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Abstract: Acute pancreatitis has a number of complications. Stress related mucosal lesions in the
gastrointestinal tract and pseudocysts are a few to name. Here by we present a case of a 37 yearold male
patient who was admitted to the urology ward of our institute with a diagnosis of leftpyonephrosis. On
evaluation a diagnosis of infected pancreatic pseudocyst was made. A surgical intervention was carried out
where an external drainage of thepseudocyst was done instead of internal drainage as the patient developed
intraop hypotension.As bile was seen in the drain postoperatively, an evaluation was done which led to a
confirmed diagnosis of gastric perforation. There is no mention in the literature as to when a repair for gastric
peroration in cases of pancreatic pseudocyst has to be carried out.In this case we carried out surgical
intervention2 weeks postoperatively,but were unsuccessful in treating the patient. Hence we conclude that
gastric perforation can be diagnosed post operatively in a case ofpseudocyst of pancreas, but if the patient is
responding to a conservative line of treatmentit is better to delay the perforation closure.
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. Introduction

Acute pancreatitis is a rapid-onset inflammatory process of the pancreas. It is commonly seen
secondary to gallstone, alcoholism, hyperlipidemia or other causes. Acute fluid collection and pancreatic
pseudocyst formation are the common complications.Acute pancreatitis may lead to severe systemic
complications involving the lung, kidney and gastrointestinal tract. Studies have reported that more than half of
patients with acute pancreatitis might present with upper gastrointestinal mucosal lesions [1, 2]. However,
severe gastric necrosis with perforation is rarely encountered. Here, we report a case of acute pancreatitis with a
pseudocyst formation complicated with gastric perforation.

1. Case Report

A 37 year old male patient was admitted in the urology ward our institute with a history of pain in left
side of the abdomen for one month with intermittent fever. Pain was insidious in onset and no specific
aggravating and relieving factors were present. On clinical examination there was a mass felt in the left
hypochondriumand the left lumbar region. The mass was ballotable. On percussion there was a dull note all over
the mass. A diagnosis of left sided hydroureteronephrosis or pyonephrosis was made. Ultrasonography showed
aleft PUJ obstruction with pyonephrosis. The patient underwent ureteroscopy. No pus was seen and hence DJ
stenting was done. As the symptoms did not subside, aCT scan abdomen plain with contrast was done. The CT
scan not confirmatory and a differential diagnosis of left sided pyonephrosis and apseudocyst at the tail of
pancreas was made (Fig 1).The patient was then referred to our surgical unit. The history revealed that the
patient was a chronic alcoholic since 20 years and had previous attacks of pain abdomen,for which he was
treated by a local doctor as acid peptic disease. His blood amylase and lipase were repeated during the episode
of pain and results revealed significantly elevated levels. The patient was diagnosed as having severe acute on
chronic pancreatitis with a pseudocystat the tail of pancreas. A CT scan was repeated which showed a
persistentpseudocyst. He was managed conservatively for two weeks. The patient had repeated episodes of fever
with chills. Total counts were raised.It was then decided to perform exploratory laparotomywith a midline
incision and internal drainage. Intraoperativelyleft kidney was normal. Lesser sac was frozen and could not be
opened. Descending colon was mobilized and 10*10 cms thick walled cyst was present at the tail of pancreas
(Fig 2).The cyst was opened and 1 litre of pus was drained. The pus had a green tingeto it. The patient
developed hypotension after the drainage of pus and hence external tube drainage was done. The patient was
fine for two days post operatively,but on the third day the drain was bilious (Fig 3). Drain fluid analysis showed
bilirubin levels of 11 mg/dl and amylase levels of1 lakh U/L. The patient was then administered withmethelene
blue orally which was seen in the drain.

Oral gastrograffin study was then done,which showed a leak of the dye in the stomach (Fig4). Upper
Gl scopyshowed a perforation at the lesser curvatureof the stomach but could not be clipped because of mucosal
edema. He was managed conservatively and nasojejunal feeds were started. The drain was bilious even after two
weeks and hence an exploratory laparotomy was done which revealed adhesions in the lesser sac. Adhesiolysis
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by sharp dissection was done, (Fig 5) but the gastric perforation was not found intraoperatively and hence the
drain was not taken out. Post operatively the patient was kept in the ICU as the patient had persistent
hypotension and was started on inotropes. Parenteral nutrition was then administered on the 2n post-op day.
Unfortunately the patient developed pneumonia and succumbed to septicemia.

I11. Discussion

A pancreatic pseudocyst is defined as a collection of pancreatic juice enclosed by a nonepithelialized
wall that occurs as a result of acute pancreatitis, pancreatic trauma or chronic pancreatitis. Pseudocystsare said
to occur in 16-50% of cases of acute pancreatitis and in 20—40% of cases of chronic pancreatitis. 70-80% of
pancreatic pseudocysts are related to alcoholic pancreatitis [3].According to previous reports, the
gastrointestinal complicationsof pancreatitis include ileus, obstruction, regional bowel edema, ischemic necrosis
and intramuralhematoma [4]. Colonic perforation with peritonitis has also been reported [5]. As previously
described mucosal lesions in the gastrointestinal track can also be seen.The majority of ulcers are located in
thestomach and duodenum, and concomitant esophagealulcers are not uncommon[6].

In the present case a surgical intervention was carried out as the patient was deteriorating secondary to
infected pseudocyst of the pancreas. Intra operatively internal drainage was not possible due to his deteriorating
blood pressure. Post operatively the drain showed bile following which a diagnosis of gastric perforation was
confirmed by gastrograffin study and upper Gl endoscopy. There are no definitive guidelines in the literature as
to when the intervention for gastric perforation secondary to acute pancreatitis has to be carried
out.Chometowski et al reported a patient with both gastric and colonic perforation; intravascular coagulation
was proposed as the possible mechanism of perforation [7].Kirschniak et al reported a patient with necrotizing
pancreatitis who receivedlaparoscopic necrosectomy and highlighted the development of delayed gastric
perforation of the stomach [8]. Both the studies make no mention about the time at which a surgical intervention
is to be carried out. In the present case though a bilious drain was still seen after 2 weeks of conservative
treatment it showed a definite downward trend. As the patient’s general physical condition was deteriorating
laparotomy for perforation closure was carried out but the treatment was unsuccessful.

1V. Figures

Figure 3: Bilious drain
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Figure 5: Dissection of the posterior gastric wall

V. Conclusion
Gastric perforation in a case of pancreatic pseudocyst is a rare complication which can be diagnosed

intraoperatively or post operatively as seen in the present case report. Finding the exact location of gastric
perforation intraoperatively is difficult due to dense adhesions secondary to pancreatitis. It is better to manage
such a case conservatively if the patient is responding to treatment.
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