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Clinical and Radiologic Analysis of the Pancreastic Pseudocyst

Jong Yul Lee, M.D., Bong Jin Chung, M.D., Sung Soo Kim, M.D., and Sam Kyoon Park, M.D.

Dept. of Radiology, Presbyterian Medical Center, Keimyung University, School of Medicine,

Taegu, Korea

Pancreatic pseudocyst is encapsulated collections of exudate, blood, and secretions that result from

pancreatic necrosis or rupture of ducts and acini, and frequently result in various life threating complica-

tions.

The barium study of the upper G.l. tract is the most valuable method in diagnosis of the pancreatic

pseudocyst.

Total 30 cases of surgically proved pancreatic pseudocyst were analysed.

The result were as follows:

1.
2.
3.

56.6% was male, and peak incidence was in the 5th decade.

Etiologic factors were blunt abdominal trauma (30%) pancreatitis (23%), and unknown (47%).
The most important radiologic finding was stomach displacement (100%), and the others were
colon displacement (69%), mass seen in simple abdomen (67%), left kidney displacement (46%),
duodenal deformity (40%), elevation of diaphragm (37%), pleural effusion (27%), and pancreatic

calcification (7%).

. The most frequent site of the pseudocyst in U.G.l. series was between the greater curvature of

the antrum of the stomach and transverse colon (40%). The other sites were near the incisura
angularis of the lesser curvature (12%), greater curvature of the antrum (12%), and greater

curvature of the body of stomach (4%).

. The location of the pseudocyst was mainly in the body and tail of the pancreas (90%), only

3 cases (10%) was in the head.
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Table 1. Age and Sex distribution.

Age(yrs) Male Female Total

0~ 10 0 0 0 (0%)
11 ~ 20 2 1 3 (10%)
21 ~ 30 6 2 8 (27 %)
31 ~ 40 0 1 1 (3%)
41 ~ 50 6 6 12 (40%)
51 ~ 60 2 2 4 (13%)
61 ~ 70 1 1 2 (7%)
Total 17(57%) 13(43%)  30(100%5)
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Table 2. Clinical Findings Observed in Pancreatic Pseudocyst.

No. of examin. No. of abnormality

Findings . " .
patient (confirmed patient)
History and physical findings
Abdominal pain 30 25(83% )
Weight loss 30 5(17% )
Vomitting 30 17(57% )
Fever 30 9(30% )
Abdominal tenderness 30 21(70% )
Abdominal mass 30 25(83% )
Serum and blood studies
Anemia 30 21(70% )
Leukocytosis 30 17(47 % )
Elevated serum amylase 28 19(68% )
Elevated serum bilirubin 24 2( 8% )
Prolonged prothrombin time 19 3(16% )
Elevated serum alkaline phosphatase 28 8(35% )
Elevated fasting blood sugar 11 3(27% )
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Fig. 1, The lateral view in U.G.I. series shows
marked extrinsic mass compression with

widening of retrogasric space.

Table 3. X-ray Findings Observed in Pancreatic

Pseudocyst.
No. of No. of
Findings examin. positive
Patient Finding
Stomach displacement 25 25(100%)
Duodenal deformity 25 10 (40%)
Colon displacement 16 11 (69%)
Kidney displacement 13 6 (46%)
Diaphragm elevation 30 11 (37%)
Pleural effusion 30 8 (27%)
Mass seen in plain film 30 20 (67%)
Pancreatic calcification 30 2 (7%)
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Fig. 2. The location of pancretic pseudocyst.



Fig.3. The barium filled stomach shows mark-
ed extrinsic compression in the body

and antrum.

Fig. 4. There reveals widening of duodenal loop
and extrinsic compression upon the gre-
ater curvature side of the antrum of st-

omach.
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