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Sindrome del ducto pancreatico desconectado

Disconnected pancreatic duct syndrome (DPDS) or discon-
nection of the pancreatic duct involves a discontinuity
between a portion of viable pancreas and the gastrointestinal
tract, which is caused by duct necrosis after severe pancrea-
titis or pancreatic trauma. It was first described by Kozarek in
1991, and it appears when the isolated pancreatic segment
continues to have an exocrine function, thereby leading to
recurrent collections or pancreatic fistulas. It occurs predo-
minantly in the region of the neck of the pancreas, which
causes the remnant of the body or tail of the pancreas to
secrete pancreatic juices to the retroperitoneum. The diagno-
sis is generally made by computed tomography, which
demonstrates an unperfused area of the neck, body or tail
of the pancreas. However, endoscopic retrograde cholangio-
pancreatography (ERCP) is recommended to demonstrate the
discontinuity of the duct or extravasation of contrast
material.? Nuclear resonance imaging can also be used and
would avoid the potential risk for infection of the pancreatic
necrosis.” Nonetheless, in spite of imaging studies, the
diagnosis is frequently delayed, and differential diagnosis
should be made between DPDS and patients with pancreatic
pseudocysts. As for treatment, there is still much controversy
about which option is optimal.*

We present the case of a 45-year-old male patient, former
alcoholic, with a history of chronic alcoholic pancreatitis and
several episodes of re-exacerbation as well as cholecystec-
tomy. The patient reported invalidating pain in the left
hemiabdomen that radiated toward the leg. The patient’s
medical history of interest also included several retroperito-
neal collections that were pancreatic in origin and had been
treated with percutaneous drains in the last 2 years.

Abdominal CT once again showed a retroperitoneal
collection measuring 9.6 cmx7 cmx20 cm, which originated
at the tail of the pancreas and extended caudally over the
psoas (Fig. 1), displacing the left kidney medially. The pancreas
presented diffuse atrophy, with no dilatation of the duct until
the distal area of the tail, with an area of 2 cm in the tail prior to
the dilatation where the duct was not visible (Fig. 2).

Initially, we treated the collection with medical therapy
and percutaneous drainage, which only achieved a partial
resolution. Afterwards, we considered treatment associated
with a pancreatic stent, which was not feasible as the duct was
not dilated and disconnected distally. We therefore performed
distal splenopancreatectomy and cleaned out the retroperi-
toneal cavity by means of open surgery. The postoperative
period was uneventful and the patient was discharged without
incident on the seventh day post-op.

DPDS is a clinical entity where there is a lack of continuity
between viable pancreatic tissue and the digestive tract. It
involves the appearance of a collection or external pan-
creatic fistula because the isolated pancreatic segment
continues with its exocrine function. There are no clear
data about its incidence, although it is estimated that
between 10 and 30% of cases of severe pancreatitis develop
DPDS.” Diagnosis is essential and should differentiate (using
CT, magnetic resonance imaging and ERCP) DPDS from
pancreatic pseudocyst, partial duct disruption, walled-off
pancreatic necrosis and other related syndromes. The most
frequent location is the neck, especially in pancreatic
lithiasis and pancreatic trauma, because this area is only
irrigated by the dorsal pancreatic artery, while other regions
are supplied by more than one artery. DPDS should be
suspected when there is a collection or pancreatic fistula
after necrosectomy that is not resolved, although the
currently proposed diagnostic criteria are: a collection or
necrosis of at least 2cm demonstrated on CT in the
pancreatic neck or body with viable distal pancreatic tissue,
or a pancreatic duct that enters into the collection at an
angle of 90°,° or when there is extravasation of injected
contrast or if there is complete disconnection of the duct in
the distal remnant.® Likewise, it should always be suspected
after an external pancreatic fistula or collection has been
drained but does not resolve, or in situations with the
appearance of recurring pancreatic collections, ascites or
pseudoaneurysms’ with associated hemorrhage. Patients
with DPDS have a higher probability of diabetes mellitus,
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Fig. 1 - Abdominopelvic CT scan: functional pancreatic remnant of the tail with the dilated duct in its interior, disconnected

from the rest of the gland (white arrow).

metabolic and nutritional problems due to the loss of
proteins and electrolytes, and portal hypertension.

Although there are no clearly defined treatment algo-
rithms, it is accepted and recommended by many authors to
wait at least 6 weeks after the diagnosis to treat the patient
surgically for there to be less inflammation and greater
stabilization of the external pancreatic fistula.®®

Treatment can be endoscopic using ERCP and stent
placement or using endoscopic ultrasound-guided internal

Fig. 2 - Abdominopelvic CT scan: extensive retroperitoneal
collections originating at the fistula in the tail of the
pancreases, disconnected from the rest of the gland (white
arrow).

drainage, but these techniques present less long-term success
than surgery, although with lower morbidity and mortality
rates. Therate of recurrence is close to 50%, and it is possible to
repeat the procedure.® Furthermore, although surgical resec-
tion presents higher morbidity and mortality, it has greater
long-term success. Surgical options include resections of the
disconnected pancreatic tissue with or without splenectomy
and bypass to the small intestine or stomach.” There are no
universally accepted algorithms, but the current tendency is
endoscopic treatment and, if that fails or is not possible,
resection or surgical bypass.

Authorship/Collaborators

All the authors have contributed to the composition of the
article, critical review and approval of the final version.

Conflict of Interests

The authors have no conflict of interests to declare.

REFERENCES

1. Kozarek RA, Ball TJ, Patterson DJ, Freeny PC, Ryan JA,
Traverso LW. Endoscopic transpapillary therapy for disrupted
pancreatic duct and peripancreatic fluid collections.
Gastroenterology. 1991;100:1362-70.

2. Murage KP, Ball CG, Zyromski NJ, Nakeeb A, Ocampo C,
Sandrasegaran K, et al. Clinical framework to guide operative
decision making in disconnected left pancreatic remnant
(DLPR) following acute or chronic pancreatitis. Surgery.
2010;148:847-56 [discussion 856-857].

3. Zaheer A, Singh VK, Qureshi RO, Fishman EK. The revised
Atlanta classification for acute pancreatitis: updates in
imaging terminology and guidelines. Abdom Imaging.
2013;38:125-36.

4. Fischer TD, Gutman DS, Hughes SJ, Trevino JG, Behrns KE.
Disconnected pancreatic duct syndrome: disease


http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0045
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0045
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0045
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0045
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0050
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0050
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0050
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0050
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0050
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0055
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0055
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0055
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0055
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0060
http://refhub.elsevier.com/S2173-5077(16)30126-0/sbref0060

CIR ESP. 2016;94(9):539-550 541

classification and management strategies. ] Am Coll Surg.
2014;219:704-12.

5. Lawrence C, Howell DA, Stefan AM, Conklin DE, Lukens FJ,
Martin RF, et al. Disconnected pancreatic tail syndrome:
potential for endoscopic therapy and results of long-term
follow-up. Gastrointest Endosc. 2008;67:673-9.

6. Solanki R, Koganti SB, Bheerappa N, Sastry DA. Disconnected
duct syndrome: refractory inflammatory external pancreatic
fistula following percutaneous drainage of an infected
peripancreatic fluid collection. A case report and review of
the literature. JOP. 2011;12:177-80.

7. Varadarajulu S, Wilcox CM. Endoscopic placement of
permanent indwelling transmural stents in disconnected
pancreatic duct syndrome: does benefit outweigh the risks?
Gastrointest Endosc. 2011;74:1408-12.

8. Ramia JM, Fabregat J, Pérez-Miranda M, Figueras J. Sindrome
del duto pancreatico desconectado. Cir Esp. 2014;92:4-10.

Montiel Jiménez-Fuertes®*, Javier Sanchez Hernandez®,
Gustavo Diaz-Garcia®, Jaime Ruiz-Tovar?,
Manuel Durdn-Poveda?®

aServicio de Cirugia General y Digestiva, Hospital Universitario Rey
Juan Carlos, Méstoles, Madrid, Spain

PServicio de Radiologia, Hospital Universitario Rey Juan Carlos,
Méstoles, Madrid, Spain

*Corresponding author.
E-mail address: montieljf@hotmail.com (M. Jiménez-Fuertes).

2173-5077/
© 2016 AEC. Published by Elsevier Espafia, S.L.U. All rights
reserved.

Bilateral Intrahepatic Pancreatic Pseudocyst™
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Seudoquiste pancreatico intrahepatico bilateral

Pancreatic pseudocysts are a frequent complication of
pancreatitis. The majority are situated in the head or body
of the pancreas, but 20% can be extra pancreatic (pleura,
mediastinum, pelvis, spleen). Hepatic localization is excep-
tional, and only 35 cases have been reported in the literature,
only 7 of which had bilobar involvement.

We present the case of a 59-year-old woman with a history
of chronic alcoholism and recent hospitalization for re-
exacerbated chronic pancreatitis. CT detected multiple calci-
fications in the head of the pancreas and intra-pancreatic
pseudocysts as well as secondary pancreatic ascites. The
patient was managed conservatively with a positive response
to medical treatment.

The patient came to the emergency room one month after
discharge, once again presenting symptoms of epigastric
abdominal pain that irradiated toward the back and had been
progressing over the previous three days. Emergency work-up
showed evidence of leukocytosis (14 000/mcl) with neutrop-
hilia and hyperamylasemia (614 IU/L), but no alterations in the
hepatic profile. Abdominal physical examination showed
signs of ascites. Diagnostic paracentesis defined amylase
levels in the ascitic fluid of 14 778 IU/L. Based on a diagnostic
impression of re-exacerbated chronic pancreatitis and pan-
creatic ascites, parenteral nutrition, diuretics and octreotide
were commenced.

A second CT scan showed ascites, coarse calcifications in
the head of the pancreas with retrograde dilatation of the
pancreatic duct, and 2 pseudocysts in the body measuring
12 mmx11 mm and 22 mmx 16 mm, which were connected by

a tubular formation with a large bilobar hepatic lesion that
was cystic and multiseptated, measuring 13 cmx10 cm.
Hypertrophy of the posterior hepatic segments was also
detected (Figs. 1 and 2).

In the context of chronic pancreatitis with pancreatic
ascites, pancreatic pseudocysts are considered the probable
origin of hepatic lesions, although a priori other causes cannot
be ruled out, such as metastasis. Therefore, ultrasound-guided
diagnostic fine-needle aspiration was used. The amylase
levels in the fluid was 49 180 IU/L, and the pathology study
was negative for malignancy, with normal hepatocytes.

Fig. 1 - Axial CT scan: multiseptated bilobar hepatic cystic
lesion.
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