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Abstract

Walled-off pancreatic necrosis is a known complication of acute pancreatitis and requires 

intervention if symptomatic or complicated. Laparoscopic cystogastrostomy as a minimally 

invasive surgical intervention has been well-described in surgical literature but data on a robotic 

approach is limited. Here we report a case of robotic cystogastrostomy and debridement of walled-

off pancreatic necrosis in a patient with a history of severe biliary pancreatitis.

Introduction

A walled-off pancreatic fluid collection is usually a complication of acute pancreatitis. It can 

also be the consequence of chronic pancreatitis, pancreatic trauma, or pancreatic duct 

obstruction. According to the revised Atlanta classification, early (<4 weeks since the acute 

episode of pancreatitis) peripancreatic fluid collections are divided into two categories: acute 

peripancreatic fluid collections (APFCs) or acute necrotic fluid collections (ANCs). APFCs 

are fluid collections that lack a wall and develop in the setting of interstitial edematous acute 

pancreatitis. They are usually sterile, self-limited, and not associated with necrotizing 

pancreatitis. ANCs contain necrotic debris due to pancreatic and/or peripancreatic necrosis. 

On the other hand, late (>4 weeks) peripancreatic fluid collections are divided into 

pancreatic pseudocysts or walled-off necrosis (WON). A pancreatic pseudocyst is a fluid 

collection with a well-defined non-epithelized wall that doesn’t contain any solid debris and 

usually develops as a sequela of interstitial edematous acute pancreatitis. WON is the mature 

form of ANC and consists of an encapsulated collection of fluid and necrotic tissue [1].

Pancreatic fluid collections often resolve spontaneously with time. Procedures to address 

these collections are indicated if the patient is symptomatic. In addition, an intervention is 
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often warranted in complicated walled-off pancreatic necrosis. Possible complications 

warranting intervention include infection, pseudo-aneurysm, obstruction (gastric, duodenal, 

mesenteric venous or biliary), fistula formation (enteric, pleuropancreatic), and pancreatic 

ascites. The previously established dogma that a walled-off pancreatic fluid collection 

measuring 6 cm for more than 6 weeks is an indication for intervention has fallen away. 

Vitas et al. showed that 38 % of the pseudocysts greater than 10 cm in size treated 

conservatively resolved more than 6 months after the diagnosis with no serious 

complications [2]. Other series have shown similar results with successful conservative 

management in 39–48 % of asymptomatic pancreatic pseudocysts regardless of the size [3, 

4].

There are different approaches to debride and drain WON: the classic open necrosectomy 

consists of entering the lesser sac through the gastrocolic ligament or transverse mesocolon 

and gently debriding the pancreatic necrosum. The transgastric approach can be performed 

open or laparoscopically. Finally, a retroperitoneal approach (including open or videoscopic 

techniques) has been described. A non-surgical approach includes percutaneous or 

endoscopic debridement. Percutaneous drainage is performed by an interventional 

radiologist via a CT-guided approach. Endoscopic transmural drainage can be performed by 

an interventional endoscopist in carefully selected patients but often requires multiple 

sessions. We will present the case of a patient who developed a symptomatic WON and was 

debrided and internally drained into the stomach through a robotic approach.

Case presentation

A sixty-four-year-old male with a past medical history of severe depression and 

hypothyroidism presented with abdominal pain, PO intolerance, and unintentional 60-pound 

weight loss over the last 4 months. His surgical history was notable for laparoscopic 

cholecystectomy at an outside hospital following an episode of biliary pancreatitis 5 months 

earlier. On physical exam, the patient was cachectic and frail. He had no evidence of 

jaundice. On his abdominal examination, there was obvious epigastric fullness with mild 

tenderness. Labs were unremarkable except for an albumin level of 2.9 g/dl and pre-albumin 

level of 15 mg/dl. A CT scan showed that the pancreas was replaced by a large complex 

fluid collection consistent with walled-off necrosis (Fig. 1a). The collection measured 18 cm 

transverse × 7 cm AP. Endoscopic ultrasound (EUS) showed a large complex WON not 

amenable to endoscopic drainage. A common bile duct stone was noted on EUS which was 

removed by endoscopic retrograde cholangiopancreatography without immediate or delayed 

post-procedure complications. After careful review of all possible treatment options, a 

decision was made to take the patient to the operating room for robotic cystogastrostomy 

and possible debridement of walled-off pancreatic necrosis.

The patient was taken to the operating room and placed in a supine position under general 

anesthesia. After pneumoperitoneum creation, three 8-mm robotic ports, one 11-mm camera 

port, and one 11-mm assistant port were introduced. Upon inspection of the abdomen, the 

stomach was displaced anteriorly toward the abdominal wall by the WON. In the area of 

maximum bulge, an anterior gastrotomy was performed. The location of the pseudocyst was 

identified by needle aspiration, which also helped to exclude the possibility of injuring a 
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major vessel. A posterior gastrotomy was performed with monopolar cautery, thereby 

exposing the WON wall which was then entered. Pancreatic necrotic tissue was debrided and 

fluid aspirated. The cyst was sewn in a single layer to the posterior gastric wall using two 

running 3–0 absorbable braided sutures. The cystogastrostomy was made to a diameter of 

approximately 3 cm to easily accommodate an endoscope in the future should it be 

necessary. The anterior gastrotomy was closed in a running fashion with a V-LOC device 

(Fig. 2). A leak test was performed and was negative.

Postoperatively, the patient started to eat gradually. His weight improved over the next 3 

months and his albumin normalized to 3.9 g/dl. A CT scan at 4 months showed the 

resolution of his WON (Fig. 1b).

Discussion

Open surgical debridement and drainage of WON was the traditional intervention of choice, 

but the morbidity of this operation is high [2]. Thus, minimally invasive methods have been 

adopted and preferred over the last few decades. Laparoscopic, endoscopic, percutaneous, 

and retroperitoneal approaches are other alternatives.

Endoscopic drainage became the first-line therapy in many tertiary care centers compared to 

surgical or percutaneous approaches [5, 6]. EUS-guided drainage of walled-off pancreatic 

fluid collections consists of the formation of a tract between the fluid collection and the 

stomach/duodenum. The tract is generally maintained patent by placing one or more plastic 

stents [7, 8]. While endoscopic treatment is largely successful for the drainage of a simple 

pancreatic pseudocyst, it is less so for the treatment of WON. Small plastic stents can 

become occluded, leading to infection and requiring repeated endoscopic interventions, 

especially in WON. In this context and in institutions lacking expertise in the field of 

advanced endoscopy or interventional radiology, surgical therapy is the ultimate treatment of 

choice in the appropriate clinical scenario. While laparoscopic cystogastrostomy is well-

described in the literature, the robotic approach is still not well-established and only few 

case reports have been published [9, 10].

Minimally invasive surgery is the standard of care for many surgical abdominal pathologies. 

While laparoscopy has been adopted in many surgical procedures, robotic surgery is still in 

the developmental and experimental phase for many procedures [11]. A large body of 

evidence has shown that minimally invasive surgery is superior to an open approach as it is 

associated with less postoperative pain, a shorter hospital stay, and equivalent oncological 

outcomes in malignant diseases [11]. During the last decade, minimally invasive pancreatic 

surgery has been slowly adopted in large tertiary centers for both benign and malignant 

pathologies [12].

Laparoscopic management of benign pancreatic disease has been established for over a 

decade now, and it has been shown to be as effective as the open technique, with less 

morbidity [4]. On the other hand, the role, safety, and efficacy of robotic surgery in the 

treatment of WON has not been well-studied. We describe here a case of robotic anterior 

transgastric cystogastrostomy and demonstrate its feasibility and safety.
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The robot can overcome some of the laparoscopic limitations in the management of WON, 

which is usually located in the lesser sac, a challenging location to access. In fact, the robot 

improves the surgical ergonomics as it increases the degrees of freedom to seven compared 

to four in laparoscopy. Furthermore, it eliminates the fulcrum effect created by the rigid 

laparoscopic instruments. This mirrors the human hand dexterity and allows better tissue 

handling. It facilitates operating in narrow spaces and angles not possible in laparoscopy and 

allows more precise suturing. In fact, the robot facilitates suturing the WON wall to the 

posterior gastric wall, which is technically more challenging with the laparoscopic approach 

and is usually substituted by the use of a staple device. In the case presented here, the WON 

wall was quite thick and may not have appropriately accommodated a stapler, making a 

hand-sewn technique more appropriate. Additionally, the cyst wall is often friable and 

crushes under compression, making stapler height selection somewhat difficult. Moreover, 

the robotic platform provides a 3-dimensional magnified image and computerized console 

that allows image-guided surgery. Ultrasound can be integrated and used to locate the WON 

and decide which approach is more suitable. Depending on the position of the WON and its 

adherence to the stomach, an anterior or posterior approach can be undertaken to perform a 

cystogastrostomy. While the robot can provide some technical advantages compared to 

laparoscopy, there is not enough data on the short- and long-term postoperative outcomes of 

this procedure for the treatment of WON. Lastly, minimally invasive cystogastrostomy does 

not preclude subsequent endoscopic debridement as the necrosum continues to evolve.

Conclusion

Robotic cystogastrostomy and debridement of WON is a feasible and safe operation and can 

be an alternative for the laparoscopic approach when the latter is indicated. There is a need 

for cost-benefit analysis and comparative studies to determine its efficacy and its long-term 

outcomes compared to the laparoscopic approach.
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Fig. 1. 
Preoperative CT showing large complex fluid collection measuring 18 cm transverse × 7 cm 

AP consistent with walled-off necrosis (a). Four-month postoperative CT scan showing the 

resolution of WON (b)
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Fig. 2. 
Images showing the steps of robotic cystogastrostomy and debridement of WON. Anterior 

gastrotomy (a), posterior gastrotomy (b), debridement of WON (c), WON wall sutured to 

the posterior gastric wall (d), anterior gastric wall sutured with a V-LOC device (e), and leak 

test performed (f)
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