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ABSTRACT

Background: Persistent pancreatic pseudocysts require treatment, either by percutaneous drainage or by inserting a 
device between the cyst wall and an adjacent intestinal organ. One significant complication of a pancreatic prosthesis is 
its obstruction and subsequent risk of infection.
Objective: To report a case of administration of vancomycin via a nasocystic tube to treat a pancreatic pseudocyst.
Methods: A 69-year-old woman was diagnosed as having a pancreatic pseudocyst. The abdominal computerised 
tomographic (CT) scan showed a cystic tumour (190 × 153 mm) located in the epigastric area. A cyst-gastrostomy was 
carried out in which two prostheses were put in place to drain the pseudocyst. Clinical resolution was slow because the 
pseudocyst became re-infected. The microbiological results showed the presence of E. faecium that was sensitive to 
vancomycin. It was considered appropriate to insert a nasocystic catheter to assist drainage, and give a total daily dose 
of vancomycin 1 g. This was dissolved in 500 mL of 0.9% saline solution and given every eight hours as an IV perfusion 
over 20 minutes.
Results: A new CT scan showed that the pancreatic pseudocyst disappeared although there was still poor visibility of the 
pancreas; there was no sign of any peritoneal liquid or adenopathy. After the fever subsided, the patient was left practi-
cally asymptomatic and her recovery was satisfactory.
Conclusion: Although the administration of vancomycin by nasocystic tube has not been previously reported, this case 
suggests that the method described can be safely used in the treatment of pseudocyst, and can therefore contribute to 
the patient’s positive clinical recovery.
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INTRODUCTION

Vancomycin is an antibiotic with bactericidal activity, 
which works by interfering with the construction of cell 
walls in bacteria. Only Gram-positive bacteria are sensitive 
to the antimicrobial activity of vancomycin. It is a glyco-
peptide and was isolated in 1956 from the actinomycete, 
Streptomyces orientalis (now known as Amycolaptosis 
orientalis) [1]. Up to the present, the IV route has been 
used for systemic administration, and other administra-
tion routes, such as intrathecal, intraventricular, topical 

ophthalmic, subconjunctival and intravitreal have been 
used for localised treatment, and oral administration for 
the treatment of pseudomembranous colitis because 
of negligible absorption at intestinal level. A pancreatic 
pseudocyst is a collect ion of tissue, fluid, debris, panc reatic 
enzymes and blood contained within a capsule of fibrous 
or granulation tissue from the peritoneum. The most 
common causes of pancreatic pseudocysts include chronic 
pan creatitis, acute pancreatitis and pancreatic trauma. 
Persistent pseudocysts require treatment, either by 
per cutaneous drainage or the insertion of a device 
between the cyst wall and an adjacent intestinal organ 
such as the stomach, duodenum or jejunum. Such 
devices allow the cyst to drain into the organ and can be 
inserted using conventional open, endoscopic or laparo-
scopic surgery [2, 3].

CASE REPORT

The subject was a 69-year-old female with arterial hyper-
tension and diabetes mellitus undergoing pharmacologi-
cal treatment. She had no known dyslipidaemias, drug 
or alcohol addiction, or adverse drug reactions. She 
had a history of acute hepatitis in infancy. In June 2005, 
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an exploratory laparotomy was carried out and acute 
pancreatic bleeding diagnosed. A cholecystectomy and 
appendectomy were performed to remove some mucinous 
cysts.

She was admitted to hospital because of the development, 
over the previous 45 days, of a pruritic irritation that could 
not be controlled, in spite of treatment with hydroxyzine. 
The other symptoms were acholia and choluria in the 
first few days, hyporexia, persistent epigastric pain with 
a feeling of abdominal fullness, and a loss of 8–9 kg in 
weight during the past two months. She also mentioned 
an occasional sensation of dysthermia.

The results from biochemical tests were normal: aspartate 
aminotransferase: 48.4 IU/L; alanine aminotransferase: 
37 IU/L; lactate dehydrogenase: 726 IU/L; creatinine 
kinase: 726 IU/L. The haematology results were also 
normal: leukocytes: 4,300/µL, comprising neutrophils: 
49.3% and lymphocytes: 42%. An abdominal ultrasound 
revealed a cystic mass in the epigastric area which, 
because of its large size, obscured the pancreas. The 
image of the liver was uniform and the spleen and kidneys 
did not show any anatomical alterations. The abdominal 
computerised tomographic (CT) scan showed a cystic 
tumour measuring 190 × 153 mm located in the epigastric 
area, dislodging the stomach towards the left and induc-
ing intrahepatic cholestasis (see Figure 1). After a pan-
creatic pseudocyst was diagnosed, a cyst-gastrostomy 
was carried out to insert two prostheses, each 8.5 Fr and 
7 cm long, to drain the pseudocyst. The pruritus went 
into remission after adding diphenhydramine to the pre-
viously prescribed hydroxyzine. Initial bactericidal treat-
ment was with cefuroxime 750 mg IV every eight hours 
and metronidazole 500 mg IV every six hours. Twenty 
days later, during a check-up of the cyst-gastrostomy, 
one of the prostheses was replaced by another one of 
10 Fr and the patency of the other was restored because 
it had become blocked. After meticillin-resistant S. aureus 
was found in the blood, antibiotic treatment was modified 
to gentamicin 80 mg IV every eight hours and vancomycin 
1 g IV every 12 hours. The patient’s recovery was slow 
because of re-infection of the pseudocyst and a surgi-
cal intervention had to be considered. There was a risk 
of an abscess forming because of the repeated block-
ages of the drainage tubes. Microbiological investiga-
tion of the pseudocyst liquid showed the presence of 
E. faecium sensitive to gentamicin, linezolid, teicoplanin 
and vancomycin. It was therefore considered appropri-
ate to insert a nasocystic catheter to assist the drainage 
with rinses. Via this catheter, 1 g vancomycin, dissolved 
in 500 mL of 0.9% saline solution was administered daily 
in three divided doses over 20 minutes every eight hours. 

After the fever subsided, the patient was left almost 
asyptomatic and could tolerate digestion so that her 
recovery, although slow, was satisfactory. The nasocystic 
tube was removed when it became blocked and in a new 
CT scan, it could be seen that the pancreatic pseudocyst 
had disappeared but visibility of the pancreas gland was 
still poor and there was no sign of any peritoneal liquid 
or adenopathy. During the 48 days of hospitalisation, no 
pharmacological treatment was necessary to control the 
patient’s arterial hypertension or diabetes mellitus, which 
was controlled by diet alone. On discharge from hospital 
she was advised to restart her medication, if necessary, 
under medical supervision and she was given an appoint-
ment to have the transgastric tubes removed.

DISCUSSION

One of the most significant complications of pancreatic 
prostheses is that they become blocked, with the subse-
quent risk of infection and abscess formation. Almost all 
5 Fr and 7 Fr prostheses become blocked during the first 
nine weeks [3], as occurred in our case. After replacing 
one of the prostheses and restoring the patency of the 
other, rinses with vancomycin dissolved in saline solution 
via a nasocystic tube were carried out to prevent infection. 
The bibliography shows that among the microorganisms 
pre sent in the contents of pseudocysts are enterobacteria or 
enterococci, S. aureus, S. epidermis and anaerobics [4, 5]. 
In our case, microbiological results showed the presence 
of E. faecium sensitive to gentamicin, linezolid, teico-
planin and vancomycin. Although the administration of 

Figure 1:  CT scan of abdomen and pelvis

This axial CT image shows one pancreatic pseudocyst tumour (190 × 153 mm) located in the 
epigastric area dislodging the stomach towards the left. There was no free peritoneal liquid or 
adenopathy in the abdominal pelvic areas.
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vancomycin via nasocystic tube has not been previously 
described in the scientific bibliography, it seems to be an 
effective and convenient way to treat internal communi-
cating collections and pseudocysts of pancreatic origin. 
By this method, 1 g vancomycin dissolved in 500 mL of 
0.9% saline solution and given in three divided doses, one 
every eight hours, via a nasocystic tube, in addition to the 
IV standard, allowed the patient to be cured of her pseu-
docyst, the fever and all symptoms.

CONCLUSION

The presence of microorganisms sensitive to vancomycin 
in pseudocyst fluid has been reported previously. Never-
theless, the administration of vancomycin by nasocystic 
tube is a practice that has not been carried out before, 
to the best of our knowledge. This case suggests that 
administration of vancomycin by this method can be a 
safe practice in pseudocyst treatment, and can therefore 
contribute to the patient’s positive clinical recovery.

1. Flórez J, Armijo JA, Mediavilla A. Farmacología humana. 4th ed. Barcelona: 
Salvat-Masson; 2003.

2. Greenberger NJ, Toskes PP, Isselbacher KJ. Acute and chronic pan-
creatitis. In: Braunwald E, Fauci AS, Kasper DL, et al. editors. Harrison’s 
principles of internal medicine. 14th ed. New York: MacGraw Hill; 1997. 
p. 1977-90.

3. Aguilera V, Mora J, Sala T, et al. Endoscopic treatment of pancreatitis 

REFERENCES

and its complications. Gastroenterol Hepatol. 2003;26(1):13-8.
4. Gilbert DN, Moellering RC, Eliopoulos GM. The Sanford guide to anti-

microbial therapy 2005. 35 ed. Sperryville, VA: Antimicrobial Therapy, 
Incorporated; 2005.

5. Poduval RD, Kamath RP, Corpuz M, et al. Intraabdominal vancomycin-
resistant enterococcus infections: the new threat. J Clin Gastroenterol. 
2001;32(4):333-5.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (Coated FOGRA27 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /FRA <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


