lleus Secondary to Pancreatic Pseudocyst : A Case Report
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Intra or extrapancreatic pseudocyst is a common local complication in pancreatitis, but involvement of
the colon secondary to acute and chronic pancreatitis is a rare complication. A CT scanning of a 45 year-
old female with complaints of abdominal pain radiating to back and constipation for three days, was
consistent with ileus resulting from compression of the pseudocyst to the transverse colon. Oral intake of the
patient was stopped, and parenteral alimentation and nasogastric decompression is started. Abdominal CT
scanning findings improved gradually, with resolution of the transverse colonic compression, in accordance
with clinical and laboratory findings. [Turgut Ozal Tip Merkezi Dergisi 1996;3(2):124-126]
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Pankreatik pseudokiste bagh ileus : olgu sunumu

Intra veya ekstrapankreatik pseudokistler pankreatitin stk goriilen bir lokal komplikasyonudur, fakat akut
veya kronik pankreatitte kolonun tutulumu nadiv bir komplikasyondur. Ug giindiir devam eden, sirta vuran
karin agrisi ve konstipasyonu olan 45 yasmdaki bir kadin hastanmn CT'si bir pseudokistin transvers kolona
basisina bagly ileusla uyumluydu. Hastanin oral alimi durduruldu ve parenteral alimentasyon ve nazogastrik
dekompresyon yapildi. Transvers kolona basi diizelirken, klinik ve laboratuar bulgularyla uwyumlu olarak
CT bulgulart da tedrici olarak diizeldi. [Journal of Turgut Ozal Medical Center 1996,3(2):124-126]

Anahtar Kelimeler:fleus, pseudokist, pankreatit

Intra or extrapancreatic pseudocyst is a commomith ileus resulting from pressure of a giant
local complication in pancreatitis (1,2). Pathologicalpseudocyst secondary to acute pancreatitis, to share
involvement of the colon secondary to acute andhe diagnostic and chronologic follow-up CT
chronic pancreatitis is a rare complication of majorscanning findings of this rare complication.
clinical interest. Cont_lgwty W|th_the tail pf th(_a CASE: A 45 year-old female was admitted to
pancreas and certain anatomical relationships

. . : our clinic with complaints of abdominal pain
particularly at the level of the peritoneal reflections, .. o
. . : radiating to back and constipation for three days. On
explain the involvement of, particularly, the left

flexure of the colon and the adjacent part of thephysmal examination, she was normotensive. There

transverse colon. We report a patient, presenting
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were abdominal distension, no bowel sounds, and aDISCUSSION
epigastric mass.

On laboratory examination, her amylase and Pathological involvement of the colon secondary

lipase levels were 438 U/L (60-290), 435 UJL (0-1© acute and chronic pancrealitis is a rare
190) respectively and other biochemical parametersc,o.nﬁ'pllcatlon of clinical interest. Contlgmty with the
CBC, urinanalysis, chest X-ray and ECG findingsta'l of the pancreas and certain anatomical

were normal. Upright abdominal X-rays revealedrelgﬂonshms, pa_rt|cularly 6.“ the _Ievel of the
air-fluid levels. On CT scanning of the abdomen peritoneal reflections, explain the involvement of

there was a cystic, lobulated and irregular quid:Ee Ifﬂ flexure of tTe CO_:%” anlt_j fchel a:cdjacent partbof
collection which started from the neck of the!'€ lransverse coion. € clinical forms may be

pancreas and lied to the cauda, compressing tHEted as follows: 1) _Adynamlc . lleus qf th_e
transverse colon and elevating the antericNtransverse colon associated, on direct radiological

abdominal muscles. There were also mesenteri xamination, with the picture of praximal colan
cysts adjacent to the head of the pancreas a {stention with clear-cut interruption at the level of
duodenum. The walls of these cysts enhanced wit e transverse colon or left f'?xuf‘?’ 2) Stenosis of
i.v contrast. There was dilatation on proximalt e left flexure due to pericoliis and to the

portion of the compressed transverse colon and aip_brosclerosmg process that may take in other

fluid levels were seen in segments of small intesting©NtIguoUS organs also. 3) Fistula of the left flexure
(Figure 1). or on the adjacent part of the transverse colon due to

parietal necrosis and vascular impairment (3).

These findings were thought to be consistenCommonly, 80% of the pseudocysts were smaller
with ileus resulting from compression of thethan 6 cm, 46% were in the range from 2 to 6 cm,
pseudocyst to the transverse colon. Oral intake ddnd 34% were smaller than 2 cm (4). In addition to
the patient was stopped, and parenteral alimentatiogthese possible mechanisms, this very large
and nasogastric decompression were started. Thgeudocyst caused this ileus by direct mechanical
abdominal findings improved on thg day and effectin our case.
nasogastric tube was withdrawn. Oral intake was . .
restarted on 7 day. Serum amylase and lipase In fact, diagnosis and management_ .Of
levels were decreased gradually and every other dgﬁe_udocysts of the pancreas often pre sent d|ﬁ|cglt
measurements were found to be 438, 398, 255, 22 ,|n|c_al proble_ms. meg to advances in pancrea_tlc
153, 69 U/L and 435, 429, 424, 414, 405, 324 U/M39iNg Cystic lesions of the pancreas are being
respectively. Abdominal CT scanning findings Wererecogmzed with Increasing frequency. Cpmpqted
also improved gradually, with resolution of thetomography (CT) is the best overall imaging

transverse colonic compression, in accordance witH‘Oda“ty_ n the clinical evalua_tlon_ of acute
clinical and laboratory findings (Figure 2) pancreatitis. It can detect complications such as
' phlegmenous extension outside the gland, abscess,

Figure 1. CT scanning of the abdomen; demonstrates  Figure 2. CT scanning of the abdomen; demonstrates
dilatation on proximal portion of the compressed resolution of the transverse colonic compression on
transverse colon or"‘day. 7th day.
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and pseudocyst formation and hemorrhage. CT is
the imaging modality of choice in clinically severe
pancreatitis of patients representing diagnosti@-
dilemmas or failing responds to conservative
therapy and in patients with suspected complications
(1,2,4-6). Pancreatic necrosis can be diagnosed wiﬁi
the use of dynamic CT scanning after the rapid
bolus injection of iodinated contrast media. The,
information gathered can be used to guide clinical
management and provide anatomic detail for
percutaneous aspiration and drainage or surgical
intervention when indicated (1,5,6). Sensitivity in5.
detection of cysts based on intraoperative findings
(gold standart) was 98% for CT, and 94% for
ultrasonography (4). MRI was also equivalent to cT®
in assessing the location and extent of peripancreatic
inflammatory changes and fluid collection (7). The,
value of the CT scanning in diagnosis and follow-up
is also shown as seen from the presented figures.
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