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Chronic pancreatitis, pancreatic pseudocyst, psuedocyst with rupture into the common bile duct

Table 10 Laboratory findings

TP 6.7 g/dl WBC 5500 /ul
Alb 36 g/dl RBC 436x 104 /|
T-bil 0.3 mg/dl Hb 12.0 g/dI
GOT 17 1U/1 Ht 377 %
GPT 25 1U/1 PIt 185x 104 /il
ALP 347 1U/1 1

y-GTP 139 1U/1 1 CEA 2.7 mg/ml
BUN 18.3 mg/dl CA19-9 01u/1
Cr 0.6 mg/di

AMY 99 1U/1 Glu-F 82 mg/dl
P-AMY 68 1U/1 75gOGTT normal pattern
Na 138 mEg/I1

K 37 mEqg/l | PFD-test 85.8 %

Cl 99 mEqg/I|

CRP 0.9 mg/dl
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Fig. 1 Abdominal enhanced CT scan shows the cys-
tic lesion at the pancreatic head.
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Fig. 3 Intra-operative cystgraphy demonstrates the
fistula to the CBDO arrow(

Fig. 2 ERCP shows the pancreatic cyst[ arrow
heads] which is communicated to the CBII arrow(
And The CBD is deviation to the pacreatic cyst.

ooo00o0000o0o0000FRg.2Mm

cooooooooooOoooooooboooOoo
0000000000000000000000 %0
gooooooooooooooooboooooooon
gooooooooooooooooboooooooon
goooooooocooooooo

00000000000000005cm0O 0%0
gooooooooooooooooboooooooon
000000000000000#ODOD0D0O0000
0000000Fig.3MO00#OODOD0D0OO0O0
00000000#ODDDOOODODODOOOOO
000#00000000D00000D0D0O0O000O0
gooooooooooooooooboobooooooon
gobobooboooooooooocboooooooo
ooooo

Fig. 4 Macroscopic view of the resected specimen
shows the fistulall arrow( on the CBD.
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Fig. 5 Histologic findings of the resected specimen
shows protein plug in delatated pancreatic duct
O AQ inflammatory cellular infiltration and granula-
tiond BO
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A Case Report of Pancreatic Pseudocyst Rupture into the Common Bile Duct

Hiroyuki Shikishima'®, Yukihiro Kaneko', Toshiji Motohara™,
Morio Tsukada' and Hiroyuki Katoh®”
Department of Surgery, Tonan Hospital
*The Second Department of Surgery, Hokkaido University

We report a case of chronic pancreatitis with pseudocyst rupture into the common bile ductd CBDO

A 60-year-old man was admitted to our hospital because of chronic pancreatitis complicated with a pan-
creatic cyst. Abdominal CT scan showed the homogeneous cystic lesion with a smooth wall located at the pan-
creatic head. Endoscopic retrograde pancreatography demonstrated a pancreatic cyst which communicated
with the pancreatic duct and ruptured into the CBD. Thus, the diagnosis of chronic pancreatitis with pancre-
atic cyst was made. Because the cyst ruptured into the CBD, we could not exclude malignant neoplasm.
Pylorus-preserving pancreatoduodenectomy with D2 lymphnode dissection was perfomed. Pathological diag-
nosis of the lesion was chronic pancreatitis with pseudocyst. It should be noted that various complications can
be associated with chronic pancreatitis.
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