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. Abstract

Pancreatic and periampullary cancer is an important
health problem for which no simple screening test
is available. Cigarette smoking has a strong
aetiological association,other risk factors include
chronic pancreatitis, adult onset diabetes ,
hereditary pancreatitis and familial pancreatic
cancer.

Treatment aim at palliative surgery to relieve
symptoms, resectional surgery with the intent to
cure, biliary stenting to relieve jaundice and lastly
various modalities for pain management. There is
increasing use of chemotherapy and radiotherapy,
both as palliative measures, but the benefit remain
questionable, until further mulicentric trials are

conducted.

We report five cases of pancreatic and
periampullary malignancies who underwent some
form of intervention in our unit in the last three
months. Two of the cases underwent resectional
surgery with the intent of cure, whereas the other
two had palliative surgery and one underwent
biliary stenting. Adjuvant chemotherapy was given
to one who had undergone resectional
pancreaticoduodenectomy, others were discharged
with no adjuvant therapy.
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Introduction

Resection of pancreatic and periampullary
carcinoma has traditionally been associated with
high morbidity rate 40-60% and a mortality of
around 30%.The dismal prognosis even after
resection, has led to a nihilistic approach by many
physicians. Gudjonsson concluded, after extensive
review of 80,000 patients with pancreatic
carcinoma, with an overall 5-year survival of 0.4%,
that “pancreatic resection was wasteful of
resources.” However recently the mortality rate has
decreased dramatically to <5% and several series
of over 100 consecutive resection without a death
have now been reported, leading to a more
optimistic view in favour of resection.

In 1935, Whipple et al. described a two-stage
pancreatico-duodenectomy for the treatment of
carcinoma of the ampulla of vater. In the report,the
distal stomach,pylorus and proximal duodenum
were preserved. In 1941, Whipple reported the first
successful one stage radical pancreaticoduo-
denectomy in which the distal stomach, pylorus and
duodenum were removed.Since then, a number of
technical modifications have been reported.

The treatment of pancreatobiliary malignancy are
largely centred around palliative surgery to relieve
symptoms, resectional surgery for cure, and
endoscopic and percutaneous biliary stenting to
relieve jaundice. There have been three controlled
trials of palliation of obstructive jaundice by
stenting or surgical by pass but the results do not
favour one method for use in all cases.The
advantages of stenting include fewer immediate
complication and shorter initial treatment time
whereas surgery has better long term patency.
Mortality rates at 30 days and median survival are
similar with both techniques.
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l_\/lost_patients requiring relief of obstructive
Jaundice }vill be adequately treated by placement
of a plastic stent; surgjcal bypass may be preferred
In patients likely to survive more than six months.

Patient Review
Case -1: Resectional surgery

77yrs old male, admitted with history of generalized
“.reakness, weight loss, loss of apetite and jaundice
smce‘ Igst couple of months, treated with alternative
rpedncmes in the past with no relief was investigated
liver function tests revealed features of obstructive

jaundice. Ultrasound showed 2 hypoechoic lesion
at the region of distal CBQ and head 'Of pancres
with dilatation of the intrahepatic biliary
radicals.CT scan showed a mass leann at the distal
CBD. The ERCP was pcﬁorqled which conﬁmed
cholangiocarcinoma of the distal CBD. Whlpp!es
Pancreaticoduodenectomy was performed w!th
operative findings of mass at distal CBD, with
induration at the head of_‘ pancreas.
Pancreaticojejunostomy was done \fvn'th dunking of
the pancreatic remnant into the jejunum and a
feeding tube 6fr was left in the pancreatic duct for
drainage. Incidentally the patient was detected to

appears normal.

Figure 1 & 2 showing ERCP and CTscan of the patient showing dilatation of
radicals . cholangicarcinoma of the distal CBD is seen in the ERCPNo ascit

the CBD and intrahepatc biliary
es or lymphadenopathy and liver

Figure 3 & 4 showing Completion of pancreaticoduodenectomy with anastomosis and the mucocele of the appendix
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have mucocele of the appendix which too was
removed. Post operative period was uneventful and
the patient was discharged after two weeks. No
adjuvant therapy was planned. Histologically
tumour was limited to the distal CBD, with no
infiltration to the pancreas and no involvement of
the lymphnodes.

Case 2: Palliative by-pass

44yrs female, presented with history of jaundice
and weight loss of 3 months duration. On abdominal
examination she had an enlarged liver with palpable
gall bladder. With the provisional diagnosis of
malignancy of the pancreatic head, various
investigations were carried out. Ultrasound showed
a hypoechoic mass 3.7cm in size at the pancreatic
head. CT scan showed a similar lesion but distal
CBD mass could not be ruled out. ERCP attempted
was unsuccessful. Due to progressive jaundice it
was decided to explore and perform resectional
surgery or a by pass. Surgery confirmed a hard mass
4x4 cm at the head of the pancreas invading the
portal vein. Resection was not possible and
therefore a triple by- pass was performed.

Post operatively the patient developed wound
infection which was managed conservatively, and
the patient discharged at a later date. Three months
later on follow-up the patient was asymptomatic
and comfortable.

Case 3: Resectional surgery

44 yrs female patient, admitted with obstructive
jaundice was investigated, USG showed enlarged
liver with dilated intrahepatic radicals and CBD,
with an ovarian dermoid cyst.CT scan revealed a
small ampullary mass which was confirmed with
ERCP.During ERCP a stent was also placed .A
healthy young patient with a small ampullary mass,
resectional surgery was contemplated.

Whipples pancreaticoduodenectomy was
performed, with excision of  the
dermoid.Surprisingly stent placed at ERCP had
migrated and was not to be found at surgery.

Patient made good postoperative recovery; since
the patient was young we referred the patient to
Bhaktapur Cancer Hospital for adjuvant therapy.

Figure 5 & 6 showing Specimen of the pancreaticoduoenectomy with the excised dermoid cyst,2nd specimen showing ampullary mass

Case 4: Palliative segment III by-pass

60 years female patient admitted with history of
pain abdomen and jaundice of 3 weeks duration.
Abdominal examination was inconclusive and an
ultrasound showed a large CBD calculus.
Cholecystectomy with CBD exploration was
planned. During surgery a mass was noted at the
hartmanns pouch infiltrating into the common

hepatic duct. CBD was opened to find the growth
extending into both the right as well as the left
hepatic ducts. Cholecystectomy with excision of
the hard mass from the hepatic duct for biopsy was
done. Subsequently segment III was exposed and a
hepaticojejunostomy was performed.
Histopathological examination confirmed Gall
bladder carcinoma with infiltration into the
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common hepatic duct. Postoperatively, the jaundice
decreaseded but a month later the patient was re
admitted with refractory ascites, and expired 45
days post surgery.

Figure 7 & 8 showing Exposure of the segment 3 with the
Jejunum being anasiomosed

Case 5 : Biliary Stenting

40 Yrs old patient who had presented with
obstructive jaundice, later was diagnosed as a case
of cholangiocarcinoma, distal CBD .The patient had
undergone ERCP which was followed with a plastic
biliary stenting six months back. On follow up the
stent had blocked and the patient had developed
deep jaundice. We reassessed the patient for
possibility of resectional surgery, but on CT scan
was found to have multiple liver metastasis. So the
patient was discharged with palliative internal
drainage.

Guidelines for Management

The diagnosis of pancreatic cancer should be
considered in patients with adult onset diabetes who
have no predisposing features or family history of

diabetes. It also should be excluded dur':ln%j the
investigation of patients who have ;:Nhan
unexplained episode of acute pancreatitis. en
pancreatic malignancy is sqspected, selecnvg use
of CT, ERCP or MRCP will accurately dc]ma.tft
tumour size, infiltration and presence of metastasis.

Attempts should be made to obtain tissue diagnosis,
but failure to obtain histological cgnﬁrmallon
should not delay surgical management in suspected
cases of malignancy.

Resectional surgery is the only glefinitc treatment
for these malignancies, pancreaticoduodenectomy
being the most appropriate prc_:cedpre. Most patients
requiring relief of obstructive jaundice wnll_ be
adequately treated by place'menl ?f stents, surgical
by-pass may be preferred in patients expected to
live more than six months.

Certain trials have shown a survival benefit with
multimodal therapy compared with resection
alone,but more randomized trials are awaited to
confirm the results. Adjuvant as well as neodjuvant
chemoradiation therapy have been tried and studies
suggest there may be improvement in locoregional
control but no significant survival benefit.

Pain is another distressing factor in pancreatic
malignancy .Pain relief should be achieved using a
progressive analgesic ladder. Neurolytic celiac
plexus block is an effective means of pain relief
and can be considered at time of palliative

management or by percutaneous or endoscopic
approach.

Attention to dietary intake with pancreatic enzyme
supplements should be used to maintain weight and
Increase quality of life.

Discussion

The three main features o
w?ight loss, pain and jaundice. Persistent back pain
with severe and rapid weight loss are features of
unresectability. Jaundice draws attention to
ampullary tumours at a relatively early stage which
accounts for their higher resectability. There are no
hich clearly define a patient group
urable pancreatic or periampullary

f pancreatic cancer are

with potentially ¢
carcinoma,

alities of management have

€N put to use after individual evaluation of the
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patients.In one of the young patient with ampullary
carcinoma the patient was subjected to adjuvant
chemotherapy following pancreaticoduo-
denectomy. One patient was subjected to Biliary
stenting where the prognosis was very poor and
survival was expected in months.

Though recent studies describe a significantl y lower
hospital mortality rate in high volume centres as
compared to the low volume centres,study from
Netherlands reported that 46% of the
pancreaticoduodenectomies were performed in
small-volume centres (less than five resections a
year). It has been suggested that doctors in low
volume centre treat more high risk patients with
more co-morbidtity and more advanced disease,
which would influence the outcome negatively. In
our country we do not have these specialized centres
for management of pancreatic malignancies and
hence it’s the low volume centres, which have to
perform majority of these demanding surgeries.

References

I. Gudjonsson B. carcinoma of the pancreas:
cnitical analysisof costs, results of resection,
and the need for standardized reporting. J Am
Coll Surg,

Edge SB, Schmieg RE Jr |, Rosenl of LK,
Wilhelm MC. Pancreas cancer resection
outcome in American university centresin
1989-1900. Cancer 1993;71:3502-8.

3. Begg CB, Cramer LD, Hoskins WJ, Brenman
ME, Impact of hospital volumeon operative
mortality for major cancer surgery.
JAMA1998 280: 1747-51.

4. Kapur BM, Mishra MC, Seenu V,Goel AK,
pancreaticogastrostomy for for reconstruction
after pancreaticoduodenectomy for ampullary
carcinoma. Am J Surg 1998;176:274-78.

5. Fernandez —del-Casullo,Rattner DW, Warshaw
AL. Standards for pancreatic resection in the
1900s.Arch Surg 1995;130:295-300.

6. Douglas B, Evans, Jeffery E, Lee, Peter
WT. Pancreticoduodenectomy and total
pancreatectomy for cancer. Mastery of
Surgery, 1299.

7. Keith D, Lillimoe, John L,Cameron .Pancreatic

and Periampullary carcinoma. Maingot
textbook fo surgery .

8. Abdool R, Moosa , Michael B,Reza A.
Disorders of the pancreas. Essential Surgical
Practice. Cuschieri A.

r

16.

20.

-47-

Taylor A Sohn, Charles J Yeo. Pancreatic and
periampullary carcinoma, Shackelford’s
Surgery of elimentary tract.

R.C.G. Russell, The Pancres, Bailey and
Love’s Short Practice of surgery.

. Charles J.Yeo, John L, Cameron. Pancreatic

cancer. Oxford Textbook Of Surgery.

Coughlin SS, Calle EE, Patel V, et al. Predictors
of pancreatic cancer mortality amongst a large

cohortof united states adults.Cancer causes
control2000; 11:915-23,

Fuhrman GM, Charnsangavej C, Abbruzzese
JL, et al. Thin section contrast enhanced
computed tomography accurately predicts the
respectability of malignant pancreatic
neoplasms. Am J Surg 1994:167:104-11.
Grade 11

. Gnffanti-Bartoli, Malignant tumours in the

head of the pancreas and periampullary region.
Anti Cancer Res 1994;14:657-66. Grade 11B

. Martignoni ME, Wagner M, Krahenbuhl L, et

al. Effect of preoperative biliary drainage on
surgical outlcome after
pancreatoduodenectomy. Am J Surg
2001;181:52-9. Grade 111

Marcus SG, Dobryansky M, Shamamian P, et
al. Endoscopic biliary drainage before
pancreaticoduodenectomy for periampullary
malignancies. ] CLin Gastroenterol
1998,26:125-9. Grade III

. Neoptolemos JP, Russell RCG, Bramhall S, et

al. For the UK Pancreatic Cancer Group. Low
mortality following resection for pancreatic
and periampullary tumours in 1026 patients:
UK survey of specialist pancreatic units. Br ]
Surg 1997:84:1370-6. Grade 111

Funovics JM, Karner J, Pratschner T, et al.
Current trends in the management of carcinoma
of the pancreatic head. Hepatogastroenterology
1989:36:450-5. Grade II1

Edis AJ, Kierman PD, Taylor WE. Attempted
curative resection of ductal carcinoma of the
pancreas. Maya Clin Proc 1980;55:53]1.
Grade 1V

Leach SD, Lee JE, Chamsangave JC, et al.
Survival following pancreaticoduodenectomy
with resection of the superior mesenteric portal
vein confluence for adenocarcinoma of the
pancreatic head. Br J Surg 1988:85:611-17.
Grade 111




