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Abstract

~

A 38 years old man was admitted with spontaneous rupture of walled of Necrosis of the pancreas. He had an attack of
with acute pancreatitis 4 months ago for which he was hospitalized and treated conservatively. USG and MRCP shows
a cavity with necrotic collection in the head area of the pancreas. On emergency laparotomy there was about 500 ml
of free fluid in the peritoneal cavity. A cavity was noted in the head area which ruptured to the infracolic compartment
through the transverse mesocolon. Pancreatic necrotic material and pus was drained from the cavity. After lavage an
external tube drain was placed. Patient stayed in the hospital for 3 weeks on antibiotic, parenteral nutrition and
Octerotide and blood transfusion. 150 ml of clear pancreatic secretion continued to drain via the abdominal drain.
It was diagnosed as a case of external pancreatic fistula due to disconnected pancreatic duct syndrome (DPDS). After
2 months Roux-Y fistula-jejunostomy was done to close the pancreatic fistula and allow physiological drainage of the
pancreatic juice to the jejunum. Patient recovered fully.
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INTRODUCTION

Acute pancreatitis is an acute inflammation of the pancreas
resulting from an auto-digestion of the gland. In 75-80%
of cases acute pancreatitis is a self-limiting disease which
subsides spontaneously. But 20-25% of acute pancreatitis
are severe, characterized by the development of pancreatic
or peri-pancreatic necrosis, resulting in general and local
complications responsible for a mortality rate of 8 to 35%
1.2The most common indication for intervention in acute
pancreatitis are local complications such as walled off
necrosis(WONP), pancreatic abscess, acute fluid collection,
pseudocyst and abdominal compartment syndrome. The
recently revised Atlanta classification subdivides acute
fluid collections, which occur within four weeks of the
onset of acute pancreatitis, into acute peripancreatic
fluid collection (APFC) and acute necrotic fluid collection

(ANC). APFC develops to pseudocyst and ANC develops to
pancreatic abscess or WONP .° There is general agreement
that surgery in severe pancreatitis should be performed
as late as possible * The rationale for late surgery is the
ease of identifying well-demarcated necrotic tissue from
the viable parenchyma. This approach limits the extent of
surgery to the necrotic area only and not to the healthy
parenchyma. This decreases the risk of bleeding and
minimizes the surgery related loss of viable pancreatic
tissue. Hence there is less possibility of surgery-induced
endocrine and exocrine pancreatic insufficiency.
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Mortality rates of up to 65 % have been described with
early surgery in severe pancreatitis #* That is why surgical
intervention should be avoided within the first two to four
weeks after onset of symptoms. Occasionally, pseudocysts
or ANC may erode into adjacent hollow viscera of the
gastrointestinal tract causing a fistulous connection and
spontaneous internal drainage. The pancreatic duct also
may be eroded in necrotic pancreatitisleading to pancreatic
fistula. This is also called disconnected pancreatic duct
syndrome (DPDS). The mechanisms associated with
rupture, hemorrhage and erosion is digestion and
disruption of the the adjacent wall of a hollow viscus,
ducts and blood vessels by lytic enzyme of the pancreas.
Compressionofadjacentorgansmayresultinlocalischemia
79-Clinical manifestations associated with DPDS include the
development of recurrent peripancreatic fluid collections
and persistent external pancreatic fistulae (EPF) after
resolution of NP 1%, Simple internal and external fistulas
tend to close spontaneously. Therefore, these fistulae are
usually managed conservatively in the beginning using
supportive treatment. If leaks do not resolve endoscopic
stenting or percutaneous drainage is recommended in the
majority of cases. Persistent fistulae require surgery as an
alternative treatment option. Permanent internal drainage
by Roux-Y cysto-jejunostomy (fistula-jejunostomy) is the
ideal option of surgical treatment.

CASE REPORT

A 38 years old man was admitted with sudden upper
abdominal pain, vomiting and fever. He was admitted 4
months ago with acute pancreatitis, treated conservatively.
On admission, he was hemodynamically stable and
temperature was 38.5. He had moderate leukocytosis,
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Figure 2. WONP on MRI

not anemic. Renal and liver functions were within normal
limit. Ultrasonography and MRI showed necrotic collection
within head of the pancreas. (Fig-1 &2) MRCP shows
a cystic structure in the head area of the pancreas with
possible connection with the main pancreatic duct (Fig-3).

Emergency exploratory laparotomy was done with upper
midline incision. There was about 500 ml of free fluid
in the peritoneal cavity. An abscess cavity noted in the
head area, which ruptured to the peritoneal cavity via
transverse meso-colon to the infra-colic compartment.
Pancreatic necrotic material and pus was drained. (Fig-4)
The cavity washed with saline and a tube drain was left
in the abscess cavity. Post-operatively about 150ml of
dirty colored pancreatic secretion drained per day. At one
point patient developed intra cystic hemorrhage. That
was treated by fresh blood transfusion. The patient was
put on Octerotide, prolong antibiotic treatment, fasting
and parenteral nutrition. His drain collection gradually
became clear pancreatic juice and remain persistent.
(fig-5)The collection became around 150 ml per day. He
was discharged 3 weeks postoperatively on oral feeding
with the external drain tube in situ. It was clear that he
developed external pancreatic fistula EPF due to DPDS
and will need a second surgery. After 2 months he was
re-operated and Roux-Y fistulo-jejunostomy (fig-7&8)
was done joining with the fistula opening(Fig-6) on the
right side of the transverse mesocolon on the infra-colic
compartment. Post operative recovery was uneventful.
He was discharged one week after surgery. He was seen
after one year and was found doing well. Patient did not
develop diabetes which suggests that his tail of pancreas
remain functioning despite DPDS.

Figure 3. DPDS on MRCP
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Figure 4. Drainage of pancreatic necrosis Figure 5. Pancreatic juice collection due to

Figure 6. Fistula opening s

external fistula

Figure 7. Fistulo-jejunostomy

DISCUSSION

In acute necrotizing pancreatitis segmental necrosis of
the main pancreatic duct may result in a discontinuity
between the left-sided pancreas and the duodenum. Such
an interruption in the setting of a viable upstream portion
of the gland can give rise to the disconnected pancreatic
duct syndrome (DPDS). Bang and colleagues showed
that the development of DPDS was associated with the
presence of walled-off necrotic collections (WON).!® By
maintaining its secretory function, the disconnected
segment may lead to persistent external pancreatic
fistulae or recurrent pancreatic fluid collections. Despite
the continual evolution of advanced endotherapy, surgery
is still needed in a number of patients with DPDS. Surgery
results in a high success rate and eventually provides a
definite solution. Surgical treatment of persistent DPDS
may involve resection of the upstream gland, with or
without pancreaticislet cell auto-transplantation to reduce

Figure 8. Roux-Y fistulo-jejunostomy(Graphic)

the risk of diabetes mellitus (DM)” If the upstream duct
is of adequate size Roux-en-Y pancreato-jejunostomy or
cysto-jejunostomy will preserve pancreatic function and
will ensure physiological drainage of pancreatic secretions
to the digestive tract '®'°. In a prospective study by
Maatman and colleagues reported 68% of DPDS patients
required operative intervention. Symptoms resolution
occurred in 89% of patients after definitive surgery. ? The
most common surgery performed was internal drainage
(46.8%) followed by resection procedures (38.4%),
whereas remaining 14.8% patients underwent open
debridement of necrosis. Nevertheless, post-operative
morbidity is considerably high, and distal pancreatectomy
has the highest risk of long-term endocrine and exocrine
insufficiency 2.

This is a case of very late complication of pancreatic
necrosis. Here the walled off necrosis (WONP) of the
pancreas had spontaneous intraperitoneal rupture causing
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peritonitis. The main pancreatic duct was eroded by the
long-standing necrotizing pancreatitis causing pancreatic
fistula. Fistulo-jejunostomy was done after 8 weeks from
the first surgery. This allowed the fistula tract to become
very mature to hold anastomosis. It is a safe and effective
treatment for persistent pancreatic fistula having the
benefit of avoiding a difficult major pancreatic resection.
The short- and mid-term outcomes of this procedure in
literature are good.??

CONCLUSION

DPDS is a clinical entity that usually occurs after severe
acute pancreatitis and which presents with the appearance
of a collection or EPF. Correct diagnosis is essential and
it should be distinguished, from pancreatic pseudocyst,
partial ductal disruption, WOPN and other post
pancreatitis symptoms by CT scan and MRCP. Traditionally
treatment was surgical but now it can be endoscopic, using
either ERCP or, usually, internal endoscopic ultrasound
guided drainage. Endoscopic techniques present low
morbimortality but are less successful in the long term
than surgical techniques. By-pass or resection surgery is
more effective but has greater morbimortality. There are
no internationally- agreed therapeutic algorithms but it is
increasingly more common to use endoscopic techniques
first and if they fail, consider surgery

Fiistulo-jejunostomy is ideal procedure to achieve
permanent internal drainage. This not only treats fistula
it also helps pancreatic juice take part in digestion when
anastomosis is done with jejunum.
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