Preoperative Demonstration of Pancreatic Fistula by
Endoscopic Pancreatography in a Patient

with Pancreatic Ascites
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Endoscopic pancreatography was useful in demonstrating pan-
creatic ductal obstruction, fistula, and pseudocyst in the pre-
operative evaluation of a patient with pancreatic ascites. Surgical
exploration confirmed the preoperative findings and Roux-en-Y
cystojejunostomy was performed. Some salient features of
pancreatic ascites are discussed.

ANCREATIC FISTULA is an uncommon cause of
P abdominal ascites, but when encountered may be
quite amenable to surgical correction. Therefore, a pan-
creatic etiology should be kept in mind whenever a new
case of ascites is under investigation. The sine qua non
of pancreatic ascites is the demonstration of a high
amylase content of the ascitic fluid.* The recent popularity
of endoscopic pancreatography offers an additional tool
to further define the etiologic mechanisms of pancreatic
ascites. The following case report demonstrates the use-
fulness of endoscopic pancreatography in the preopera-
tive evaluation of pancreatic fistula.

Case Report

M.W. (#357863), a 31-year-old Negro woman was admitted to the
University Hospital on December 29, 1975 with a history of rapid
development of abdominal ascites some 3 months prior to admission
along with anorexia, 50-Ib weight loss, and epigastric abdominal
pain. She initially denied, but later admitted, alcohol consumption
on the order of a fifth of whiskey per day for several years.

She had initially been seen by her local physician in October,
1975 for the above complaints. He noted a pelvic mass for which ex-
ploratory laparotomy was performed. Operative findings included 2500
ml of ascitic fluid, multiple leiomyomata of the uterus, bilateral
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salpingo-oophoritis and a retrogastric mass. Hysterectomy and bilateral
salpingo-oophorectomy were performed. The biopsy of the retrogastric
mass was described as ‘‘chronic inflammation.”

The ascites reaccumulated within one week and the patient was
placed on salt restriction and diuretic therapy. The etiology re-
mained obscure. After several admissions to the local hospital for
treatment of weakness, hypokalemia, and hypoalbuminemia, the patient
was referred to the University Hospital.

Examination of the patient at the time of admission showed a very
frail, debilitated, chronically ill woman who appeared much older than
her age of 31 years. There was marked muscle atrophy of the ex-
tremities with massive ascites but no hepatomegaly. The patient was
too feeble to ambulate or care for herself. She was withdrawn and
indifferent.

Admission laboratory studies included serum albumin of 2.7 gm%,
total protein 5.3 gm%, and normal liver parameters. Serum amylase
ranged between 333 and 733 Somogyi units (normal 80— 180). Paracentesis
was performed and studies of the ascitic fluid showed no growth on
culture, negative AFB smear, Class I cytology, albumin of 2.0
gm%, and amylase of 52,000 Somogyi units.

Upper GI series (Fig. 1) showed an extrinsic mass effect on the
gastric antrum. Liver scan, IVP, and barium enema had been normal
at her local hospital. Celiac arteriograms were normal.

With a tentative diagnosis of pancreatic ascites, an endoscopic
pancreatogram was performed on January 13, 1976. This demonstrated
obstruction of the pancreatic duct at the junction of the proximal
and middle thirds (Fig. 2). In addition, there appeared to be a small
leak of contrast material into a cystic structure which was felt to possi-
bly represent a pseudocyst (Fig. 3).

The patient underwent exploratory laparotomy the next day. She
was found to have 4 liters of dark ascitic fluid, and a 6-8 cm
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