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Endosonography-Guided Drainage of Pancreatic Pseudocyst
without Gastric or Duodenal Compression

Endoscopic drainage of pseudocysts that
cause indentation of the gastroduodenal
wall has been reported by several authors,
with promising results (1,2). We report
two cases of pseudocyst drainage, guided
by endosonography, both without compres-
sion of the gastroduodenal wall.

The first patient had a pancreatic pseudo-
cyst diagnosed in the uncinate process
(7.0 % 7.1em). The lesion in the second
patient was located in the tail of the
pancreas (7.0cm), close to the upper
gastric body. Both lesions were treated
with the same technique, previously de-
scribed (3), Puncture was with a 5 Fr
needle knife, monitored by EUS in real
time (Figure 1). A 0.0035” Teflon-covered
guidewire was inserted and a therapeutic
duodenoscope introduced over it. Finally a

10 Fr plastic stent was inserted (Figure 2).
There were no complications and the
pseudocysts had healed after 2 months.

Perforation and bleeding are complications
of endoscopic transmural drainage (3,4).
When gastroduodenal indentation is not
well identified during endoscopy, perfora-
tion occurs in up to 10% of cases (4).
Orientation on the best puncture site,
provided by sectoral EUS, probably de-
creases the risk of perforation (5), and it
becomes essential in the absence of gastro-
duodenal wall indentation. The use of a
guidewire and scope exchange over the
wire is still necessary because of the small
diameter of the echoendoscope biopsy
channel. This report describes a therapeu-
tic alternative for pancreatic pseudocysts,
close to the gastroduodenal wall but with-
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Figure 1: Echoendoscopy showing a homoge-
neous lesion, hypoechogenic, located in the
uncinate process. The distance between the cyst
wall and the duodenal mucosa was 6.4 mm.
Notice a 5 Fr catheter located inside the cyst.

out wall indentation, sometimes located in
unusual areas, as in our cases. EUS-guided
drainage is safe and effective, although
skilled physicians are required to perform
the procedure. The risk of perforation and
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Figure2: Big drainage in Case2. The plastic
stent is located in the upper gastric body.

bleeding is probably smaller than with
“blind” endoscopic drainage.
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