic
pleural effusion, respectively®.

Rupture into the peritoneal cavity may lead to severe
acute abdominal pain resulting from chemical peri
tonitis. Rupture can also occur into adjacent hollow
viscus. Silent rupture of a pseudocyst may also occur.
Some pseudocysts are presumed to resolve by rupture or
fistulization into an adjacent portion of the stomach or of
small bowel, similar to operative endoscopic enteric
drainage. No further therapy is needed in these
circumstances.

Investigations

Persistent hyper amyl asemia following attack of pan
creatitis is clue to the presence of pseudo cyst formation;
it is present only in 50% of patients.

Ultrasound

USG is 90% accurate and 98% specific in visualizing
pan creas. In 1/3rd of the patients gas obscures the pan
creas.

CT scan

Contrast enhanced CT scan is the modality of choice for
the frontline evaluation of a pseudo pancreatic cyst in the
modern era®.It provides additional information about

retro peri to Neal extension of fluid collections and

relationship between pseudo cyst and adjacent enteric N
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lumen that is not available from USG. pancreas, fluid is analyzed for amylase content, cytology

ERCP

ERCP demonstrates abnormalities of the pancreatic duct
in up to 90% of the patients with pseudocysts. It should
not be done routinely. ERCP is indicated in patients with
jaundice to differentiate between common bile duct
compression by the cyst and a stricture of the
intrapancreatic portion of the common duct caused by
fibrotic pancreases.

In the former case, cyst drainage alone would relieve the
jaundice, while in the latter case a biliary bypass
procedure is required. As it may introduce infection into
a previously sterile cyst, ERCP should be performed
only when cyst drainage is to be done within 48 hours.
Angiography

Is useful in patient who has had bleeding complications
from pseudocyst or those who have portal hypertension.
The finding of splenic vein thrombosis with left sided
portal hypertension is an indication for splenectomy in
patients undergoing operation for drainage of pseudo
cysts. There is also therapeutic use of Angio graphy to
control bleeding from pseudocyst.

MRI Scan

The use of MRI has been advocated to predict whether
solid debris with in a pseudocyst will prevent adequate
percuta neous drainage®. Conventional MRI also has the
potential advantage of being coupled with MRCP to help
to define pancreatic duct anatomy relative to pseudo
cyst®,

Barium Meal

Is used in patients when there are features suggestive of
compression to adjacent structure by the pseudocyst,
mainly the stomach.

Percutaneous Aspiration

To differentiate pseudo cyst from other cyst of the

©2023, IJIMACR

and relative viscosity.

Management of pancreatic pseudocysts

VvV V. V V V¥V VY V VY

Observation

Percutaneous Aspiration/Drainage

Endoscopic Aspiration/Drainage

Trans papillary Endoscopic Drainage or Stenting
Operative Approaches (Open or Laparo scopic)
Internal Drainage

External Drainage

Pancreatic Resection

Currently, treatment of patients with pancreatic pseudo

cysts is based on the clinical setting, the presence or

absence of symptoms, the age and size of the pseudo

cyst, and the presence or absence of complications.

Timing of the drainage

A pseudocyst that occurs after an episode of alcohol-

related pancreatitis has to be observed for 4 to 6 weeks

with regular follow up and ultrasound examinations of

the abdomen.

After 6 weeks, observation should continue if the size of

the cyst is less than 6cm and the patient is asymptomatic

or if there is decrease in size.

Therapy is indicated if the patent is symptomatic or if

the cyst is more than 6cm, the cyst is increasing in size,

the cyst is infected, or there is a suspicion of malig

nancy.

Observation is unnecessary and immediate drainage is

safe in cysts that have a mature wall or in those arising

in chronic pancreatitis.

Asymptomatic pseudocysts

regardless of size and

duration can be safely observed, provided that they are

carefully monitored and are not increasing in size
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Percutaneous aspiration

It is aimed at aspirating all pseudocyst fluid at one
procedure, without leaving an indwelling drainage
catheter. Fewer than 50% of patients undergoing this
technique, have complete resolution of their pseudo
cyst!?. The remaining patients will require repeat
aspiration. Patients with pseudocyst in the tail of the pan
creas and volume less than 100ml with low intracystic
amylase levels are the best candidates for the percuta
neous aspiration®.

Percutaneous catheter drainage

It involves placement of an indwelling catheter into a
pseudocyst by the Seldinger technique using ultrasound
or CT guidance. The pseudocyst is normally entered
through a flank or trans gastric approach and the tract
may be dilated to accept a catheter ranging in size from
no.7 F to no.14 F. Contraindications to percutaneous
drainage includes the presence of significant pancreatic
necrosis or solid debris in the pseudocyst, lack of a safe
access route, pseudocyst hemorrhage, and complete ob
struction of the main pancreatic duct. The common
complications of percutaneous catheter drainage are
drain tract, persistent or recurrent pseudo cyst and pan
creatic cutaneous fistula.

Endoscopic approach

Flexible upper Gl endoscopy is used to localize and
drain pseudocysts by creating a fistulous tract between
the pseudocyst and the stomach or duodenum?. This
communi cation is made using electrocautery, and an
end prosthesis is left in place to stent open the fistula.
Endoscopic drainage usually requires for the pseudocyst
to be located in the head or body of the pancreas which
is apposed to and bulging into the intestinal lumen.
Endoscopic ultrasound can be used to visualize the

pseudo cyst and to choose a site for drainage. The

©2023, IJIMACR

complication of the procedure includes hemorrhage from
the gastric or duodenal wall and perforation.

Trans ampullary pancreatic stent-is applicable in pseudo
cyst which has obvious communi cation with main pan
creatic duct shown by ERCP. If possible, stent is placed
through the ampulla, along the pancreatic duct and into
the lumen of the pseudocyst; the tip of stent is placed as
close as possible crossing any intervening stricture of the
pancreatic duct. Complications include post procedure
pancreatitis, bleeding and abscess formation secondary
to stent obstruction.

Operative approach (open/laparoscopy)

Internal drainage

The three standard options include

Cyst jejunostomy to a Roux-en-Y jejunal limb
advised when a pseudocyst is located at the base of the
transverse mesocolon and is not adherent to the posterior
gastric wall.

Cyst ogastrostomy

faster procedure and is advised when the pseudocyst is
adherent to the posterior wall of the stomach.

Cysto duodenostomy

advised when the pseudocyst is in the pancreatic head or
uncinate process that lie within 1cm of the duodenal
lumen. Com plications include — duodenal leak and sub
sequent fistula.

Cysto jejunostomy and cysto gastrostomy have com
parable morbidity, mortality and recurrence rates®>=°.
External drainage

Is indicated when gross infection is found at the site of
operation or an immature thin-walled pseudocyst is
present which will not allow safe internal drainage. On
aspiration if purulent material is found, the content of the

pseudocyst cavity is completely evacuated.
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Then at least one closed suction drainage catheter is
placed into the cavity and is brought out through the
abdominal wall. Complications include pancreatic
cutaneous fistula, most of which heals spontaneously.
Pancreatic resection

Distal pancreatectomy is done for pseudocyst located in
the body or tail of the gland. After distal pan Creat
ectomy, a roux-en- y pan creatico - jejunostomy to the
remnant pan creas may be required to decompress an ob
structed abnormal proximal pancreatic duct.

Pan creatico - duodenectomy is advised in sympto matic
pseudocyst present in the head of the pancreas associated
with an inflammatory mass. In this case pylorus
preserving pancreatico-duodenectomy is the procedure
of choice.

Aims and objectives

To study the clinical features and different modes of
management of pancreatic psuedocyst and their outcome
Materials and methods

» Site of the study: Alluri Sita Rama Raju Academy
of Medical Sciences, Eluru

» Type of the study: Prospective study -Observational
»  Period of the study: June 2021 to December 2022

» Sample size: 32

Inclusion criteria

» Patients diagnosed as pseudo pancreatic cyst with
help of diagnostic procedure like USG abdomen, Barium
meal, CT scan Abdomen.

» Admitted patients of both sex and all age groups
Exclusion criteria

a) All the true cyst of pancreas.

b)  Neoplastic cystic swelling of pancreas.

c) Hydatid cyst of pancreas.

d) Congenital cysts of pancreas.

©2023, IJIMACR

Study parameters

This study has included both adults and pediatric age
group patients. Patients with diagnosis of pancreatitis
were monitored.

During the course of their illness, if they developed
features suggesting of pancreatic pseudo cyst, USG of
abdomen was done and if it confirmed the presence of
pseudocyst these patients were included in our study.
Those patients only with or chronic pancreatic or peri
pan creatic fluid collection without evidence of
encapsulation on USG were excluded from the study.

All patients with acute pseudocyst were managed con
servatively by withhold ingoralin take, giving 1 V fluids,
analgesics and antibiotics as long as they had pain
abdomen, vomiting or ileus.

They were then followed up if the cyst did not regress.
Follow up continued till the wall of the cyst matured.

All mature cysts were treated surgically. Data like
duration of hospital stay, conservative management and
its results and surgical procedure done and their results,
complications if any, progress of the pseudocyst on

follow up were carefully recorded.

Results

/Age in years No. of patients Percentage
<10 2 6.25

11-30 10 31.25
31-50 16 50

>51 4 12.5

In our study of 32 patients, the age of patients was
fromlyears to 65 years. Pseudo pan creatic cyst was
common in age group 31- 50 (50%) with mean of 40
years. (Figurel)

This was probably due to alcohol use which was

common in this age group
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Figure 1: Showing age distribution of patients

16

No. of Cases

<10 11-30 31-50 >50
Agein Years

Table 2: sex incidence

Fever 6 18.75
Weight loss 4 12.5
Jaundice 1 3.12

Sex No. of patients Percentage
Male 26 81.25
Female 6 18.75

In our study of 32 patients, there were 26 (81. 25 %)
male patients and 6 (18. 75 %) female patients indicating
that the disease is more common in males with ratio of
male to female is 4. 33: 1. (Figure 2) This again was due
to a higher alcohol intake in males.

Figure 2: Shows sex distribution of patients.

uMale
 Female
Table 3: Symptoms
Symptoms and signs |No. of patients Percentage
Abdominal Pain 32 100
Nausea/ vomiting 24 75
/Abdominal distension 24 75
/Anorexia 8 33.33

©2023, IJIMACR

The commonest symptom was upper abdominal pain
which was present in all patients (100%), followed by
nausea/ vomiting which was present in 75 % of the
patients and abdominal distension (mass) present in 75
% of the patients. (Figure3)

Figure 3: Shows number of patients with symptoms.
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Table 4: signs
Signs No. of cases [Percentage
Mass abdomen 24 75
Ascites 1 3.12
lleus/ intestine al obstruction 1 3.12
\Abdominal tenderness 32 100

The commonest sign was upper abdominal tenderness
which was present in all the patients (100%), followed
by mass per abdomen which was present in 75 % of the
patients. (Figure 4).

Figure 4: Shows number of patients with signs.
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Table 5: Risk factors

Risk factors No. of cases Percentage
Alcohol 21 65.62
Blunt trauma 2 6.25
Biliary disease 2 6.25
Idiopathic 7 21.87

The commonest risk factor was alcohol consumption

which was present in5.62%of the patients, followed by

idiopathic in 21.87 %, blunt trauma was present in 6. 25

% and biliary disease in 6.25 % patients.

Figure 5: Risk factors contribution for Pan creatitis.
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Table 7: investigations
Investigation findings No. of cases [Percentage
Increased serum amylase |8 25
Increased ascitic amylase |1 3.12
Barium meal (+ve) 8 25
USG (+ve) 32 100
CT scan(+ve) 32 32

No.of cases

-
=

0 N S

Alcohol Blunt trauma
Risk factor

Biliary disease Idiopathic

Table 6: associated complications

Complications No. of cases Percentage
Infection 6 18.75
Ascites 1 3.12
Obstruction 1 3.12
Rupture - -
Hemorrhage - -

Infection was the complication found in 18. 75 % of
patients followed by ascites and obstruction, 3. 12 % in
each group and there were no cases of rupture and

hemorrhage.

©2023, IJIMACR

Ultra sound was the basic investigation done in all
patients (100%). Barium meal was done in 25% of the
patients with complaints suggestive of adjacent organ
compression mainly stomach. CT-scan was done in all
patients to know the extent and complication of the cyst
that could not be made out by ultrasound. Serum
amylase was done in all the patients and the results were
positive in all the patients of acute pancreatitis (8 cases)
and asciticamy lase was done in 1 (3. 12 %) of the
patients and result was positive.

Figure 7: Shows investigations done inpatients.

35

No. of cases

5 l )
0 ——

Increased Increased Ascitic Barium Meal (+ve)
Sr.Amylase Amylase

UsG(+ve) CT Scan (+ve)

Investigation
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Table 8. Treatment

Treatment No. of cases [Percentage
Conservative 6 15.62
Percutaneous aspiration 2 6.25
External catheter drainage |7 21.87

Cyst gastrostomy 16 50

Cyst jejunostomy 2 6.25

Distal pancreatectomy - -

The commonest treatment was cyst gastrostomy in 50 %
of the patients followed by external catheter drainage in
21. 87 %, con servatively managed in 15. 62 % and
percutaneous aspiration and cystojejunos to my was
done in 6.25%ofpatientsin each group.

Figure 8: Shows treatment given for patients.

Treatment Modality

Table 9: immediate post operative complications

Complications No. of cases Percentage
Wound infection @4 12.5
Pain abdomen 5 15.62

Immediate post operative persistent pain abdomen was
present in 15. 62 % of patients and wound infectionin12
.5 % of patients.

Figure 9: Patients with immediate post-operative com

plications

No. of cases
[=] = ~N w & w -]

Wound infection Pain Abdomen

Immediate post-operative complication
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Discussion

Sex incidence

Out of 32, 26 patients were male and 6 patients were
female. This is compared with the study of V. Us to fetal
(2000)* and C. Palanivelu etal (2007)%.

Table 10:

Sex  [C. Palanivelu etal|V. Ustoffetal [Present study
Male [70.37% 75% 81.25%
Female [29.63% 25% 18.75%

The incidence of pseudo pancreatic cystis predo minated
in males; this is due to the factthatalcohol consumption
is common in males compared to females.

Age distribution

32 cases of pseudo pancreatic cyst have been studied.
Out of 32 cases, 2 Were of pediatric age group and 30
were of adult groups.

In our study the common age group was 31 — 50 years
(50%) cases, this is compared with a study group of C.
Palanivelu, etal (2007) and V. Usat off, etal (2000).
Table 11:

Age inyears |C. PalaniveluV. Ust offPresent
etal etal study
Mean age group |44 39 40

This result was probably due to alcohol consumption
was more in this age group.

There were 2 patients under pediatric age group; the
cause was unknown. There were 4 patients over the age
of 51 in our study.

Clinical features

The commonest presenting symptoms were pain ab do
men and abdominal distension/ mass per abdomen.
These were compared with the study group of C.
Palanivelu, etal (2007) and V. Usat off, etal (2000).
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Table 12:

Clinical feature |C. PalaniveluV. Present
etal Ustoffetal [study

Pain abdomen 54.63% 100% 100%

Mass per abdomen(9.25% 70% 75%

All patients in our study group presented with pain
abdomen and mass per abdomen in 75 % of the patients.
Risk factors

The common estrisk factor in our study was alcohol con
Sumption. This is compared with the following study

groups.

Table 13:

Risk factor C. Palanivelu)V. Ust of Present
etal fetal study

Alcohol 18.52% 71.42%  65.62%

Consumption

Alcohol consumption was the common estrisk factor.
Complications

The commonest complication was infection followed by
ascites. This is compared with V. Us toffet al (2000).
Table 14:

patients. In our study conservative management was
done in 15. 62 % of the patients and percutaneous aspi
ration in 6.25% of patients in our study group.

Post operative complications

In our study the commonest complication was persistent
pain abdomen followed by wound infection in
immediate post operative period. This is compared with
the study group of Tuulakiviluo to etal (1989) and V.

Usat off, etal (2000).

Table 16:

Complication Tuulakiviluo [V. Present
to etal Ustoffetal [study

Pain abdomen 29% 10% 15.62%

\Wound infection 2% 4% 12.5%

Complication  |V. Ustoffetal Present study
Infection 8.03% 18.75%
Ascites 1.7% 3.12%
Treatment

Treatment commonly employed Nour study was internal
drainage; done in 56. 25 % of patients. This is compared

with the following study groups.

Table 15:

Treatment C. Palanivelu)V. Ust |Present
etal off etal [study

Internal drainage 92.6% 3% 56.25%

External drainage 7.4% 40% 18.75%

Ina study done by Kim KO, Kim TN (2013)%*,

conservative management was done in 19. 42 % of

©2023, IJIMACR

Immediate post operative complications in our series
include, persistent pa in abdomen, present in 15. 62 % of
the patients and wound infection in 12. 5 % of the
patients.

In our study most of the patients were followed up to
periods varying from 3-6 months. There were no
complications except recurrence in 2 patients. 3 of the
patients were lost to follow up.

Summary

Pancreatic pseudocyst represents a common problem in
patients with acute and chronic pancreatitis.

« Male patients continue to predominate with incidence
of 81. 25%.

« Maximum incidence is in the age group of 31 — 50
years.

- Abdomen pain and tenderness are the most common
presenting signs and symptoms seen in 100 % of
patients.

« Incidence of palpable mass was in 75 % but with
usage of USG and CT - Scan, pseudocyst was detected

in all the patients.
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« Uncommon presentations were jaundice, ascites and
fever.

+ Fever was present in6 patients, incases of infected
pseudocyst

« The most common etiological factor was alcohol con
Sumption, which was present in 65. 62%. This is
followed by idiopathic group which constitutes 21.87%,
blunt trauma and biliary disease constitutes 6. 25 %
each.

« USG was the best investigating method for the
diagnosis of pseudocyst and was able to detect pseudo
cyst in all the patients, though extent and complication
were clarified by CT-scan. Barium meal was done in
25% of the patients to know the degree of compression
on the stomach.

 Infection was a common complication present in 18.
75 % of patients followed by ascites and obstruction in
3. 12 % of cases each. The patients with infection and
ascites were managed by external catheter drain age.

« Conservative treatment issue full in uncomplicated,
acute pseudocysts till they regress or mature when
surgery became necessary.

+ USG guided aspiration was done in 6.25% of patients
who refused surgery and recurrence was seen in all these
patients.

+ The results of cysto gastrostomy and cysto jejunosto
my was excellent. The choice of procedure was decided
upon the location of the pseudocyst, its contents and
general condition of the patient. External drainage was
done in 21.87% of the patients with infected pseudocyst
and in patient with as cites.

Conclusion

« The disease was most common in the age group 31-
50 years and was seen mainly in males.

« Most common cause for the pseudocyst is alcohol

©2023, IJIMACR

induced, followed by idiopathic.

« Most common presentation is pain abdomen with ab
dominal tenderness.

+ Ultra sonography and CT _ Scan were the most use
ful investigations for diagnosis and follow - up. Barium
meal was required in selected cases.

« Acute pseudocysts were treated conservatively,
infected cysts required external drainage. Percutaneous
aspiration resulted in recurrence in our cases.

« Anastomoses of the cyst to the nearby bowel, either
cysto gastrostomy or cysto jejunostomy was done in the
majority of cases with good results.

« Most common post operative complications are
persistent pain abdomen and wound infection.

+ Total duration of hospital stay ranged from 10 to 15
days.

 Follow up was done for 3 to 6 months, 3 cases lost in
follow up. Recurrence is seen in two cases who refused
re-admission.
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