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Case Report

A Rare Case Report of Pseudo Pancreatic Cyst in a Child
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INTRODUCTION

It is difficult to diagnose pancreatic cysts in children. Any previous history of acute
pancreatitis is very important because it can lead to a wide set of complications like
pseudocyst, pancreatic necrosis, splenic venous thrombosis etc. The most known and
common cause of pancreatic pseudocyst in children is trauma. The characteristic
features of pancreatitis include abdominal pain, serum lipase or amylase values three
times more than that of the normal range and characteristic radiological features.

Pancreatic pseudocyst may occur in 15 % of children with acute pancreatitis as a
complication.! Pancreatic juice collection enclosed by a wall of granulation or fibrous
tissue, is defined as a pseudocyst. As the resulting cyst has no true endothelial lining,
it is classified as a pseudocyst.2 The pseudocyst contains inflammatory pancreatic
fluid, mainly the lipase enzyme or semisolid matter.

The incidence of pseudocyst is relatively low 1.6 % - 4.5 %, or 0.5 - 1 per 100 000
adults per year.2 Very few cases of pancreatic pseudocyst have been reported in
world literature. Commonly, it develops as a sequel of acute or chronic pancreatitis.
It develops around 4 weeks after the episode of acute pancreatitis.3 It is characterized
by pancreatic inflammation, abdominal pain and raised levels of serum digestive
enzymes.* Here we discuss a case report of pancreatic pseudocyst in a 10-year-old
male child presenting with history of abdominal pain and decreased appetite.

PRESENTATION OF CASE

A 10-year-old male child, born out of a non-consanguineous marriage was brought to
outpatient department with complaints of pain in abdomen and decreased appetite
since one month and vomiting since three days. The abdominal pain was insidious in
onset, episodic and dull aching type in the epigastric region with increased intensity
and frequency since 3 days.

It was associated with 5 - 6 episodes of vomiting which was non-bilious, non-
blood tinged, non-foul smelling, and non-projectile and containing food particles.
There was no history of fever, trauma, loose stools, and weight loss, yellowish
discoloration of skin and sclera and convulsions. He received medication cefixime,
ondansetron, pantoprazole and mefenamic acid from the private practitioner. There
was no significant family history. The child’s weight was 23 kilograms and his height
was 136 cm.
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He was afebrile, with vital parameters of pulse rate of 96 beats
/ minute, blood pressure of 96 / 64 mmHg, a respiratory rate
of 22 breaths / minute, and oxygen saturation 98 % on room
air. On general examination revealed pallor, no icterus, and
cyanosis or clubbing. There was no cervical lymphadenopathy.
His abdomen was soft without hepatosplenomegaly. Normal
heart sounds were auscultated on cardiovascular examination
and air entry was bilaterally equal on respiratory examination.
No neurological deficit on nervous system examination.
Laboratory investigations revealed haemoglobin 11g / dl,
WBC 11,200 / mm3, platelets 3.31 lakh / mm3. His serum
electrolytes, liver function and renal function tests were
within normal limits. His serum amylase and serum lipase
levels were 109 and 139 U / L respectively, which were within
normal limits. Ultrasonography of the abdomen and pelvis
revealed a large multiseptated cystic lesion in epigastrium,
posterosuperior to stomach and abutting left lobe of liver
suggestive of hydatid cyst or large infected cyst. To confirm the
diagnosis contrast enhanced computed tomography (CECT)
abdomen was done. It demonstrated the multiple
calcifications in the head, uncinate process, proximal body and
main pancreatic duct of proximal body and tail region. There
was evidence of a well-defined peripherally enhancing smooth
walled cystic lesion (pseudocyst) noted in the epigastric
region, posterosuperior to stomach which was suggestive of
acute or chronic pancreatitis with dilated main pancreatic duct
and pseudocyst (Fig 1,2).

Figure 1.
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For the evaluation of pancreatic and biliary anomalies
magnetic resonance cholangiopancreatography (MRCP) was
done. It confirmed the changes of chronic pancreatitis with a
large well-defined pseudocyst of pancreas noted anterior to
the pancreas, appearing hypointense on T1 and hyperintense
on T2 weighted images (Fig 3). He underwent a successful
cystogastrostomy. The cystic fluid amylase levels were 9228 U
/ L. Post operatively he recovered well with an uneventful
further stay in hospital and was then discharged after 7 days.

DISCUSSION

In children, chronic pancreatitis usually presents as recurrent
or chronic abdominal pain, impairing one's quality of life.
Patient may also present with anorexia, nausea, vomiting and
weight loss. In such cases, serum lipase and amylase levels are
usually within normal limits or may be just mildly elevated.
Pseudopancreatic cyst is uncommon in paediatric age group.>
In its rare occurrence, the pseudocyst is usually confined to the
retroperitoneal space around the pancreas.® In two studies,
the frequency of pancreatitis was reported to be 3.6 and 13.2
cases per 100,000 children, respectively.78

The pseudocysts appear to arise from disruptions of the
pancreatic duct followed by extravasation of pancreatic
secretions, mostly due to pancreatitis or trauma.? A previous
history of acute pancreatitis, if elicited, would be significant.10
Trauma is the most common etiological cause. Other causes
include biliary tract disease, raised intracranial tension, viral
conditions and / or steroids.!! Patients may have a similar
presentation as that of chronic pancreatitis, with / without the
presence of an abdominal mass and jaundice. Differential
diagnosis of this condition would include renal cysts,
mesenteric cysts, re-duplication of gastrointestinal tracts,
hydronephrotic ~ cysts, dermoid cysts, teratomas,
neuroblastoma, Wilms tumour, retroperitoneal hematomas
and polycystic kidneys.1213 The preferred modality for further
evaluation of chronic pancreatitis and pseudocyst is either an
USG or a CECT Abdomen. Sensitivity rates near 75 % to 90 %
for ultrasonography in the detection of pancreatic
pseudocysts. MRCP and endoscopic retrograde
cholangiopancreatography (ERCP) are also essential for
evaluating the biliary and pancreatic anomalies. Depending on
the cause of chronic pancreatitis, endoscopic treatments
include drainage of pseudocysts, stone extraction and
pancreatic or biliary endoprosthetic stenting. Supportive care
usually helps resolve most of the pseudocysts. Pseudocyst of
pancreas although a rare condition in children is a clinically
significant entity. Its management depends on the size of the
pancreatic injury and availability of facilities for percutaneous,
internal drainage and endoscopic procedures. In cases where
percutaneous or endoscopic drainage of pseudocyst becomes
difficult or complicated, cystogastrotomy is done.1415

CONCLUSIONS

In conclusion, we report a rare case of pseudopancreatic cyst
in a child. The timely detection of pseudopancreatic cyst and
intervention can lead to satisfactory surgical outcomes.
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Therefore, it is essential to evaluate for pseudopancreatic cyst
in any child presenting with a chronic abdominal pain.
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