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ABSTRACT
Pancreatic pseudocyst is a rare complication of pancreatitis, characterized by an abnormal connection between the pancreas and 
the renal system. We present a case of a 42-year-old male who developed a pancreatic pseudocyst secondary to severe acute pan-
creatitis. The patient presented with abdominal pain, nausea, vomiting, and weight loss. Imaging studies revealed chronic pan-
creatitis, pseudocyst, and a fistulous tract between the pancreas and the left kidney. Management included surgical intervention, 
nutritional support, and medical treatment. The patient presented a month later with a post-operative infection of the pseudo-
cyst for which a percutaneous drainage catheter was placed under ultrasound guidance. Subsequently, he showed improvement 
in symptoms and laboratory parameters and was discharged in a stable condition. This case underscores the importance of a 
multidisciplinary approach in managing complex pancreatic pseudocysts, especially those with renal involvement, to prevent 
complications and to optimize outcomes.

1   |   Introduction

Pancreatitis is associated with a range of local and systemic 
complications [1, 2]. However, fistula formation is noted in only 
a very small proportion of patients with acute pancreatitis [3]. 
These fistulas are generally a result of disruption of the pancre-
atic duct, which may be due to several etiologies such as trauma, 
surgical trauma, pancreatic resection, or those causing pancre-
atitis [4]. Pancreatic duct disruption results in fluid leakage, 
which causes erosion and formation of pathways, the locations 
of which depend on the anatomic location of the duct disruption 
[4]. Management of pancreatic fistulas includes medical and nu-
tritional optimization, surgical interventions, endoscopic treat-
ments, and catheter drainage [3, 5–7].

Pseudocysts associated with acute pancreatitis are loculated 
fluid collections that are rich in amylase and usually develop 
within 2 weeks of the onset of pancreatitis [8]. They may be intra- 
or extra-pancreatic, are inflammatory, and lack a true epithe-
lial lining. Just like pancreatic fistulae, pancreatic pseudocysts 
generally develop secondary to disruption of the pancreatic duct 
and resolve spontaneously unless they develop complications 
[8]. The management of pancreatic pseudocysts includes but is 
not limited to percutaneous, endoscopic, and surgical drainage, 
among others [9–11].

Among these complications, pancreatic pseudocyst stands as a 
rare but significant entity. A pancreatic pseudocyst represents 
an abnormal fluid collection originating from the pancreas and 
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can arise as a consequence of acute or chronic pancreatitis and 
remains relatively uncommon in clinical practice.

The clinical presentation of pancreatic pseudocyst may include 
abdominal pain, fever, and biochemical abnormalities indicative 
of pancreatic injury.

In this report, we present a case of pancreatic pseudocyst forma-
tion secondary to pancreatitis in a 42-year-old male, highlight-
ing the clinical presentation, diagnostic evaluation, therapeutic 
interventions, and outcomes. Through this case, we aim to un-
derscore the importance of early recognition and appropriate 
management of pancreatic pseudocysts to prevent complications 
and optimize patient outcomes.

2   |   Case History/Examination

A 42-year-old male presented with complaints of swelling in the 
epigastric region for 4 months, which worsened progressively. 

It was associated with weight loss. His history included a sin-
gle episode of acute pancreatitis 2 years ago with subsequent 
multiple episodes of mild epigastric pain, which were managed 
conservatively. On physical examination, his abdomen was soft, 
non-tender, and non-distended.

3   |   Methods (Differential Diagnosis, 
Investigations, and Treatment)

Contrast-enhanced CT examination of the abdomen and pel-
vis showed features of chronic pancreatitis and a large per-
inephric pseudocyst that was communicating with a dilated 
pancreatic duct in the region of the pancreatic tail (Figure 1). 
This was causing gross compression and displacement of the 
left kidney posteromedially and inferiorly, with resultant 
splaying and significant thinning of the renal parenchyma 
(Figure 2) but no hydronephrosis or obstructive uropathy was 
observed. Laboratory investigations showed a serum creati-
nine level of 1.4 mg/dL (reference range: 0.6–1.2 mg/dL) which 
indicates mild renal impairment. Urinalysis revealed no he-
maturia or proteinuria.

Subsequently, exploratory laparotomy and cystojejunostomy 
were done in which more than two liters of turbid-appearing 
fluid were suctioned. The wall of the cyst was sent for histopa-
thology. Microscopic examination showed fibro-collagenous 
tissue with a lymphocytic population in a densely fibrosed 
background. No epithelial lining was seen in the entirely sub-
mitted cyst wall, confirming the diagnosis of a pseudocyst 
(Figure 3).

The decision for choosing surgical intervention over EUS-guided 
drainage was based on multiple factors that include: the size and 
location of the pseudocyst, the presence of a fistulous tract, and 
the need for definitive management of the renal involvement. 
In addition, the EUS-guided approach requires relevant skills, 
which were lacking in the gastroenterology department of our 
hospital. The choice between transgastric, pararenal, or other 
approaches depends on the availability of required skills and the 
comfort of the radiologist [9, 10].

Summary

•	 This case highlights the necessity of early recogni-
tion and adoption of a multidisciplinary approach in 
managing complex pancreatic pseudocysts, especially 
those with renal involvement. To avoid complications 
including infection and renal failure and to improve 
patient outcomes, early detection, suitable imaging, 
prompt surgical intervention, and close follow-up are 
essential.

•	 The case also emphasizes the need for tailored treat-
ment plans based on expertise and patient-specific 
factors, highlighting the role of cooperation between 
gastroenterologists, radiologists, and surgeons in opti-
mizing outcomes.

FIGURE 1    |    CT examination of the abdomen and pelvis shows pan-
creatic calcification and a large peripancreatic pseudocyst which was 
communicating with a dilated pancreatic duct.

FIGURE 2    |    CT examination of the abdomen shows a large peripan-
creatic pseudocyst extending into the left perinephric region.
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4   |   Conclusion and Results (Outcome and 
Follow-Up)

The patient presented after 1 month with a history of postoper-
ative fever, vomiting, and fever. A follow-up CT scan was per-
formed, which showed an interval decrease in the size of the 
peripancreatic pseudocyst, with interval development of en-
hancing thick walls along with surrounding fat stranding sug-
gesting infection (Figure 4).

The patient was transfused 2-pack cell volume (PCV) due to low 
hemoglobin and admitted to the ward for further management. 
Intravenous (IV) fluids and antibiotics were continued. An 
ultrasound-guided drain was placed in the pseudocyst cavity, 
and 120 mL of infected fluid was aspirated. Subsequently, the pa-
tient tolerated oral nutrition and was afebrile and clinically sta-
ble before being discharged. After a 3-month follow-up period, 
the patient remained asymptomatic with stable renal function 
(serum creatinine: 1.1 mg/dL) and no evidence of pseudocyst re-
currence on imaging.

Pancreatico-renal fistula is a rare but potentially serious com-
plication of pancreatitis. Early recognition and appropriate 
management are crucial to prevent complications and improve 
outcomes. This case highlights the importance of a multidisci-
plinary approach involving gastroenterologists, radiologists, and 
surgeons in the management of pancreatic pseudocysts. Further 
research is needed to better understand the pathophysiology and 
optimal management strategies for this uncommon condition.

5   |   Discussion

Pancreatic pseudocysts are organized loculated simple fluid 
collections that lack an epithelial lining, contain a fibro-
inflammatory lining made up of fibrous and granulation tissue, 
and persist for more than 4 weeks after the onset of pancreatitis. 
They are usually in the peripancreatic location and less com-
monly in other locations.

Renal subcapsular extension of a pancreatic pseudocyst is ex-
tremely rare and may mimic a renal cortical cyst. Perirenal 
pseudocysts may compress, displace, distort, or depress the 
kidney. These may result in “page kidney” which refers to 
renin-angiotensin-mediated hypertension secondary to renal 
hypoperfusion following long-standing compression of renal 
parenchyma by a subcapsular collection [12–14]. Early manage-
ment of perirenal pseudocysts is, therefore, of high significance.

Pancreatico-renal fistula is a rare complication of pancreatitis. 
Its pathogenesis typically involves the disruption of pancreatic 
duct integrity due to inflammation, ductal obstruction, or tissue 
necrosis [4]. In the background of pancreatitis, inflammation 
can lead to the formation of abscesses or pseudocysts [8], which 
may erode into adjacent structures with resultant fistula forma-
tion [3].

The clinical presentation depends on the extent of the fistula and 
associated complications. Patients typically present with a constel-
lation of symptoms including abdominal pain, urinary symptoms, 
electrolyte abnormalities, or recurrent urinary tract infections. 
These may be associated with raised serum amylase and lipase 

FIGURE 3    |    Low power (A) and high power (B) images show densely fibrosed cyst walls with lymphocytic infiltrate. No epithelial lining is seen.

FIGURE 4    |    Follow-up CT scan showed a decrease in the size of the 
peripancreatic pseudocyst with development enhancing thick walls 
along with surrounding fat stranding.
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levels. Diagnosis may be confirmed through imaging studies 
such as CT, magnetic resonance imaging (MRI), or endoscopic 
retrograde cholangiopancreatography (ERCP). In case renal in-
volvement is suspected, renal scintigraphy may provide additional 
functional information, particularly in assessing renal perfusion 
and detecting complications such as page kidney. Although renal 
scintigraphy was not performed in this case, its utility in similar 
cases should be considered for future reference [12, 13].

Managing pancreatic pseudocysts requires a multidisciplinary 
approach tailored to the individual patient's clinical presenta-
tion and underlying etiology [9–11]. Conservative measures such 
as fluid resuscitation, pain control, and antibiotics may be initi-
ated to stabilize the patient and control symptoms. In cases of 
persistent symptoms or complications such as infection or renal 
dysfunction, more invasive interventions may be warranted. 
Endoscopic therapy, including ERCP with stent placement or 
sphincterotomy, can facilitate drainage of the pancreatic duct 
and promote closure of the fistulous tract. Surgical intervention 
may be necessary in cases of failed endoscopic therapy, extensive 
pancreatic necrosis, or recurrent complications. Surgical options 
include fistula excision, pancreatic duct ligation, or partial pan-
createctomy, depending on the extent of pancreatic involvement 
and the patient's overall condition. In our case, surgical internal 
drainage was performed on first admission. However, the pa-
tient was again admitted with an infected pseudocyst, and an 
ultrasound-guided pigtail drainage catheter was placed.

The prognosis of pancreatic pseudocysts depends on the sever-
ity of pancreatic inflammation, the extent of adjacent tissue in-
volvement, and the timely initiation of appropriate treatment. 
With prompt diagnosis and early intervention, most patients ex-
perience resolution of symptoms and improvement in pancreatic 
and renal function. However, complications such as recurrent 
pancreatitis, infection, or renal insufficiency may occur, par-
ticularly in cases of delayed diagnosis or inadequate treatment. 
Long-term follow-up is essential to monitor the recurrence of 
symptoms and ensure optimal outcomes for patients with pan-
creatic pseudocysts.
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