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COMPLICATIONS OF OPEN SURGICAL 
PROCEDURES IN PATIENTS 
WITH PANCREATIC CYSTS

A B S T R A C T  — The incidence of pancreatic cysts is constantly 
growing due to an increasing number of patients with a 
history of pancreatitis.  Furthermore, complications after 
surgical interventions for pancreatic cysts occur in 30-40% 
of patients. 
Objective: to analyze the complications in patients with 
pancreatic cysts after open surgery.
We observed 68 patients who underwent open surgical 
interventions: cystogastrostomy and cystojejunostomy. All 
patients with pancreatic cysts were divided into 2 groups 
depending on the type of procedure. In 27 patients (29%) of 
the first group cystogastrostomy and in 41 patients (81%) of 
the second group cystojejunostomy was performed.
In 1st group complications were diagnosed in 8 cases 
(29.6%): postoperative pancreatitis (5 — 18.5%), cyst 
recurrence (3 — 11.1%). In the second group complications 
occurred in 7 patients (17.1%): postoperative pancreatitis in 
4 cases (9.8%), recurrent cysts in 3 cases (7.3%).
Thus, cystojejunostomy is less associated with complications 
than cystogastrostomy.
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R E L E V A N C E
Acute pancreatitis is considered the single most 

frequent gastrointestinal cause of hospital admissions 
in the United States. Chronic pancreatitis being lower 
in incidence noticeably worsens patients’ quality of life.  
In recent decades researchers worldwide have wit-
nessed an increase in patients with a history of pancrea-
titis, and as a result, the presence of pancreatic cysts in 
this group of patients [1, 2, 3]. According to scientific 
literature the process of formation of pancreatic cysts 
is often accompanied by the appearance of severe 
complications: mechanical jaundice, perforation, 
suppuration of cysts, peritonitis, bleeding, etc. [4, 5, 6]. 
After open surgical interventions complications occur 
in 30–40% of cases. Those complications are quite 
variable: from the most severe, such as bleeding, peri-

tonitis, abscesses, to the milder, that could be stopped 
conservatively or with the help of minimally invasive 
procedures — postoperative pancreatitis, recurrent 
pancreatic cysts. These complications are often associ-
ated with high pressure on the anastomosis caused 
by increased pancreatic secretion, as well as technical 
intraoperative difficulties [7, 8].

Objective: 
to evaluate complications in patients with pancreatic 
cysts after open surgical procedures.

M A T E R I A L  A N D  M E T H O D S
The work has been carried out in surgical depart-

ments of Penza Regional Clinical Hospital named after 
N. N. Burdenko. The study involved 68 patients who 
underwent open surgical interventions: cystogastros-
tomy and cystojejunostomy. There were 12 women 
(20.7%) and 56 men (79.3%). The age of patients 
ranged from 22 to 74 years. The average age was 57±9.8 
years. Pancreatic cysts were identified: in the tail of the 
gland in 6 patients (10.3%), in the body of the pan-
creas in 8 patients (13.7%), in the head of the pancreas 
in 54 patients (75.7%).

At the first stage 59 patients (84.4%) underwent 
external drainage of pancreatic cysts under ultrasound 
control. The remaining 6 patients (15.5%) did not 
undergo this procedure.

Indications for external drainage of cysts were: 
an increase in the size of the cyst more than 50 mm, a 
loose, unformed cyst wall, signs of infection of cysts, as 
well as the severity of the patient's condition.

For diagnostic purposes in the patients with pan-
creatic cysts the following general clinical and labora-
tory tests were performed: blood type and Rh factor, 
common blood test, biochemical blood test, general 
urine test, urine diastasis, coagulogram; instrumental 
examinations: electrocardiography, ultrasound exami-
nation of the abdominal cavity and retroperitoneal 
space, fibrogastroduodenoscopy, computed tomog-
raphy of the abdominal cavity and retroperitoneal 
space, X-ray examination of the chest and abdominal 
cavity (fistulography after drainage of pancreatic cysts 
was performed to identify the connection with the 
pancreatic duct), magnetic resonance imaging of the 
abdominal cavity and retroperitoneal space.

S U R G E R Y

http://dx.doi.org/10.35630/2199-885X/2021/11/2/13

https://orcid.org/0000-0002-9453-7380
https://orcid.org/0000-0001-5158-9570
https://orcid.org/0000-0002-2232-129X
https://orcid.org/0000-0001-9809-0718
https://orcid.org/0000-0002-7674-2057
http://dx.doi.org/10.35630/2199-885X/2021/11/2/13


54 |  a r c h i v  e u r o m e d i c a  |  2 0 2 1  |  v o l .  1 1  |  n u m .  2  |

All patients with pancreatic cysts were divided 
into 2 groups, depending on the type of surgery per-
formed. Group 1 included 27 patients who underwent 
cystogastrostomy (29%), group 2 included 41 patients 
where cystojejunostomy was done (81%).

Indications for cystogastrostomy and cystoje-
junostomy were: the size of the pancreatic cyst more 
than 60 mm, the formation of the pancreatic cyst wall, 
as well as the presence of a proven instrumental con-
nection between the cyst and the pancreatic duct.

Cystrogastrostomy was performed in patients 
with a pronounced adhesive process in the abdomi-
nal cavity, with the fusion of the cyst wall with the 
posterior wall of the stomach. Cystojejunostomy was 
performed in all remaining cases. 

R E S U L T S  A N D  D I S C U S S I O N 
In group 1 after surgery, complications were diag-

nosed in 8 cases (29.6%): cyst recurrence in 3 patients, 
postoperative pancreatitis in 5 patients.

In 5 cases (18.5%), the development of postopera-
tive pancreatitis was revealed with clinical manifesta-
tions on the 4th–5th day after surgery. After conserva-
tive therapy, patients were discharged in 15–16 days 
in a satisfactory condition. The following scheme of 
conservative treatment has been used: non-narcotic 
analgetics (ketorol 1.0 v/m), NSAIDs (ibuprofen 
3.0 v/m), antispasmodics (no-shpa 2% — 2.0, platy-
phylline 0.2% — 1.0 v/v), infusion therapy in the 
volume of 20–30 ml/kg of weight was used; drugs that 
reduce pancreatic secretion (atropine 0.1%–1.0 i/v), as 
well as inhibitors of protease activity (kontrikal 20,000 
units 2 p.i/v or gordox 100.000 units). 

In the long-term postoperative period in 3 cases 
(11.1%) the cyst recurrence was detected (after 4 
months during a routine ultrasound examination). No 
clinical manifestations of pancreatitis were noticed. 
The level of amylase activity in all cases was within the 
normal range. The size of the liquid collector in the 
first case was 18 mm, in the second — 29 mm, in the 
third — 38 mm. Dynamic follow-up at the surgeon's 
place of residence is recommended.

Complications occurred in 7 patients (17.1%) in 
the 2nd group. Postoperative pancreatitis was ob-
served in 4 patients (9.8%). In the course of treatment 
(conservative therapy) acute pancreatitis was stopped 
on the 12th–16th day from the moment of hospitaliza-
tion. Recurrence of a pancreatic cyst was detected 
during a routine ultrasound examination in 3 patients 
(7.3%) in the long-term postoperative period (from 4 
to 6 months after surgery). Infection of the cyst cavity 
occurred in one case. In the postoperative period this 
patient suffered from acute pancreatitis. During the 
next hospital readmission, the liquid formation in the 

projection of the tail of the pancreas with dimensions 
of 75×62×67 mm was revealed. The cyst cavity was 
drained under ultrasound control, and cloudy contents 
with a fetid smell were obtained. After that procedure 
no clinic of acute pancreatitis were revealed. 

After the surgical treatment in the second group 
of patients the length of hospital stay was maximum 16 
days, minimum — 7 (12 ± 1.4 days). In the first group 
the period of hospital stay was 15 ±1.35 (from 12 to 19 
days).

Thus, the total number of complications in 1 
group was 29.6%, where postoperative pancreatitis 
was detected in 18.5%, and recurrent pancreatic cysts 
— in 11.1%. In 2 group patients, complications were 
observed in 17.1%: postoperative pancreatitis (9.8%) 
and recurrent pancreatic cysts (7.3%). The duration of 
treatment in patients after cystograstrostomy was 15 
days, after cystojejunostomy — 12 days. There were no 
fatal outcomes after surgical interventions in patients 
with pancreatic cysts.

C O N C L U S I O N
We consider it more appropriate to perform 

Roux-en-Y cystojejunostomy on a disconnected loop, 
since the postoperative period with such a surgical in-
tervention is accompanied by fewer complications (by 
1.7 times — p=0.017) and a shorter length of hospital 
stay. The median postoperative LOS after cystogastros-
tomy is 1.25 times more than after cystojejunostomy.
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