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Pseudocyst formation, with its attendant complications of compression, rupture,
bleeding and fistula formation, is a well known complication of chronic pancreati-
tis. In 1966 Berne and Edmondson drew attention to the often fatal outcome of
pancreatico-colonic fistula complicated by hemorrhage3. We present two cases of
this rare complication of chronic pancreatitis as defined by the Marseille
classification1,2.

CASE REPORTS

Case 1: A 62 year old man with a long history of recurrent pancreatitis and a
known pseudocyst in the head of the pancreas was admitted to hospital as an
emergency with rectal bleeding. He had recently undergone coronary artery bypass
grafting and was taking the thrombocyte aggregation blocker (Calciumacetylosali-
cylicum). On admission the pulse rate was 96/min, the blood pressure 80/50 mmHg.
Haemoglobin was 8.9 g%. He was resuscitated with intravenous fluid.
An ultrasound of the abdomen showed a 5 5 cm rounded lesion in the

pancreatic head with an inhomogeneous echostructure. A computerized axial
tomographic scan showed a pseudocyst in the tail of the pancreas with inhomoge-
neous shadowing and blood-equivalent density values. Gas was present in the cyst.
There was intensive inflammatory change around the pancreas and left colonic
flexure. Coeliac angiography showed an elongated splenic artery with a 2 2 cm
false aneurysm at the splenic hilus. Colonoscopy showed a granulated fistula at the
left colonic flexure.
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Figure 1 Angiography. Angiography showing a 2 2 cm false aneurysm of the splenic artery (arrow)
overlying the pancreatic tail.

Figure 2 CA T-Scan. 10 5 cm pancreatic pseudocyst with calcification in the cyst membrane (arrow).
Density measurement of the contents is equivalent to blood.
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Figure 3 Angiography. Superselective demonstration of splenic artery. The proximal part of the vessel
is spastic in the region of neck/tail of the pancreas and demonstrates a contrast medium extravasation
into a pseudocyst.

Figure 4 Embolisation of the splenic artery with ivalon particles. No further extravasation into
pseudocyst visable. However, contrast medium is now seen in the hepatic artery.
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Laparotomy confirmed the preoperative diagnosis of bleeding into the colon
through a pseudocyst colonic-fistula. Distal pancreatectomy, splenectomy and
colonic resection en bloc were performed. The patient made an uneventful
recovery.

Case 2: A 29 year old alcoholic heroin addict had first presented with alcohol
induced pancreatitis in 1983 with severe pain and a pancreatic pseudocyst. In 1986
he suffered thrombosis of the superior vena cava subsequent to subclavian catheter-
ization at the time of planned pancreatic resection and was anticoagulated. His
course subsequently was uneventful until 2 weeks prior to admission, when he
developed loss of apetite, abdominal pain and constipation. He presented with
severe melaena, pulse rate was 136 min., blood pressure 70/50. Haemoglobin was
4.9 g/%. After resuscitation CAT-scan showed a large (10 5 cm) partly calcified
pseudocyst, with inhomogeneous content suggesting hemorrhage. Splenic artery
angiography showed narrowing of the lumen and rupture of the mid-part of the
vessel into the pseudocyst with active bleeding in progress (Figure 3). The splenic
artery was successfully embolized. Colonoscopy showed a 5 5 cm pseudocystoco-
lic fistula in the left colonic flexure and allowed a free view into the pancreatic
pseudocyst (Figure 5).

Subsequent treatment was conservative and the patient recovered to be dis-
charged 6 weeks later. Repeated CT-scan 10 months after embolisation showed no
residual cyst and colonoscopy was normal.

Figure 5 Colonoscopy. Huge pseudocysto-colic fistula in the region of left colon flexure. View into the
pseudocyst, showing necrosis and blood clot. (see colour plate at back of issue)
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DISCUSSION

It is well known that pancreatic pseudocysts are prone to the complications of
hemorrhage, infection rupture and compression of surrounding organs especially of
the stomach, bile duct and colon. Organ compression and fistula formation are
often asymptomatic. However, when a fistula is complicated by haemorrhage the
outcome is frequently fatal4. The two cases reported highlight the sudden over-
whelming nature of hemorrhage which can occur from the splenic artery. With
modern radiology prior deliniation of the cause of bleeding is possible allowing
planning of the appropriate procedure for each patient6.

Until recently only operative intervention and suture control of the bleeding
vessel with concomitant resection of colon and pancreas held any real chance of
success. Interventional radiological techniques now allow control of bleeding7’8.
Some pseudocystocolic fistula may be asymptomatic, once bleeding is controlled
there is no pressing need to deal surgically with the fistula. This is well illustrated by
the second case where spontaneous closure of the fistula occurred.
Melaena from bleeding pseudocystocolic fistula is rare but must be remembered

in patients with chronic pancreatitis. Embolisation of the bleeding vessel, if
successful, may allow spontaneous resolution of the cystocolic fistula. In severely ill
and compromised patients this offers a real advantage over operation.
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