
 

 Vol 3 | November 2024 | Page 23 APGHN | www.agphn.com 

Case Report 

Diagnostic and Management Approach of  Pancreatic 

Pseudocyst in Children 
Marcel Aditya Nugraha1, Pramita Gayatri2  
1Post-Graduate Program, Department of Child Health, Faculty of Medicine–Universitas Indonesia, Jakarta, Indonesia 
2Gastroenterology and Hepatology Division, Department of Child Health, Faculty of Medicine–Universitas 

Indonesia, Dr. Cipto Mangunkusumo General Hospital, Jakarta, Indonesia 

 

 

Abstract: 

Background: Pancreatic pseudocyst is a fluid-filled sac within the pancreas 

encapsulated by fibrous tissue. Blunt-abdominal trauma is the leading risk factor in 

children.  Due to varied and non-specific clinical manifestations, diagnosis can be 

challenging. Thus, this study aimed to explain the diagnostic and management 

approach of pediatric pancreatic pseudocyst. 

Case: An 8-year-old boy presented with a 3-month history of progressive abdominal 

mass accompanied by abdominal pain, bilious vomiting, constipation, and weight loss. 

Physical examination revealed a skin-colored mass located in the epigastric region. A 

CT-scan confirmed a cystic lesion with well-defined borders in the pancreas. 

Laboratory tests indicated elevated levels of plasma amylase and lipase enzymes. The 

patient underwent endoscopic ultrasound (EUS), followed by cyst drainage. Analysis 

of the pseudocyst fluid revealed increased amylase and lipase enzymes, and 

carbohydrate antigen 19-9 (CA 19-9) levels. 

Discussion: A thorough patient history and physical examination are essential in 

diagnosing pancreatic pseudocyst. While CT-scan provides valuable information, EUS 

has higher sensitivity and specificity for diagnosis. Amylase and lipase enzymes levels 

are frequently elevated, and CA-19-9 can be useful, however, should be complemented 

with other biomarkers. Drainage is indicated for cysts that do not resolve 

spontaneously. Adequate nutrition is also crucial for successful patient management. 

Conclusion: Pancreatic pseudocysts should be considered in children with an 

abdominal mass following blunt-abdominal trauma. Endoscopic ultrasound (EUS) is 

a valuable tool for both diagnosing and assisting the management of pancreatic 

pseudocysts. 
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Introduction 
Pancreatic pseudocyst is defined as a fluid-filled sac within the pancreas that contains 

pancreatic enzymes and necrotic tissues. It is surrounded by a non-epithelial fibrous 

tissue.1, 2 The incidence of pancreatic pseudocyst is low, accounting for 1.6 to 4.5% 

per year. Currently, comprehensive data on pancreatic pseudocyst in pediatric is still 

limited due to its rare occurrence in children.3  

 

Blunt abdominal trauma is the most common risk factor of pediatric pancreatic 

pseudocyst.3-6 Pancreatic pseudocyst is more common in boys with an average age of 

onset around 7.5 years old.1 Clinical presentations are often varied and typically 

exhibited as non-specific gastrointestinal symptoms such as abdominal pain, vomiting, 

abdominal mass, and fever. Endoscopic ultrasound (EUS) accompanied with drainage 

is the current first-line treatment for pancreatic pseudocyst.3, 7 

 

Despite being rare in children, pancreatic pseudocyst has high morbidity if left 

untreated.5 Previous studies have reported that 30 – 50% of persistent, untreated 

pseudocyst could lead to complications, such as abscess formation, fistula, 

spontaneous rupture, and massive bleeding, which may result in death.8 Pancreatic 

pseudocyst larger than 6 centimeters that shows no improvement after 6 weeks 

generally requires medical intervention. This establishes the importance of early 

identification and treatment to prevent unwanted complications. Thus, this study aims 

to explain the diagnostic and management approach for pancreatic pseudocyst in 

children due to blunt abdominal trauma. 

 

Case  
An 8-year-old boy was referred to the tertiary, national-referral hospital with a chief 

complaint of abdominal mass that had been present for three-months prior to 

admission. Four months prior to admission, he and his mother had a motorcycle 

accident. During the accident, he fell from the motorcycle and got hit in the stomach 

by the motorcycle handle. Subsequently, the patient experienced intermittent 

abdominal pain in the upper left quadrant and the epigastric region, with a 3-4 on a 

Visual Acuity Score (VAS). The pain was subsided with analgesic.  

 

Three months prior to the admission, the patient had another abdominal trauma as he 

was punched on the left side of his stomach during a playfight with his friend. After 

the incident, he started to experience nausea and vomiting 2-4 times per day, 

consisting of food. Then, he went to a primary healthcare center and was given anti-

nausea medication. However, the symptom only mildly decreased and continued to 

appear intermittently. He also started to notice a growing, skin-colored lump in the 

abdomen at the size of a chicken egg, with no redness and no bruising. He experienced 

intermittent abdominal pain, with an intensity of VAS 4-5, localized in the same area 
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as the initial injury. The pain was unaffected by position or food intake and did not 

radiate to the back or chest. There was no fever, breathing difficulty, icterus, jaundice, 

or changes in urination or defecation. Despite maintaining a good appetite, he 

experienced an unintended weight loss of 4 kg over the past three months. 

 

Three weeks prior to hospital admission, he experienced a recurrence of nausea and 

vomiting. The vomit was bilious, occurring 2-4 times per day. Furthermore, the lump 

has reportedly grown progressively over the past month. He also suffered more 

frequent, severe abdominal pain. In addition, he was constipated for three days. Due 

to these worsening symptoms, he was admitted to the regional public hospital and 

underwent an abdominal CT-scan with contrast for further evaluation. The scan 

revealed a 13.5 x 11.36 x 17.03 cm cystic lesion with well-defined borders and a 

lobulated margin in the corpus pancreas, suggestive of a pancreas pseudocyst (Figure 

1). No abnormalities were found in other organs. The patient was prescribed anti-

nausea and laxative for 5 days, after which the symptoms subsided.  The patient was 

then referred to Dr. Cipto Mangunkusumo General Hospital (RSCM) for further 

evaluation of the suspected pancreas pseudocyst. 

 
Figure 1. Abdominal CT-scan with contrast 

 

The day before admission to RSCM, he experienced three episodes of non-bilious 

vomit in 24 hours and new episode of abdominal pain with a VAS of 2-3. There was 

no fever, constipation, dyspnea, cough, or coryza. Upon admission to RSCM, he was 

no longer experiencing nausea, and his oral intake was sufficient. 
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On physical examination, he looked weighed 17.6 kg, was 123 cm tall, and had an 

upper arm circumference of 12 cm. This indicates malnutrition (based on upper arm 

circumference) with severely underweight, but normal stature. His vital sign was 

within normal limits. Abdominal physical examination revealed a distended abdomen 

with normal bowel sounds (Figure 2). A 21 cm x 15 cm well-defined, skin-colored 

mass was palpated in the epigastric region. The liver was difficult to assess, and the 

spleen was not palpable. No other abnormalities were found during the physical 

examination. 

 
Figure 2. Patient clinical appearance 

 

Laboratory tests indicated normocytic normochromic anaemia (Hb 10.8 g/dL, MCV 

79.9 fL, MCH 26.2 pg, MCHC 32.8 g/dL), with normal leucocyte and thrombocyte 

counts. Additionally, the patient exhibited a mild hypokalaemia, hypophosphatemia, 

and increased of amylase and lipase enzymes levels (3.2 mEq/L, 3.6 mg/dL, 160 U/L 

and 343 U/L, respectively). Plasma albumin (3,8 g/dL), AST/ALT (14 U/L / 26 

U/L), ureum (30 mg/dL), creatinine (0,4 mg/dL), and PT/APTT (1x/1.3x) levels 

remained within normal range. 

 

On the sixth day of hospitalization, the patient was scheduled to underwent 

endoscopic ultrasound (EUS) and esophagogastroduodenoscopy (EGD). The EUS 

revealed a well-defined, 11 cm x 10 cm anechoic cyst pressing against the anterior wall 

of the stomach. The EGD examination showed a grade B esophagitis accompanied 

by gastritis, delayed gastric emptying, and a Forrest class III ulcer in the corpus, as 

well as laryngopharyngeal reflux. The EUS examination was then followed by the 

drainage of the pancreatic pseudocyst using a double pigtail plastic stent. 
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Figure 3. Endoscopic Ultrasound (EUS) and Esofagogastroduodenoskopi (EGD) 

 

After drainage, the patient received total parental nutrition with a total fluid intake of 

1300 ml/24 hours and an initial glucose infusion rate of 6 mg/kg/min. Gradually, he 

was transitioned to oral intake, starting with of 5 x 250 ml of specialized formula and 

one regular meal per day (lunch, 300 kcal). Patient received intravenous protein pump 

inhibitor (PPI) esomeprazole 20 mg every 12 hours for 3 days, then continued with 

intravenous omeprazole 20 mg twice a day. The administration of omeprazole 20 mg 

every 12 hours is planned to be continued orally before meals for 4 weeks, and then, 

will be reduced to 20 mg every 24 hours orally for 8 weeks. 

 

The result of pseudocyst fluid analysis showed elevated levels of amylase, lipase, as 

well as carbohydrate antigen 19-9 (CA 19-9) (8583 U/L, 271270 U/L, and 2711.9 

U/mL, respectively). Conversely, a carcinoembryonic antigen (CEA) result remained 

low (CEA < 0.5 ng/mL). On the seventh day of treatment, the plasma amylase 

enzyme level (60 U/L) remained elevated above the normal range (<31 U/L) but 

showed improvement compared to previous results. Meanwhile, the lipase enzyme 

level (62 U/L) had decreased to within the normal range. The patient was subsequently 

discharged after becoming symptom-free. Monthly follow-ups showed he was no 

longer exhibited any complaints and had improved nutritional status.   
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Discussion 
This case report describes an 8-year boy who presented with a three-month history of 

abdominal mass. This mass was developed after two episodes of blunt abdominal 

trauma, four months prior and the other three month prior to hospitalization. The 

patient also experienced recurrent abdominal pain, nausea, bilious vomiting, weight 

loss, and constipation.  

 

Several differential diagnoses could be considered in this case. Due to the absence of 

splenomegaly on physical examination, the possibility of a mass in the spleen can be 

ruled out. Additionally, the absence of urinary disturbances or high blood pressure 

made kidney malignancy or hydronephrosis unlikely. These differential diagnoses were 

further confirmed by normal findings of spleen and kidney in abdominal CT scan.  

 

Furthermore, several potential diagnoses for this patient’s abdominal pain could be 

considered, including functional gastrointestinal disorder (FGID), such as 

gastroesophageal reflux disease (GERD), irritable bowel syndrome (IBS), or 

functional dyspepsia. However, based on the characteristics of the pain, which were 

not affected by food or drink intake, and the presence of an abdominal mass preceded 

by a clear history of trauma in the patient made FGID an unlikely primary cause for 

the patient's complaints. The patient’s symptoms of constipation and bilious vomiting 

suggest an obstruction in the gastrointestinal tract. This is similar to a case report of 

an 8-year-old patient with a pancreatic pseudocyst reported by Suleman et al.9 

Common symptoms that are found in patients with pancreatic pseudocyst include 

abdominal pain (76-90%), nausea and vomiting (50%), and weight loss (20-51%)10, 

all of which is shown in this patient.  

 

The blunt abdominal trauma in this patient is likely caused an injury to the pancreatic 

duct, leading to the extravasation of pancreatic fluid. Subsequently, this fluid formed 

a localized sac surrounded by the walls of adjacent organs, such as the pancreas, 

omentum, and colon. Furthermore, pseudocysts generally take 4-6 weeks to develop.4 

This timeframe aligns with the onset of the patient’s abdominal mass symptoms. 

Imaging studies are the most important diagnostic modality for establishing the 

diagnosis of pancreatic cystic lesions, such as pancreatic pseudocyst. Abdominal 

ultrasound is often used to evaluate suspected pseudocysts, typically showing an 

anechoic round or oval structure with distal acoustic enhancement. CT scans can also 

evaluate pseudocysts and identify other surrounding pathologies, but may have 

difficulty to differentiate pseudocysts from neoplasms. On CT scans, pancreatic 

pseudocyst appears as well-defined, low-attenuation, and homogeneous. Magnetic 

Resonance Imaging (MRI) is the most sensitive and accurate method for diagnosing 

pancreatic pseudocyst, but it is not routinely used in clinical practice as CT scans 

usually already provide sufficient diagnostic information.  
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Endoscopic ultrasound (EUS) is another diagnostic tool for pancreatic pseudocyst, 

which has high sensitivity and specificity (93-100% and 92-98%, respectively). This 

makes it more superior than CT scans, which only have a sensitivity of 90-100%.11 

EUS also avoids radiation exposure and can differentiate pseudocyst and other 

pancreatic cyst.3,7 While endoscopic retrograde cholangio-pancreatography (ERCP) 

and magnetic resonance cholangiopancreatography (MRCP) can also contribute to the 

diagnosis of pancreatic pseudocyst, their availability is significantly limited in 

developing countries.3 In this patient, a CT scan initially identified a pancreatic 

pseudocyst and for further evaluation, the patient underwent EUS.  

 

Several laboratory markers are useful in diagnosing pancreatic pseudocyst. CA 19-9, a 

polymer glycoprotein used as a biomarker for pancreatic malignancy, is not specific 

for detecting malignancy since it can also be elevated in various conditions, such as 

pancreatitis, pancreatic cysts, diabetes mellitus, liver fibrosis, and cholestasis.12, 13 CA 

19-9 levels below 37 U/mL suggest pseudocyst or serous cystadenoma over other 

types of pancreatic cystic lesions. CA 19-9 shows high specificity (98%) but low 

sensitivity (19%).12, 14 Therefore, CA 19-9 should be combined with other biomarkers, 

particularly amylase and lipase. A meta-analysis found that an amylase concentration 

of <250 U/L in cyst fluid has excellent specificity (98%) for ruling out the diagnosis 

of pseudocyst.15 Another study revealed that amylase levels >8500 U/L were observed 

in 91% of pseudocyst cases.16 Another study showed that amylase levels >5000 U/L 

were found in 94% of cases, and lipase levels >2000 U/L were found in all cases of 

pseudocyst.17  

 

In other diagnoses, such as mucinous cystic neoplasm and mucinous 

cystadenocarcinoma, amylase and lipase levels are typically low, while other tumor 

markers, such as CEA and CA 125, may be elevated.3 In this case, the patient had 

elevated blood amylase and lipase levels, as well as elevated amylase, lipase, and CA 

19-9, levels from the cyst fluid analysis. However, CEA levels remained low. These 

findings support the diagnosis of a pancreatic pseudocyst. 

 

Drainage was indicated in this case as the pseudocyst had persisted for over 6 weeks 

and exceeded 6 cm in size, making spontaneous resolution unlikely.18 Ultrasound and 

endoscopy were used to guide the drainage procedure, allowing identification of 

vascular structures around the cyst. Studies show EUS-guided drainage has a success 

rate of 78-89% and a complication rate of 4-7%, making it a safer option than 

conventional drainage.4 In addition to EUS-guided drainage, surgical drainage may be 

indicated for pancreatic pseudocysts with complications, such as infection, necrosis, 

duct strictures, biliary stenosis, or compression of adjacent structures.2 
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Fully-covered self-expanding metal stents (FCSEMS) are an alternative to plastic stent, 

offering a lower risk of occlusion and potentially reducing the need for repeat 

procedures. While there is still ongoing debate regarding the pros and cons of FCEMS 

versus plastic stents in pseudocyst drainage, a study by Sharaiha et al. reported that 

plastic stents have a 2.5 times higher risk of complication.19 However, a meta-analysis 

by Saunders, which included 698 patients, revealed no significant differences in 

success rates, complications, and recurrence rates between FCSEMS and plastic 

stents.20 In this case, a double pigtail plastic stent was used, and the clinical outcome 

was favourable. 

 

Adequate nutrition is crucial in managing pancreatic cystic lesions. The optimal timing 

for initiating enteral nutrition in patients with pancreatic pseudocysts remains a subject 

of ongoing debate. However, an early initiation of enteral feeding within 48 hours in 

patients with severe acute pancreatitis is associated with lower incidence of infection, 

shorter hospital stays, and decreased mortality rates compared to delayed enteral 

feeding or total parenteral nutrition.21 In this case, the patient received enteral nutrition 

prior to the procedural intervention, followed by total parenteral nutrition post-

procedure, and gradually transitioned to enteral nutrition. The patient showed a weight 

gain of 3.85 kg, increasing from 16.9 kg to 20.75 kg in one month. Notably, the enteral 

nutrition provided to the patient included a formula comprising 50% medium-chain 

triglycerides (MCT). To date, there are no randomized controlled trials assessing the 

efficacy of different nutritional formulas, including both standard and MCT-enriched 

formulas.22 Nevertheless, using a predigested enteral formula containing a 

combination of long-chain fatty acids and MCTs, as used in this case, may be 

beneficial. MCTs require less reliance on lipase activity for their absorption, thereby 

facilitating easier digestion.23 

 

The prognosis for the patient is generally good, as clinical improvement has already 

been observed following treatment. The definitive therapy by endoscopic-assisted 

drainage has an almost 100% success rate in managing pseudocysts.24 

 

Conclusion 
Pancreatic pseudocyst should be considered in children presenting with abdominal 

mass and a history of blunt abdominal trauma. While CT imaging provides valuable 

diagnostic information, EUS offers the highest sensitivity and specificity for 

confirming the diagnosis. Fluid analysis from the cyst gives more accurate diagnostic 

data compared to serum analysis. The management of guidance drainage as well as 

adequate nutritional support, has been associated with favorable outcomes. 

 



 

 Vol 3 | November 2024 | Page 31 APGHN | www.agphn.com 

Acknowledgement 
The authors would like to thank the patient and their parents for consenting to the 
inclusion of her medical data in this report. 
 

Conflict of Interest 
None declared 

 

Funding Statement 
This study was not supported by any external funding. 
 

References

1. Jaiswal V, Naz S, Ishak A, Batra N, Quinonez J, 

Mukherjee D, Pokhrel NB. A rare case of pediatric 

pancreatic pseudocyst. Clin Case Rep. 2022;10(5):e05879. 

https://doi.org/10.1002/ccr3.5879 

2. Aghdassi AA, Mayerle J, Kraft M, Sielenkämper AW, 

Heidecke CD, Lerch MM. Pancreatic pseudocysts--when 

and how to treat? HPB (Oxford). 2006;8(6):432-41. 

https://doi.org/10.1080/13651820600748012 

3. Habashi S, Draganov PV. Pancreatic pseudocyst. World J 

Gastroenterol. 2009;15(1):38-47. https://doi.org/10.3748 

/wjg.15.38 

4. Tyberg A, Karia K, Gabr M, Desai A, Doshi R, Gaidhane 

M, et al. Management of pancreatic fluid collections: A 

comprehensive review of the literature. World J 

Gastroenterol. 2016;22(7):2256-70. https://doi.org/10.37 

48/wjg.v22.i7.2256 

5. Khalifa M, Gobran T, Shreef KS, Waly A. Pancreatic 

pseudocyst in children: a single-institute experience. 

Annals of Pediatric Surgery. 2015;11:127–31. 

https://doi.org/10.1097/01.XPS.0000462976.63254.c6 

6. Vilas-Boas F, Macedo G. Pancreatic Cystic Lesions: New 

Endoscopic Trends in Diagnosis. J Clin Gastroenterol. 

2018;52(1):13-9. https://doi.org/10.1097/mcg.00000000 

00000945 

7. Rangwani S, Juakiem W, Krishna SG, El-Dika S. Role of 

Endoscopic Ultrasound in the Evaluation of Pancreatic 

Cystic Neoplasms: A Concise Review. Diagnostics (Basel). 

2023;13(4). https://doi.org/10.3390/diagnostics130407 

05 

8. Bhattacharya D, Ammori BJ. Minimally invasive 

approaches to the management of pancreatic pseudocysts: 

review of the literature. Surg Laparosc Endosc Percutan 

Tech. 2003;13(3):141-8. https://doi.org/10.1097/0012 

9689-200306000-00001 

9. Suleman M, Tadayo J, Tendwa I, Amsi P, Tsandiraki J, 

Lodhia J. Pancreatic pseudocyst as a cause for gastric 

outlet obstruction. Clin Case Rep. 2023;11(3):e7122. 

https://doi.org/10.1002/ccr3.7122 

10. Rosso E, Alexakis N, Ghaneh P, Lombard M, Smart HL, 

Evans J, Neoptolemos JP. Pancreatic pseudocyst in 

chronic pancreatitis: endoscopic and surgical treatment. 

Dig Surg. 2003;20(5):397-406. https://doi.org/10.1159 

/000072706 

11. Tan JH, Chin W, Shaikh AL, Zheng S. Pancreatic 

pseudocyst: Dilemma of its recent management (Review). 

Exp Ther Med. 2021;21(2):159. https://doi.org/ 10.3892 

/etm.2020.9590 

12. Meira-Junior JD, Costa TN, Montagnini AL, Nahas SC, 

Jukemura J. Elevated CA 19-9 in an asymptomatic patient: 

what does it mean?. Arq Bras Cir Dig. 2022;35:e1687. 

https://doi.org/10.1590/0102-672020220002e168 7 

13. Teng D, Wu K, Sun Y, Zhang M, Wang D, Wu J, et al. 

Significant increased CA199 levels in acute pancreatitis 

patients predicts the presence of pancreatic cancer. 

Oncotarget. 2018;9(16):12745-53. https://doi.org/10.18 

632/oncotarget.23993 

14. van der Waaij LA, van Dullemen HM, Porte RJ. Cyst fluid 

analysis in the differential diagnosis of pancreatic cystic 

lesions: a pooled analysis. Gastrointest Endosc. 

2005;62(3):383-9. https://doi.org/10.1016/s00165107 

(05)01581-6 

15. Ngamruengphong S, Lennon AM. Analysis of Pancreatic 

Cyst Fluid. Surg Pathol Clin. 2016;9(4):677-84. 

https://doi.org/10.1016/j.path.2016.05.010 



 

 Vol 3 | November 2024 | Page 32 APGHN | www.agphn.com 

16. Snozek CL, Mascarenhas RC, O'Kane DJ. Use of cyst 

fluid CEA, CA19-9, and amylase for evaluation of 

pancreatic lesions. Clin Biochem. 2009;42(15):1585-8. 

https://doi.org/10.1016/j.clinbiochem.2009.06.02 0 

17. Boot C. A review of pancreatic cyst fluid analysis in the 

differential diagnosis of pancreatic cyst lesions. Ann Clin 

Biochem. 2014;51(Pt 2):151-66. https://doi.org/10.1177 

/0004563213503819 

18. Shehta A, Elghawalby A, Fouad A, Elshobary M, 

Abulazm I, Kassem A, et al. Surgical Management of 

Pancreatic Pseudocyst: A Single Center Experience. The 

Egyptian Journal of Surgery. 2020. https://doi.org/ 
10.4103/ejs.ejs_169_20 

19. Sharaiha RZ, DeFilippis EM, Kedia P, Gaidhane M, 

Boumitri C, Lim HW, et al. Metal versus plastic for 

pancreatic pseudocyst drainage: clinical outcomes and 

success. Gastrointest Endosc. 2015;82(5):822-7. 

https://doi.org/10.1016/j.gie.2015.02.035 

20. Saunders R, Ramesh J, Cicconi S, Evans J, Yip VS, Raraty 

M, et al. A systematic review and meta-analysis of metal 

versus plastic stents for drainage of pancreatic fluid 

collections: metal stents are advantageous. Surg Endosc. 

2019;33(5):1412-25. https://doi.org/10.1007/s00464-018 

-6416-5 

21. Li JY, Yu T, Chen GC, Yuan YH, Zhong W, Zhao LN, 

Chen QK. Enteral nutrition within 48 hours of admission 

improves clinical outcomes of acute pancreatitis by 

reducing complications: a meta-analysis. PLoS One. 

2013;8(6):e64926. https://doi.org/10.1371/journal.pone. 

0064926 

22. Arvanitakis M, Ockenga J, Bezmarevic M, Gianotti L, 

Krznarić Ž, Lobo DN, et al. ESPEN guideline on clinical 

nutrition in acute and chronic pancreatitis. Clin Nutr. 

2020;39(3):612-31. https://doi.org/10.1016/j.clnu.2020. 

01.004 

23. Caliari S, Benini L, Sembenini C, Gregori B, Carnielli V, 

Vantini I. Medium-chain triglyceride absorption in 

patients with pancreatic insufficiency. Scand J 

Gastroenterol. 1996;31(1):90-4. https://doi.org/10.3109/ 

00365529609031633 

24. Agalianos C, Passas I, Sideris I, Davides D, Dervenis C. 

Review of management options for pancreatic 

pseudocysts. Transl Gastroenterol Hepatol. 2018;3:18. 

https://doi.org/10.21037/tgh.2018.03.03 


