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Asymptomatic Pneumoperitoneum After Endoscopic Treatment of Pseudocysts

& 26-year-old woman with alcohol abuse presented with com-
slaints of abdominal distress and weight loss during the previous
‘our months. The physical examination revealed malnutrition,
1scites, painful abdomen, and an epigastric mass. The laboratory
ests showed elevated amylase. lipase, alkaline phosphatase, g-
slutamyl transpeptidase and low hemoglobin (10.2 g/dl) levels.
“ndoscopy showed esophageal varices and compression of the
zastric wall. Computed tomography (CT) revealed ascites. a
lilated pancreatic duct, small cysts, and a 15-cm cyst in the body
md tail of the pancreas (Figure 1). She was placed on a nothing-
yy-mouth regimen with parenteral nutrition, and treatment with
iomatostatin, fluids, and electrolytes was commenced. She
‘eceived antibiotics, and was referred for endoscopic pseudocyst
Irainage.

We first carried out a cystogastrostomy, with placement of a 7-Fr
itent (1,2); a brownish fluid was drained (amylase 12640 U/I).
staphylococcus aureus was cultured. Endoscopic retrograde chol-
ingiopancreatography (ERCP) was carried out 14 days later, and a
7-Fr, 10-cm transpapillary pancreatic stent was placed to drain the
sther cysts. A post-ERCP CT showed improvement of the

pseudocysts, and also a pneumoperitoneum (Figure 2). Despite the
CT findings, she was asymptomatic and continued to eat, and is
still feeling well.

Pseudocysts in chronic pancreatitis may last for long periods, and
some should be treated (2). Those larger than 6 cm usually persist,
and may lead to complications such as infection, abscess,
hemorrhage, rupture, and intestinal or biliary obstruction (3).
Endoscopic drainage is an effective treatment, with low mortality
and morbidity rates. Pseudocysts that do not communicate with the
main pancreatic duct are drained by cystoenterostomy (1,2):
transpapillary stents are placed in communicating cysts (4).
Complications that have been described previously include mild
pancreatitis, stent occlusion, and infection, but not pneumoperito-
neum with a favorable outcome after conservative treatment, The
pneumoperitoneum is thought to have been caused by the
development of a fistula after the cystogastrostomy, allowing air
from the stomach to enter the peritoneal cavity. Endoscopic
therapy is safe and effective, and should be the primary choice for
the drainage of pancreatic pseudocysts.
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Figure 1: CT, showing the dilated main pancreatic duct and cysts in the
pancreatic head and body. A large pseudocyst (15 cm) is present in the body
and tail of the pancreas.
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