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A 55-year-old woman with chronic pan-
creatitis was admitted to hospital with
abdominal pain. Ultrasound identified a
large cyst in the upper abdomen. A com-
puted tomography (CT) scan confirmed a
pancreatic pseudocyst, which extended
over the lesser curve and lay predomi-
nantly anterior to the stomach. It also in-
volved the splenic hilum and showed evi-
dence of a recent bleed (Figure 1). Angio-
graphy showed patent splenic vessels and
no evidence of active bleeding. The pa-
tient was initially treated conservatively,
but magnetic resonance imaging (MRI)
showed that the cyst was enlarging. Lap-
aroscopic exploration was undertaken.

Pneumoperitoneum was established and
the primary cannula was inserted below
the cyst. Under direct vision, 10-mm can-
nulae were inserted into the cystic cavity,
releasing 3 l of turbid brown fluid. Exami-
nation of the interior of the cyst revealed
an area of old clot near the splenic hilum.
It was left undisturbed.With a flexible en-
doscope transilluminating the anterior
stomach wall, a 2.5-cm cyst-gastrostomy
was formed using ultrasonic shears (Fig-
ure 2).

Diet was recommenced on day 4. The
postoperative stay (16 days) was pro-
longed due to opiate withdrawal symp-
toms but otherwise, recovery was unre-
markable. Repeat MRI before discharge
showed complete resolution of the pseu-
docyst, and the patient remained clinical-
ly well 1 year later. She was lost to subse-
quent follow-up.

Pancreatic pseudocysts occur in 20–40%
of cases of chronic pancreatitis [1]. Most
developwithin or anterior to the pancreas
but posterior to the stomach. There are re-
ports of unusual pseudocysts that involve
the spleen or cause retrocardiac compres-
sion [2,3], but it is unusual for pseudo-
cysts to lie anterior to the stomach. The
single case identified in the literature
was treated by laparotomy and insertion
of an external drain. A pancreatic fistula
resulted [4]. Laparoscopic cyst-gastrosto-
my is now routine in our unit, usually ac-
complished by an intragastric technique
[5]. Modification of the technique to an
intracystic approach, with endoscopic
assistance, was successful for this unu-
sual case.
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Cyst-Gastrostomy via the Cyst:
An Unusual Laparoscopic Approach

Figure 1 The sagittal reconstruction of the
computed tomography (CT) scan demon-
strates the anatomical relationship of the
pseudocyst to the stomach. Evidence of a re-
cent bleed is clearly visible in the retrogastric
portion

Figure 2 View from within the cystic cavity,
demonstrating the anterior gastrostomy
which was fashioned after endoscopic loca-
tion of an optimal access site. In the back-
ground, the pseudocyst is seen to extend
from behind the stomach and over the lesser
curve (arrow)
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