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Unusual case of pancreatic ascites and pancreatic pleuraleffusion following endoscopic retrogradecholangiopancreatography
Rafael Alba Yunen, King Soon Goh, Ugoagha ChimboOsuagwu,Sulaiman Azeez

ABSTRACT
Introduction: Pancreatic fistula is the mostcommon complication of pancreatic injury inthe setting of blunt trauma and chronicalcoholic pancreatitis. Internal pancreaticfistulas (IPF) are most commonly cause bydisruption of the pancreatic duct due topancreatitis, and leakage from a pancreaticpseudocyst. We present a case of postendoscopic retrograde cholangiopancreatography(ERCP) pancreatic leak complicated bypancreatic pleural effusions and pancreaticascites. Case Report: An 18yearold Hispanicfemale was admitted with persistent right upperquadrant and epigastric pain, abdominaldistention, constipation, leukocytosis andelevated pancreatic enzymes, with history ofrecent laporoscopic cholecystectomy due tocholelithiasis three months ago. She wasdiagnosed with choledocholithiasis, underwentsuccessful ERCP, and was discharged home.After 24 hours of discharge, she developedsymptoms of systemic inflammatory responsesyndrome and constipation. Computedtomography (CT) scan of abdomen and

paracentesis revealed left sided ascites andplural effusion with high amylase content andno infection. She was diagnosed as sufferingfrom pancreatic ascites and pancreatic pleuraleffusion following endoscopic retrogradecholangiopancreatography, secondary to internalpancreatic fistula. She received octreotide and aconservative approach to her condition, andhad a good response to therapy. Conclusion: Inour patient diagnosis was made by findingelevated amylase and protein content in theascitic and pleural fluids plus CT scan revealedeffusion and ascites and managedconservatively. The use of octreotide in suchcases is established, and has been successful inour experience.
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INTRODUCTION
Pancreatic fistula is the most common complicationof pancreatic injury in the setting of blunt trauma andchronic alcoholic pancreatitis [1]. Internal pancreaticfistula are most commonly cause by disruption of thepancreatic duct due to pancreatitis, and to a less extentby leakage from a pancreatic pseudocyst. When thedisruption is anterior, an internal pancreatic fistula
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(IPF) develops into the peritoneal cavity causingpancreatic ascites. If the disruption is posterior andsecretions track up into the mediastinum, pleura ispenetrated and an IPF into one or both cavities isestablished causing pancreatic pleural effusions.Endoscopic retrograde cholangiopancreaticography(ERCP) is one of the procedures that explores thebranches of the biliary tree, by means of injectingcontrast material via the sphincter of Oddi which couldpotentially damage the wall of the biliary tract.The ERCP has been the initial modality ofintervention for retained stones in the common bileduct (CBD) in patients scheduled for laparoscopiccholecystectomy. Although the procedure is usually safe,procedure related complications do occur, the mostserious of which are perforation, bleeding andpancreatitis. Necrotising pancreatitis, pseudocysts,pancreatogenic ascites and infection have beenreported. Systemic complications leading to multi organfailure are the usual cause of death in cases ofpancreatitis.The diagnosis of pancreatic fistula is usually made ina typical setting of unexplained persistent elevation ofamylase and protein content in the ascitic and pleuralcontent and by using computed tomography (CT) scanand ERCP. PostERCP pancreatitis is usually mild andselflimiting. Treatment options are directed ondecreasing the flow across the leak and increasedresistance, which can be achieved nonsurgically withthe use of long acting somatostatin analogues forapproximately 2–3 weeks to reduce the flow, withpancreatic end prosthesis or surgery. Althoughspontaneous closure of pancreatic ductal disruption hasbeen reported, surgical treatment is accepted as thesingle most common intervention in major ductal injurybut has considerable morbidity and mortality.Here we present a case of postERCP pancreatic leakcomplicated by pancreatic pleural effusions andpancreatic ascites.

CASE REPORT
An 18yearsold Hispanic female was admitted to ourinstitution with history of intermittent right upperquadrant pain, abdominal distention, nausea andvomiting consistent with biliary colic. These symptomswere occasionally triggered by ingestion of fatty foods.Given her initial presentation suggestive of classicalgastritis, an esophagogastroduodenoscopy (EGD) wasdone with unremarkable results. Laboratoryinvestigations showed no signs of cholestasis. Hersymptoms were persistent which warranted furtherworkup. There was evidence of cholelithiasis on CT scanof abdomen (Figure 1). Laparoscopic cholecystectomywith intraoperative cholangiogram was performed withfindings consistent with an acutely inflamedgallbladder. She was discharged home two days after theprocedure. However, she was admitted three monthslater with recurrent right upper quadrent (RUQ) pain,nausea and vomiting associated with food intake. Her

liver function test (LFT) were abnormal. The commonbile duct (CBD) was dilated with stones on liverultrasonography, consistant with choledocholithiasis.She underwent successful ERCP and sphincterotomywith a stent placement by gastroenterologist with stoneextraction on day2 of admission. There were no acutechanges in her condition and she was subsequentlydischarged home the next day on oral antibiotics, withimproving clinical signs and liver function test (LFT).After about 24 hours, she was readmitted withpersistent RUQ and epigastric pain, abdominaldistention and constipation. She was found to haveelevated pancreatic enzymes, leukocytosis and dilatedloops of bowel without air levels on abdmominal Xrayconsistent with ileus (Figure 2). At the same time, therewas evidence of a small left pleural effusion and asciteson CT scan of abdomen (Figure 3). With the assistanceof interventional radiology, a diagnostic paracentasiswas performed. Her clinical condition continued todeteriorate with tachycardia, persistent leukocytosis,worsening LFTs and pancreatic enzymes, and withserum amylase peaking at 2,097 U/L. She wastransferred to MICU for close monitoring; and wastreated for opiod induced ileus and constipation, withnonpathologically raised pancreatic enzyme postERCP.Fluid analysis from paracentasis later showed markedlyelevated amylase of 46,250 U/L, without significant bile(bilirubin 1 mg/dL; LDH 2,345 U/L) or pus. There wasno indication of drain insertion as both pleural effusionand ascites were too small to be drained. Instead, shewas managed conservatively with bowel rest andoctreotide (100 μg subcutaneous) was started along withbroadspectrum antibiotic coverage withimipenem/cilastatin. Blood cultures were negative forbacterial growth. Her antibiotic therapy was stoppedafter four days of treatment. Enteral feeding via a tube inproximal jejunum was started in time withoutcomplication. Her clinical condition further improvedwith no fever and her abdomen became nontender onpalpation. CT scan of abdomen showed improvementwith CBD reduced in size (Figure 4). The patient hadnormal stool formation. The opiod dose was tapered andnormal oral feeding was restarted. A diagnosis ofinternal pancreatic fistula/pancreatic duct leak withpancreatic ascites and pleural effusion was made.

Figure 1: Computed tomography scan of abdomen and pelvisshowed gallstones with sludge (gastrografin andvasipaque320, power 114 mA, 120 kV).
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DISCUSSION
This case report highlights an important issue of thepotential risk of ERCP associated complication of

pancreatic leak leading to internal pancreatic fistula(IPF). Ordinarily when a pancreatic duct disruptionoccurs, it is during an attack of acute pancreatitis andthere is enough inflammatory reaction so that thedisruption is walled off by the stomach, transversecolon, mesocolon and other surrounding tissues and apseudocyst is formed. When a duct disruption occurs inthe absence of acute pancreatitis, the duct disruption isnot walled off, and an IPF results. The incidence of postERCP pancreatitis is reported to range from 1.3–6.7%.PostERCP pancreatitis is defined as abdominal pain formore than 24 hr after the procedure and levels of serumpancreatic enzymes three times above normal.Pancreatitis and high serum amylase usually occur afterdifficult procedures in which pancreatography wasperformed [2]. The elevation of serum amylase is not aspecific sign of pancreatic injury. Small CBD and precut papillotomy also significantly increases the risk ofpancreatitis [2]. ERCP has a major complication rate of1.38% for diagnostic and 5.4% for therapeutic purposes[3].The diagnosis is made by routinely sending allpleural effusions and ascitic fluid for amylase andalbumin determination. Amylase will be markedlyelevated, not necessarily elevated in the serum, and inthe absence of hypoalbuminemia, albumin will be over3 g/dL in the ascitic or pleural fluid, which will bediagnostic. Pancreatic ascties diagnostic criteria includeascitic fluid amylase >2000 IU/L in >5 simultaneousvalues. Recent articles in literature suggest that CT scanhas 90% sensitivity for detecting pancreatic ductaldisruption [4]. Gougeon et al. [5] first reported the useof emergency ERCP in the diagnosis of pancreatic injuryin 1976. ERCP has a sensitivity and specificity of 100%for pancreatic ductal injury [6]. ERCP provides not onlya conclusive diagnosis but also an effective and safenonoperative treatment tool, in applications such assphincterotomy, removal of CBD stones, lithotripsy,biliary drainage, and stricture dilation [7]. However,ERCP requires a stable patient and a skilledendoscopist, and has its own complications likepancreatitis, infection, duodenal injury and pancreaticduct disruption.Despite a success rate of only 48% and a mortality of16%, nonoperative therapy should probably beattempted as the initial treatment in all patients withthe IPF. Treatment of leak has focused on decreasingthe flow and increasing resistance like a drain removalor fibrin glue. Most authorities feel that the pancreaticfistulas should be managed conservatively as themajority close within a month and operativemanagement should be reserved for the failure ofconservative management, peritonitis and associatedduodenal injury. Some case series have shownpancreatic duct stent placement to be an effectivetherapy in resolving duct disruption. Transductalpancreatic stenting allows internal drainage of thepancreatic secretion and may reestablish ductcontinuity, although a proportion still requirespercutaneous or endoscopic drainage. Endoscopicmanagement with a stable patient and a skilled

Figure 2: Abdominal Xray showed distended loops of bowelsuggestive of ileus.

Figure 3: CT scan of abdomen and pelvis without contrastshowed peritoneal, left retroperitoneal and pelvic ascites withlikely ileus power 140 mA, 120 kV.

Figure 4: CT scan of abdomen and pelvis showed hepatic andcommon bile duct reduced to normal size gastrografin Isovue300; power 123 mA, 120 kV.
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endoscopist has gained increasing acceptance over thepast decade. Endoscopic sealing of fistulas byendoscopic injection of the sealant have also been used.Our patient underwent successful ERCP andsphincterotomy with a stent placement for protection ofthe pancreas, stone extraction and stent removal. Stentplacement is known to decrease the incidence of ERCPdirected pancreatitis. PostERCP our patient hadelevated pancreatic enzymes typical of postERCPpancreatitis, however, CT scan showed septatedcomplex collection in perisplenic and tail region of thepancreas. Septated collection represents walling at thepoint of pancreatic duct leak which does not occur withpostERCP pancreatitis in which the entire pancreas isedematous. In case of a possible disruption at the levelof the tail, it was most likely due to the guide wireinsertion with distal perforation. Another importantfactor was constipation and dilated loops of bowel,‘ileus’ which was likely multifactorial from the use ofopiods and pancreatic ascitis. There has been reportedcases of such similar nature [8].Our patient’s diagnosis was made by findingelevated amylase and protein content in the ascitic andpleural fluids plus CT scan revealing effusion andascites and managed conservatively. The use ofoctreotide in this case was established, and has beensuccessful in our experience. Nonetheless the latestliterature concluded that octreotide does not aid in theresolution of the fistula. Options for treatment of apersistent chronic fistula include removal of the drainand injection of the fistula tract with fibrin glue orfistula tractenteric anastomosis.

CONCLUSION
The longterm outlook for patients with pancreaticascites and pancreatic pleural effusions is certainlymuch more favorable than that of entities with whichthey are usually confused with like cirrhotic ascites andlung cancer. Although a pancreatic leak is a very rarecomplication, it can become serious condition adding tomorbidity and mortality.
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