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A 5 year old boy presented with
shortness of breath, chest pain, and fever for
the last few days. He had history of
hydroceplralus secondary to aqueduct
stonosis diagnoscd allcr birth attd vetttriculo-
peritoneal (V-P) shunt was done for him at
age of 6 month. The pregnancy was

unremarkable and he delivered by caesarian

section at term because of obstructed labor
due to large head.

The physical examination revealed a

toxic child, ill looking, pale, with large head
and lre was dyspnic with severe chest
retraction but no cyanosis. Vital signs:
Temperature is 40 C, Respiratory rate is 55

breath / minute, and blood pressure is 75 /
50. Chest examination revealed limitation of
tnovement at the right side of chest, vocal
fremitus is diminished, and dullness at right
upper and lower chest with diminished air
entry at the right side of clrest, the trachea

r,vas ccntral ly positioned.
Auscultation of chest shows

dirninished breath sounds at right side of
chest with fine crackles in both lungs. First
and second heart sound were normal. Local
examination of the valve of the shunt was
poorly functioning with indentation lasting
rnore than 5 minutes.

.The child was admitted to Tikrit
Teaching l-lospital (TTH) and send for blood
tests, chest X - ray, abdominal ultrasound
and CT-scan investigations. The blood
investigations was as follow: Hb l0 g/dl .,

WBC 15000 / mrn3 . Platelets 150000/1.

Blood filrn: hypoclrromic microcytic anemia
with no abnornral cells.

Liver function test was nonnal, BUN
& Serunr creatinine was normal.

Cerebrospinal fluid (CSF) aspiration
reveals clear fluid under normal pressure

And shows the following results:

cclls = 0 cell / hpf, ! protein l5 mg /dl, sugar

66 mg /dl ( blood sugar was I l0 mg /dl), and
latex agglutination test is normal finding.
Chest X-Ray findings & CT-scan findings as

following:
Chest X-ray PA and lateral views showirtg
honrogcnous opacity occupying rniddlc and
lower zones of right hemithorax ,with
suspicious elevation of right hemidiaphragm
on lateral view raising the possibility of
subphrenic collection or hydatid cyst(fig l).
Abdominal ultrasound exam was done,

confirming intrahepatic fluid collection
(picture not available), later on CT scan

exam of upper abdomen was done with
coronal and saggital reformatting, revealing
intrahepatic localized fluid collection with
end of V-P shunt catheter seen at the
periphry.(fiez).

FIGl:
chest

(lntrahepatic CSF' Pseudocyst)-PA
X-ray & lateral abdominal fihns
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tlyirg -homogenous opacity occupying
middle and lower zones oi right t.miti.,orai
,rvith elevrtion of right lrernidiapl,,ragn,,,rritii
V-P shunt catheter ir d at the'righi upp.,
abdomen.

The exact cause of abclominal CSF

12 patients, Gaskill et al reportecl that
inflammatory process i.s a frequent
predisposing factor.(l) In their series l6i/o of
tlre patient had acute infectioi rvlr ile 41.6%
harl past lristory oI CNS inlcclion. In it
rcvicrv lly Rainov N cl :rl. Micr.olriologicrrlly
l)r'()vcn irrll.cliorr rvrr* pr.cscrrl irr J0,){,

ol'lhcir cnscs (,1.5 ),
l lorvcvcr., (rll Prrlir.rrl lrrrrl rro

.lr.icctivc/srtricctivc cr itrcrrcc ,r' irctrrc
i,l'cctio. or past histor-r' ol'cNS irf'ccti.rr.
Thus infection, while an important factor, is
not likely to account for all cases of
pseudocyst. Sometimes a pseucloc1,51 ntay
minric appendicitis. Horiever, the jiagr.,osis

ISCUSSIO

Loculated intra_abdominal
colloctiorrs oI ccrcbr.spi,al fltrirl arc rcrrrccl
CSI; pscrrtkrc.ysls or CSF-olrrirs. J'ltcry rrriry hc
rlirrlirr.sr:<l rvitlr ptrrirr'rrtti.p.r.rrptis rrltr",,
lrrttvt'1. lrto;1* ,,,.u rlisptrrccrrt ot. rr soll lissrrc

develop around the tip of the shunt tube,
eventual encapsulation and obstnlction u,ill
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is clearly- evident on radiology. The most
con'tnron presentation of the pediatric
patients is with symptoms of elevated
intracranial pressure and abdominal pain,
whereas the adults have predominantly local
abdominal signs.

Improved shunt devices and careful
surgical techniques may lead to a decrease
but not elintination of the incidence of tttese
complications. A high degree of suspicion
and careful clinical and radiological
exarnination could help diagnose and treat
CSF Pseudocyst, minimizing major
conrplications.

Illlrasonogr:rplric cvitlcncc ot' il
trrrp,cr'. lot:rrtizctl ()t' locrrlrrlcrl r:oltccliori is
rrllrorrrrrrl rrrrtl srrg,gcsls ()Sll pscrrtlocysl. (:'t'
scnnrring, rvhich llrovidcs accuratc
localization, has now replaced other irnaging
modalities as the rnodality of choice.

The treatment involves .exploratory
laparotomy followed by surgical removal of
the catheter with or without excision of the
pseudocyst wall and placement of a new
catheter intraperitoneally in a different
quadrant or an intra-atrial shunt.

From gaining access to the rest of the
peritoneal cavity. Thus a loculated collection
of CSF develops. The etiology of this
condition is usually low grade sepsis or
infection. (6,7,8,9) No satisfactory
explanation has been given, to date, for this
condition.(10) Infection has been proposed
as a causative factor (ll).
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