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Introduction

Pancreatic pseudocysts are collections of  pancreatic enzyme‑rich 
fluid, surrounded by fibrous capsule, lacking epithelial lining.[1]

Based on pathogenesis, there are two types of  pseudocysts in 
chronic pancreatitis:
1. Cysts secondary to ductal obstruction also called retention 

cyst, which present as intrapancreatic cyst and occur most 
commonly in the head of  the pancreas.

2. Cysts secondary to ductal disruption with leakage of  
pancreatic juice due to focal pancreatic necrosis after an 
episode of  acute exacerbation of  chronic pancreatitis. These 
tend to be extrapancreatic and are confined to a lesser sac 
or occasionally to the tail region with or without extension 
into the subcapsular plane of  the spleen. Such cysts are 

notorious for extending into ectopic locations like liver, 
kidney, and mediastinum and may cause complications like 
pancreatic ascites, isolated left pleural effusion, and pericardial 
tamponade.

Pseudocysts in CP differ from those seen as a consequence of  
acute necrotizing pancreatitis. The fluid content seldom contains 
overt necrotic material and has a higher incidence of  persistent 
communication with the pancreatic duct, is often rich in amylase, 
and is less likely to resolve spontaneously.[2,3]

While the peri‑pancreatic location is most common, 
ectopic locations in the perirenal region are quite rare. Such 
collections in perinephric spaces clinically and imaging‑wise 
may present a difficult diagnostic challenge.[4] Here we report 
a case of  perirenal pancreatic pseudocyst managed entirely 
by surgery.

Case Report

A 54‑year‑old male patient presented with postprandial upper 
abdominal pain with radiation to the left side of  the chest 
and flank for 2 months. Abdominal pain was associated with 
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dyspeptic symptoms and loss of  10 kg of  body weight. He 
had been consuming alcohol regularly for many years and 
experiencing similar pain intermittently in the last year. Pain in 
the abdomen continued despite abstinence for the last 4 months. 
He was a case of  ankylosing spondylitis for 20 years without any 
specific treatment.

His clinical examination was marked by severely restricted neck 
and back movement with kyphotic deformity of  the spine. He 
was pale, had cheilosis, and diffuse abdominal tenderness without 
any free fluid or organomegaly.

His laboratory parameters were normal except for low 
hemoglobin, low serum protein, raised CRP, and raised serum 
lipase.

ECG was normal and chest X‑ray showed elevation of  the left 
hemidiaphragm [Figure 1]. Abdominal ultrasound revealed a 
bulky pancreas with coarse echotexture and multiple cystic 

structures surrounding the left kidney raising the possibility of  
exophytic left renal cortical cysts.

Spiral computerized tomography‑scan of  abdomen revealed mild 
dilatation of  pancreatic duct with cystic collections encircling the 
left kidney [Figure 2].

MRI study [Figure 3] revealed dilatation (5 mm) of  pancreatic 
duct and its side branches suggestive of  chronic pancreatitis. 
A cystic collection was seen extending from side branches within 
the tail region to the left perinephric and peri‑splenic region with 
thick enhancing walls.

In light of  above‑mentioned finding and Patient’s persistent pain, 
dyspepsia, and weight loss, he was planned for definitive surgical 
treatment. Anatomic deformity of  the cervical and thoracic spine 
led to difficulty in endotracheal intubation, which had to be done 
via nasal pathway.

Figure 1: Chest X-ray posteroanterior view showing elevation of the 
left hemidiaphragm and absence of gas under the diaphragm

Figure  2: Spiral computerized tomography (CT) of the abdomen 
showing pancreatic pseudocyst (red arrow) and left kidney (green 
arrow)

Figure 3: Magnetic resonance cholangio-pancreatography (MRCP) 
showing main pancreatic duct (MPD) (yellow arrow) in pancreatic 
tail communicating with the left perirenal cysts (red arrows), left 
pelvicalyceal system (green arrow)

Figure  4:  Intra-operative photograph showing stapled pancreatic 
tail (yellow arrow) and exposed left renal capsule following complete 
drainage of cyst (green arrow)
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Laparotomy through the left subcostal incision revealed half  a 
liter of  straw‑colored fluid in the subphrenic paracolic gutter and 
pelvis suggestive of  leakage from the pseudocyst. There were 
multiple thick‑walled collections of  pancreatic fluid between the 
pancreatic tail, spleen, stomach, and within left Gerota’s facia. 
These were communicating with the tail of  the pancreas with 
evidence of  partial necrosis of  pancreatic parenchyma, Gerota’s, 
and retroperitoneal fat. Complete evacuation and drainage of  
the cystic collection along with excision of  the pancreatic tail 
and Spleen was undertaken. Operative step is shown in Figure 4.

Post‑operative phase was uneventful. Histo‑pathology of  
resected pancreatic tail revealed a picture of  acute necrotizing 
pancreatitis.

At 6 months follow up patient is fully abstinent, asymptomatic 
and has no recurrence of  pseudocyst.

Discussion

The majority of  pancreatic pseudocysts are confined to the 
pancreatic bed and are amenable to endo‑therapy or surgical 
internal drainage.[5]

The anatomic location of  the pancreas and peripancreatic 
facial planes, however, allows pancreatic pseudocyst to spread 
to uncommon and ectopic locations such as liver, spleen, 
media‑sternum, pelvis, and kidney.[6,7]

Perirenal spread and its manifestation have been described in 
the literature for its rarity, confusion with renal pathology, and 
ill effects on the kidney.

The incidence of  perirenal cyst is between 0.9 and 1.25%.[6]

It has been confused with renal cysts, abscesses, and renal 
neoplasm.[8] It has caused effects on renal functioning by way of  
compression leading to page kidney and renal arterial aneurysms.[4,6]

Though imaging has improved our diagnostic abilities, still 
confirmation via FNAC and the study of  cyst fluid with the 
finding of  high enzyme values has been advocated.[4]

There are no clear guidelines for the management of  perirenal 
pancreatic pseudo cyst due to the scarcity of  these cases.

There is paucity of  level 1 evidence to support any particular 
method of  drainage, but there is now accumulated evidence that 
when feasible, endo‑therapy should be the first line of  treatment 
preferably with EUS guidance.[9] Endoscopic drainage is safe, less 
invasive than surgical drainage and is safe in skilled hands, and 
has a high success rate.[10] Recurrence and complications were 
estimated at 13% and 14%, respectively.[11]

In this case, the presence of  ankylosing spondylitis not 
only caused difficulty in differentiating symptoms between 

pancreatitis and spondylitis but also posed problems for the 
anesthesia team.

We did not consider endo‑therapy because of  the distal location 
of  the leak and perceived inability to bridge the leak and possibly 
the need for pancreatic drainage with its attendant problems 
and the need for repeated procedures. Similarly, percutaneous 
external drainage was deferred in view of  the multiplicity of  
cysts.

In the end, laparotomy and resection of  the pancreatic tail with 
spleen as definitive therapy proved to be beneficial as it led to a 
rapid and cost‑effective way of  relief  to the Patient’s problem.

The patient with abdominal pain often presents to a general 
practitioner or a family physician prior to consulting a specialist. 
Awareness of  the various rare and interesting differential 
diagnoses of  a common complaint such as abdominal pain 
is essential in a primary healthcare setting. Therefore it is 
our opinion that this case report will help in educating the 
primary care physician regarding early recognition of  surgical 
emergencies.

Abbreviations
1. Kg—Kilogram
2. CRP—C‑Reactive Protein
3. ECG—Electrocardiogram
4. CT—Computed Tomography
5. MRI—Magnetic Resonance Imaging 
6. FNAC—Fine Needle Aspiration Cytology
7. CP—Chronic Pancreatitis
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