Imagini pentru chirurgi

106: 409-413

Mai - Iunie

Chirurgia (2011)
Nr. 3,
Copyright® Celsius

Emergency pancreaticoduodenectomy in a patient with an ampullary
adenocarcinoma associated with severe acute pancreatitis: a case report
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Rezumat

Duodenopancreatectomie cefalicd de urgentd pentru
ampulom Vaterian asociat cu pancreatitd acutd severd:
prezentare de caz

Duodenopancreatectomia cefalici este rareori practicatd ca si
interventie chirurgicald in urgenta. Este prezentat cazul unui
pacient de 58 de ani diagnosticat cu ampulom Vaterian malign
asociat cu pancreatiti acutd severd necrotico-hemoragica.
Indicatia de urgenta a fost dictata de criterii clinice. Astfel, a
fost practicatd duodenopancreatectomie cefalica tip Whipple
asociatd cu necrectomie. Bontul pancreatic distal a fost
abandonat si dirijat intr-o fistuld pancreatica externa. Intr-un
al doilea timp operator s-a realizat anastomoza pancreatici.
Evolutia postoperatorie a pacientului a fost simpld, fara
complicatii notabile. La peste 5 ani de la rezectie pacientul
este in viatd, fird semne clinice si imagistice de boald. In
concluzie, duodenopancreatectomia cefalicd in urgentd este
o procedurd chirurgicala fezabila si sigura atunci cand este
practicatd in centre specializate, in cazuri selectionate.

Cuvinte cheie: duodenopancreatectomie cefalici in urgents,
ampulom Vaterian, pancreatiti acutd necrotico-hemoragici
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Abstract

Emergency pancreatico-duodenectomy is an infrequent surgical
procedure. Herein, it is reported the case of a 58-year old man
with ampullary carcinoma revealed by acute necrotizing
pancreatitis. Due to clinical features, an emergency two-step
pancreatico-duodenectomy was performed, accomplished by
pancreatic and peripancreatic necrosectomy. The distal
remnant pancreas was drained as an external pancreatic fistula.
A time later, after complete remittance of local inflammation,
the pancreas was anastomosed to the jejunum. The postopera-
tive outcome was uneventful, the patient being disease-free
at more than 5 years after surgery. Thus, pancreatico-duo-
denectomy is a feasible and safe operation when performed in
tertiary hepato-bilio-pancreatic centers, in selected cases.

Key words: emergency pancreatico-duodenectomy, ampullary
carcinoma, acute necrotizing pancreatitis

Introduction

Pancreatico-duodenectomy (PD) is a demanding and complex
surgical procedure, requiring expertise. PD as an emergency
indication is an added challenge for the surgeon. However,
most of the PDs are performed as an elective procedure (1).

Nowadays, the postoperative mortality and severe
morbidity after PD has been significantly improved due to a
better per operative management of these patients, along
with centralisation of pancreatic resections (2).

Carcinoma of the ampulla of Vater is the second most
common periampullary malignancy (3). Ampullary tumours
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may present as acute pancreatitis in up to 15% of cases (4-
6). Preoperative pancreatitis considerably influences the
surgical management of ampullary tumours (7). However, PD
is the single curative intent surgery for malignant tumours in
the ampulla of Vater (8).

Acute necrotizing pancreatitis is a serious disease with
significant mortality (9) and the extensive necrosis can be itself
a contraindication for PD; when it is associated with sepsis
and a dramatic systemic response, it can preclude a curative
intent, resectional treatment of the periampullary tumours.
Thus, a dilemma arises: can PD be successfully performed in a
patient with ampullary adenocarcinoma in the setting of acute
necrotizing pancreatitis?

Herein, it is reported a rare case of severe acute pancreati-
tis secondary to ampullary adenocarcinoma, which was
treated by an emergency PD. This case is particularly
interesting because the patient had a disease-free long term
survival (more than 5 years) after surgery.

Case Report

A 58-year-old male was admitted as an emergency in the
Center of General Surgery and Liver Transplantation, of
Fundeni Clinical Institute, in February 2006, for upper
abdominal pain, irradiated in the dorsal region, associated
with fever (39-40°C), nausea and emesis. Clinical examination
revealed a palpable mass in the right upper quadrant and in the
epigastric area. The patient reported occasional alcohol
consumption.

Laboratory test results on admission included an elevated
white blood cell count (13000/mn?’), hyperglycaemia (145
mg/dl), elevated serum amylase (4200 U/l) and lipase (1530
U/l) and conjugated bilirubinemia of 2 mg/dl.

An upper gastrointestinal endoscopy revealed an

Figure 1.  Upper gastrointestinal endoscopy revealing

an ulcerated ampullary tumour

ampullary mass whose histological examination showed well
differentiated (low grade) adenocarcinoma (Fig. 1).

An abdominal ultrasound examination followed by a
contrast enhanced CT scan were performed in an emergency
setting, showing peripancreatic fluid collections and liquid
in the omental bursa, as well as areas of necrosis in the
pancreatic head (Fig. 2).

The patient was admitted in the Intensive Care Unit
where he received fluid resuscitation, analgesics, oxygen

Figure 2.

Abdominal CT scan showing (A) acute necrotizing pancreatitis with intra pancreatic necrosis and peripancreatic fluid
collections; (B) large intergastro-pancreatic collection



Figure 3.

therapy and antibiotics. The intensification of the abdominal
pain combined with the continuous fever (40 °C) urged the
surgical intervention.

The intraoperative findings showed the ampullary
tumour and necrotizing pancreatitis (Fig. 3).

A classical Whipple procedure was performed along with
pancreatic and peripancreatic necrosectomy, multiple
drainages were left in place in the peripancreatic region.

The reconstruction after resection was made using a
termino-lateral hepatico-jejunostomy and a termino-lateral
gastro-jejunostomy. Due to the poor general status of the
patient, the distal remnant pancreas was not anastomosed and
it was drained as an external pancreatic fistula.

The patient had an overall uneventful postoperative out-
come. However, he developed an external pancreatic fistula
with an average flow of 200-400 ml per day and diabetes
mellitus compensated by diet and oral anti hyperglycaemic
drugs. The patient was discharged 21 days after admission,
with an external pancreatic fistula drained on two drainage
tubes.

The pathological examination of the operative specimen
showed an ulcerated tumour of the ampulla of Vater, with 2 cm
in length (Fig. 4). Microscopically it was identified a well-
differentiated (G1) tubular adenocarcinoma (Fig. 5), with a
papillary and tubulo-papillary cytoarchitecture; no metastasis
in the harvested lymph nodes were detected. The periampullary
duodenal mucosa was elevated (2 cm), while the tumour did
not reached the duodenal wall (pTI). The pathological
examination also revealed acute necrotizing pancreatitis, focal
cytosteatonecrosis and a pancreatic acute pseudocyst.

The fistula’s flow kept on running (100-300 ml per day).
As a consequence, 14 months after the initial operation,
another surgical procedure was performed: the fistula was
suppressed by creating an anastomosis between the leaking
pancreatic duct and a Roux-en-Y limb of jejunum (duct-to-
mucosa) with uneventful postoperative outcome. The patient
was discharged on the 12th postoperative day.
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Intraoperative aspects after removal of pancreatic and peripancreatic necrosis (A) and after resection (PD) (B)

Figure 4. Macroscopic aspect of the ampullary tumour
(operative specimen of pancreatico-duodenectomy)

Figure 5.

Microscopic aspect of the ampullary tumour
(haematoxylin and eosin-stained slides examined
at 100x magnification)
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At 5 years after resection the patient is with an acceptable
nutritional status, with mild diabetes (not requiring insulin
therapy) and a slight exocrine pancreatic insufficiency
(requiring occasional pancreatic enzyme administration).
Moreover, from oncological point of view, the patient is
disease-free (no clinical, tumour marker CA 19-9 or imaging
signs of local or distant recurrence).

Discussion

In current medical literature, the cases of PD performed as
an emergency are quite exceptional, being reported mainly
for trauma including massive uncontrollable retropancreatic
haemorrhage or in cases of complex and unreconstructable
injuries of the pancreatic head region (10).

The most commonly reported cases of non-trauma
emergency PD are: severe complications after therapeutical
endoscopies (perforation or bleeding), intractable duodenal or
ampullary bleeding (ulcers or tumors) (11-14). Other
exceptional causes for an emergency PD are: acute abdomen
due to mucinous cystic neoplasm (15), bleeding from varices of
the duodenum due to pancreatic arterio-venous malformation
(16) and spontaneous hemorage for a metastatic tumour of the
pancreatic head invading the duodenum (17).

However, emergency PD represents less than 2% of the
indications of PD(11,14).

The indication for an emergency PD should take into
consideration mainly clinical aspects, rather than imaging
features (11), as in presented case.

Surgery-related complications after emergency PD are
reported to be quite similar to those after elective PD,
although the overall morbidity is higher due to the altered
general status of the patients with emergency indications
(11,14).

Two stage PD may be a valid option that has been
proven to be a safe attitude in selected cases (16,18-21)
being proposed for the first time by Makuuchi group (22)
in emergency situations and high-risk patients. Rationale
of this attitude is to decrease the morbidity and mortality
related to distal pancreatic stump anastomosis in a group
of patients with a prior high risk. Indeed, life-treatening
pancreatic fistula after PD (grade C fistula) is encountered
in about 5% of elective PD and it is associated with 40%
mortality (23). Reconstruction of the pancreatic stump is
made at a later time.

Generally, ampullary carcinoma has an overall good
prognosis, patients with negative lymph nodes after PD
having a potential for cure in 80% of the cases (24).

Although, jaundice is the main sign in ampullary
carcinoma, some patients may exhibit symptoms and signs
of acute pancreatitis (4-6).

Acute necrotizing pancreatitis has a very high risk poten-
tial, with a reported mortality rate of more than 25% (25); the
perioperative risk is amplified by the complications and risks
associated with PD. However, if the surgical treatment is
performed in experienced centres, the procedure will render
considerably better results. Moreover, if the surgical interven-

tion is performed in an emergency manner, it will prevent
potential life-threatening episodes of pancreatitis in an already
seriously diseased individual.

Local resection is not a good option even for early
invasive adenocarcinoma of the ampulla of Vater since
lymph nodes metastasis are encountered in about 30% of
T1 patients. Thus, PD should be the preferred approach in
ampullary carcinoma as a curative intent surgery (8).

There is no agreement concerning the management of
pancreatitis caused by ampullary neoplasms, yet histo-
pathological examination of the bioptic material obtained
via endoscopy should be performed when this situation
occurs(6). For patients with a malignant tumour at biopsy,
extensive surgical resection in the form of PD should be
considered.

Conclusions

Ampullary tumors can be revealed by acute necrotizing
pancreatitis symptoms in exceptional cases. The surgical
treatment should address to both diseases with curative
intent.

Emergency PD is a feasible and safe operation when
performed in tertiary hepato-bilio-pancreatic centers.
However, it should be reserved only for selected cases (i.e.
life-threatening duodenal bleeding not solved by radiologi-
cal or endoscopy methods, postoperative or post endoscopy
duodenal lacerations, periampulary malignant lesions asso-
ciated with acute severe complications like acute necrotizing
pancreatitis, perforation or bleeding).

Delayed pancreatic reconstruction could be a life-saving
attitude after emergency PD in high-risk patients.
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