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Percutaneous Cystgastrostomy and Balloon Dilatation for
a Pediatric Patient with Pancreatic Pseudocyst.
—A case report—
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Abstract | We report a case of a 10-year-old male who underwent percutaneous cystgastrostomy

and balloon dilatation for treatment of recurrent pancreatic pseudocyst. He had been suffered from
epilepsy due to viral encephalitis al about two years of age,

Alarge pancrealic pseudocyst was found incidentally by abdominal CT performed for evaluation
of liver dysfunction.

Percutaneous cystgastrostomy was carried out under endoscopic and CT guidance because the
size of pseudocyst seemed to be enlarged on follow-up CT. Connection between pseudocyst and
pancreatic duct was identified by fistulography. We therefore tried to do balloon dilatation at the
posterior wall of stomach but failed.

Approximately 2 months after extubation of drainage tube, recurrence of pseudocyst was
diagnosed by follow-up CT.

Percutaneous cystgastrostomy was repeated. Firstly, balloon dilatation of posterior wall of
stomach which failed in the initial trial, was done before the placement of the drainage catheter.
Then, additional balloon dilatation was carried out two weeks alter the procedure. There has been no
recurrence of pseudocyst since removal of the drainage tube. Here we discuss the relationship
between pancreatilis and many anticonvulsant drugs. We stress that percutaneous cystgastrostomy
with balloon dilatation is a useful procedure for recurrent pancreatic pseudocyst.

Pancreatic pseudocyst, Percutanous cystgastrostomy, Children, Balloon dilatation
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Fig.1 Pseudocyst and acute
pancreatitis diagnosed
by contrast enhanced
abdominal CT

a . Note pancreatic pseudocyst as
an oval shaped low density area
between stomach and spleen.
There is a gastrostomy tube in
the stomach (arrow). Right
lobe of liver shows a segmental
low density area.

b: Note the inhomogenous retro-
peritoneal fat density around
pancreas. Also, pancreatic
parenchyma shows multiple
small cystic components,
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Fig.2 Percutaneous cystgastro-

stomy under CT guidance

8Fr. pig-tail catheter is placed.

Note tip of catheter in pseudo-
cyst (arrow) .

Fig.3 Recurrence of pseudo-
cyst

Note large cystic lesion in
medial side of stomach as a
recurrence of pancreatic
pseudocyst. It seems to be
different in origin compared
to initial pseudo cyst.
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Fig.4a Fistulography
Pancreatic duct (arrow) is
contrasted by fisutulography,
Connection between pseudo-
cyst and pancreatic duct is
established.

Fig.4b Diagram of fistulography
a ; contrast material in cardia of stomach, b ;
a pnereatic duct, ¢ ; pancreatic pseudocyst,
d ; pig tail catheter for pseudocyst, e;ED
tube from gastrostomy

Fig.5 Balloon dilatation of
transfixion
Note waist of balloon catheter
(arrow) at transfixion of pos-
terior wall of stomach hefore
dilatation,
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Fig.6 Disapearance of pseudo-
cyst on follow-up CT
Previously demonstrated
pseudocyst has disappeared
on follow-up CT, which was
performed 2 months after
balloon dilatation.
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