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Pancreatic disorders are a relatively uncommon event

in children, particularly the development of pancreatic

pseudocysts. The most common cause for the

development of such pseudocysts is blunt abdominal

trauma with injury of the pancreatic parenchyma. Further

aetiologies include congenital anomalies of the pancreatic

duct such as pancreatic divisum, hereditary or idiopathic

pancreatitis. Various treatment options for pancreatic

pseudocysts including internal or external drainage have

been described. We describe the case of a 12-year-old girl

with acute abdominal pain and a left-sided retroperitoneal

tumour. She underwent laparotomy to identify the aetiology

of her severe abdominal pain. A haemorrhagic pancreatic

pseudocyst was identified as the underlying pathology.

Internal drainage by pseudocyst jejunostomy was

performed. The postoperative course was uneventful.

The underlying aetiology of the pseudocyst remains

unclear. As there was no previous history of pancreatitis,

unrecognized blunt trauma was the most likely cause. Ann
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Introduction
The acute abdomen in childhood has various aetiologies and

represents a leading cause of hospitalization of children [1].

Most relevant in the differential diagnosis are gastroenteritis,

acute appendicitis, mesenterial lymphangitis, intussuscep-

tion, Crohn’s disease, ovarian cysts and urogenital disorders.

Childhood tumours are rare, with an incidence of 14 of

1 00 000 children under the age of 15 years [2]. When a

retroperitoneal mass is found, neuroblastomas, nephro-

blastomas, soft tissue sarcomas and pancreatic tumours

have to be considered [3].

Case report
A 12-year-old girl presented to the emergency department

with progressive abdominal pain since the previous day. She

denied nausea, vomiting and diarrhoea. She complained of

intermittent fever up to 38.51C and denied any previous

episodes of significant abdominal pain. Physical examina-

tion indicated tenderness in the left mid-abdomen without

evidence of peritonitis. Laboratory results showed elevated

inflammatory markers (C-reactive protein 135 mg/l) and

normal pancreatic enzymes. Ultrasound showed a hetero-

geneous round mass ventral of the left kidney B5 cm in

diameter (Fig. 1a and b). The decision was made to manage

the patient surgically because of her progressive symptoms

as well as the retroperitoneal mass of unknown aetiology.

No advanced preoperative diagnostics using MRI or

computed tomography were performed in order to save

time and avoid radiation.

Under general anaesthesia, an upper midline laparotomy was

performed. Dorsal to the left colonic flexure and ventral to

the left kidney, a fluctuant mass B8 cm in diameter was

palpable. The colon was displaced ventromedially by this

mass. Further exploration of the peritoneal cavity did not

indicate any other abnormalities. The left colonic flexure was

mobilized in the mediocaudal direction. The cystic mass was

identified as originating from the pancreatic tail. The rest of

the pancreas was soft without any abnormal findings.

Because of its location at the lower edge of the pancreatic

tail, the suspected pseudocyst was drained internally by

cystojejunostomy with Roux-en-Y reconstruction. To achieve

this, a loop of jejunum was moved in a transmesocolic

manner into the vicinity of the pseudocyst (terminolateral

jejunojejunostomy and laterolateral pseudocyst jejunostomy).

Inspection of the interior of the mass showed cloudy

haemorrhagic fluid. A part of the excised wall of the cystic

mass was sent for histopathologic analysis. Pathology showed

a pancreatic pseudocyst with haemorrhagic residues and

marginal chronic inflammation (Figs 2 and 3). Microbiolo-

gical analysis excluded infection. The postoperative course

was uneventful.

At her 6-month postoperative follow-up, the patient was

well, with no further pain. An ultrasound of the pancreas

was normal and pancreatic enzymes as well as inflamma-

tory markers were within the normal range. A hereditary

pancreatitis was excluded by genetic analysis.

Discussion
Pancreatic disease is relatively uncommon in childhood.

The most frequent aetiologies are trauma, acute pancrea-

titis, multisystem disease, drugs, infections and congenital

anomalies of the pancreaticobiliary system [4]. In 60–70%

of paediatric pancreatic pseudocysts, there is an associated

previous blunt abdominal trauma leading to direct injury

to the pancreatic parenchyma, followed by pancreatitis

with the development of a (pseudo)cyst [3].
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Our patient never had symptoms typical of pancreatitis

before admission to our hospital. Pancreatic enzymes on

admission were within the normal range. Furthermore, upon

surgical exploration, the girl’s pancreas had no additional

pathological findings. Thus, it appears that acute or chronic

pancreatitis can be excluded as the aetiology of the pseu-

docyst. In addition, the existence of hereditary pancreatitis

was excluded by genetic essays [5]. Because no abdominal

trauma was recalled by the patient or family, the aetiology of

the pancreatic pseudocyst in this case remains unclear but is

suspected to be post-traumatic.

The haemorrhagic content of the pancreatic pseudocyst was

noteworthy. We assume that the pseudocyst emerged post-

traumatically in the past but the patient’s progressive

abdominal pain resulted from acute bleeding into the cyst

and the resulting dilatation of its capsule. In adrenal

pseudocysts, the occurrence of pain does not seem to be

related to the size of the cyst itself because of its chronic and

slow growth [6].

A pancreatic pseudocyst is unlikely to resolve sponta-

neously if it persists for more than 6 weeks, chronic

pancreatitis is evident, there is a pancreatic duct anomaly

(except for a communication with the pseudocyst) or the

pseudocyst is surrounded by a thick wall [7]. Appropriate

treatment can include both medical and surgical interven-

tions [8]. Pancreatic pseudocysts less than 5 cm in diameter

that arise after acute pancreatitis can often be managed

conservatively by reducing pancreatic stimulation and

providing an opportunity for spontaneous resolution. This

necessitates nasogastric decompression, total bowel rest

and parenteral nutrition [9]. Pancreatic pseudocysts larger

than 5 cm in diameter or thicker-walled pseudocysts in

chronic pancreatitis require treatment by external or

internal drainage because of the lack of resolution and an

increased risk for spontaneous rupture [10].

External drainage is recommended for infected immature

cysts and for ruptured cysts [8], and is generally per-

formed percutaneously, avoiding the wait for pseudocyst

Fig. 1

(a and b) Ultrasound images showing a heterogeneous mass ventral of the left kidney B5 cm in diameter.

Fig. 2

HE photomicrograph with a magnification �100 indicating
haemorrhagic residues within connective tissue of the pancreatic
pseudocyst. HE, haematoxylin and eosin.

Fig. 3

HE photomicrograph with a magnification �200 showing surrounding
residual pancreatic glands and periductal fibrosis within the capsule of
the pseudocyst. HE, haematoxylin and eosin.
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wall maturation necessary for an operation [11]. Internal

drainage is achieved either endoscopically by transmural

(cystogastrostomy, cystoduodenostomy) or transpapillary

drainage [12] or by open (cystogastrostomy, cystoduode-

nostomy, cystojejunostomy) or laparoscopic (cystogas-

trostomy, cystojejunostomy) drainage [13]. The surgical

approach chosen is determined by the anatomic location

of the pseudocyst, previous abdominal surgery and the

patient’s comorbidities. Long-term outcomes of laparo-

scopic versus open surgery are not yet available but

laparoscopic treatment seems to be associated with a

lower complication rate and a good primary outcome [14].

Successful laparoscopic drainage of a pancreatic pseudo-

cyst in a child was described recently [15]. Long-term

recurrence rates and the risk of missed malignancy after

endoscopic/laparoscopic procedures remain unclear [16].

In the present case, we decided to operate on the basis of

the patient’s clinical symptoms and an identifiable mass

on ultrasound. Preoperatively, there was no evidence of

pancreatic disease. The decision for immediate internal

drainage by a pseudocyst jejunostomy was made intra-

operatively. Intracystic bleeding rather than the size of

the pseudocyst led to the progressive pain in our patient.

Complicated retroperitoneal masses such as pancreatic

pseudocysts make up part of the differential diagnosis in

acute abdominal pain in childhood.
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