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HIGLIGHTS
•	 ANP might evolve to MPD rupture 

which favors PP recurrence.

•	 In cases of MPD rupture the 
pancreatic tail must be drained to 
the stomach.

•	 Endoscopic duodenum-gastropan
creatic anastomosis is a treatment 
option.
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Acute necrotizing pancreatitis 

(ANP) might evolve with rupture 

of the main pancreatic duct (MPD) 

which favors the recurrence of pan-

creatic pseudocyst (PP). Current-

ly, lumen apposing metallic stent 

(LAMS) is the best choice for treating 

walled off necrosis (WON)(1). After 

3-4 weeks, LAMS should be replaced 

by double pigtail plastic stents 

(DPPS), as the prolonged length of 

stay increases the risk of bleeding(2). 

There is no consensus in the litera-

ture on the length of stay of DPPS. 

An 80-year-old woman presen

ted an episode of ANP caused by 

raticide poisoning. She developed 

WON being successfully treated by 

endoscopy with necrosectomy and 

placement of DPPS. However, a 

small PP (<2.0 cm) remained. After 

10 years of control, she started ab-

dominal pain. MRCP showed an in-

crease in PP (5.0 cm) and rupture of 

the MPD communicating to the PP 

(FIGURE 1) (E-VIDEO*).

Initial management was ex-

pectant, but after three months the 

FIGURE 1. MRI 
showing MPD rupture 
and relapsed PP with 
communication with 
the MPD.
MRI: magnetic 
resonance imaging; 
MPD: main pancreatic 
duct; PP: pancreatic 
pseudocyst.
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symptoms worsened. We indicated ERCP with pan-

creatic sphincterotomy and placement of a pancreat-

ic plastic stent (5Fr x 7cm) (FIGURE 2). Two months 

later abdominal pain increased in association to fe-

ver and elevated inflammatory markers confirming 

sepsis and infected PP.  Multidisciplinary discussion 

indicated drainage of the infected PP by LAMS and 

exchange of the pancreatic stent for a straight plastic 

stent (8.5F x 12cm) (FIGURES 3 AND 4) were per-

formed. After 3 weeks, the LAMS was removed and 

DPPS was implanted (10F x 12 cm), which was po-

sitioned as a duodeno-gastropancreatic anastomosis 

(FIGURE 5). Control CT performed after 4 months 

confirmed complete resolution of the PP. 

Endoscopic treatment of MPD rupture is challeng-

ing and has a low-resolution perspective, especially 

FIGURE 2. Pancreatic transpapillary drainage using plastic pancreatic 5Fx7cm stent was performed, after insertion of guide-wire in the MPD.
MPD: main pancreatic duct.

FIGURE 3. Treatment of WON with the passage of the EUS-guided 
hot-LAMS insertion, with drainage of purulent fluid. 
WON: Walled-off Necrosis; LAMS: lumen apposing metallic stent.

FIGURE 4. The exchange of the pancreatic stent for a straight 
plastic stent (8.5Fx12cm), showed the guidewire passing through 
the LAMS and then the implantation of the prosthesis was located at 
the proximal edge of the LAMS.
LAMS: lumen apposing metallic stent.

in patients who have several recurrences of PP, such 

as what happened in our patient. The creation of 

an efficient double-sided drainage allowed complete 

healing of the recurring PP. 
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FIGURE 5. Duodeno-gastropancreatic anastomosis.


