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 A.M a 19 year- old male student from Kirkuk (Al
Hawayja) with 2 months history of severe pain in the
epigastrium not related to meal radiating to the back
associated with progressive jaundice of 2 weeks
duration. He had anorexia and significant weight loss

but no fever. No hyperacidity,no hematemesis or
melena

« Many times consulted doctors & diagnosed as IBS

where he tried many pain remedies and analgesics
gid not relieve his pain.




The case (Cont)

* For the last 10 days prior to admission, pain
Intensified where it interfered with sleeping .
Jaundice deepen with tea colored urine and clay
colored stool with weakness but no itching.

« Admission to Kirkuk hospital & referral to Mosul
lbn Seena for evaluation.

* Surgical consultation 2 days after admission for
his jaundice?.

 Review of Systems: NOS




The case (Cont)

v DMH None No bl.transfusions or contact with
jaundiced, no hydatid disease, no DM

* PSH: None

Allergies: -ve

Medications: None

Family History: Non contributory

Social History: Patient is a student lives with his
family not smoker or alcohol drinker. Denied drug
No special pets or animals at home.




Q/What important points In
history of jaundice you
should ask?

In Jaundice history remember the mnemonic
ABCDEFGHI/
Alcohol
Blood tranfusion
Contact
Drugs (eg Paracetamol)
Extrahepatic causes
Family History, Foreign Travel
Galllstones
Homosexuality
Infections ( HBV, EBYV, Leptospirosis)




Physical Examination

- GENERAL
» Fully oriented,well developed, but cachectic.

» Uncomfortable due to pain, deeply jaundiced, dry muous
membranes, no palpable supraclav. LNs,no leg edema & no stigmata
of ch. liver disease

» Vitals:PR=76b/m,Bp=120/80mmHg,Temp=37.6C&RR=14/m
Abdominal O/E
» Central distension ,moves with respiration & Soft .

» A tender, firm , irregular vague & fixed intraperitoneal mass in the
epigastrium=7x8 cm .

» liver and spleen were just palpable ,BS normal
» PR empty rectum no mass or blood & good tone
Systemic O/E :

NORMAL




difficulty encountered during
evaluation of jaundiced ?

Differentiate medical from surgical jaundice
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What are the basic
Initial evaluation for
Jjaundice?

*s* History &Exam.

s+ Urine&stool investigation

s+ Lab. Test (tsb, sap, cbp, liver enz.,
pt, s. alb. )

s+ 80%diagnostic

T —



Laboratory Data

CBP=Hb of 10.4 g/dl ,WBC count of 21 x 109/l with 88%0
polymorphs, ESR=52mm/h, normal platelets & no retic.

Serum bilirubin 167 micromol/l mainly direct
Serum alkaline phosphatase =607 1U/l (n = 35-125)
transaminases 108/261 U/l (n = 5-40)
GUE 1-2 Pus/hpf & +ve bilirubi
Creatinine 1.1
Glucose 103mg%o
Na 138meq%o
K 2.8meq%o
Cl 95 meq%
BUN 40mg%
TSP=30g
PT/INR=16 S _

) Nl ! 1Thriubmuna
Viral screen for hepatitis —ve AR
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Questions

1. Based on the patient’s presentation and
Invx what is the likely diagnosis?

2. What are five causes of this diagnosis?

1-This is a classical presentation of obstructive (surgical) jaundice
2- Causes include :

1. Hepatitis with cholestasis

2. Biliary stones

3. Hydatid causing pressure on CBD or intrabiliary rupture

4. Pancreatitis

5. Tumors of CBD or head of pancreas




« CXR normal

Imaging data

« Ultrasonography and
CT scan of the
abdomen dilated
Intrahepatic biliary
radicles and a distended
GB;the CBD dilated &
measured 16 mm + a
hypoechoic mass seen In
the head of the
pancreas.+ free fluid
pelvis
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Surgery decided following

Pre operative preparations

v' Correct dehydration * introp. mannitol 500cc
of 10% to prevent hepato renal shutdown.

Antibiotic prophylaxis intravenous 3*¢
generation CS

Vitamin k 10 mg intravenously every 24 hours.
FrP

AN

High gl.,low fat ,Jow sodium
Avoid hepatotoxic drugs

NG5\




At Iaparotom%/
t

« Ascites mainly at pelvis wi
seedling nodules in the pertonieum,
omentum ,liver & pelvis that all
were biopsied.

« 8 x 6 cm hard non resectable mass
In the head of pancreas extending
across into the neck. Vascular
planes posterior and inferior to the
pancreas were obliterated, GB
distended with thick bile ,no

stones. Courvoisier’s Sign

« Cholecystojejunostomy& entero-
enterostomy were done.



Histopathology

* The intraoperative biopsy from seedling
Implants in the peritoneum& liver revealed

a poorly differentiated
metastatic adenocarcinoma of
pancreas.
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Postoperatively
« Jaundice regressed and patient was

relatively relieved from pain.




What are the treatment options in this

a)

case? d

« Potentially curable lesions: i ol
pancreaticoduodenectomy

(Whipple’s procedure).
BUT HERE )
Palliative treatment: in 80-90% :
* Surgery:
% Bilo-enteric +/- gastric bypass Intra-operative

** insertion of an internal or intero-external stent.
(EndoBiliary Stent)

e Non-surgical: intubation (* stenting) of the tumour
through percutaneous or ERCP.

Celiac plexus block-
Effective in 90%, and lasts up to 6 months.
motherapy /- XRT Endoscope +

Stent




 What Is the goal of palliative care in
pancreatic cancer?

» Relief of biliary and gastric obstruction
« And Intractable pain

T —



Is there arole for laparoscopy in managing
ca head of pancreas?
YES =) [ aparoscopy
*To demonstrate liver and peritoneal mets not seen on CT

It may prevent unnecessary laparotomy in 10% of pts
presumed to have resectable disease

*Therapeutic only in localized, resectable tumors.

May be more useful in pts with tumors in body and tail




cancer of the pancreas- a brief

review

 Itis now the 4th most common cancer causing
death (90% of patients die within 1 year of diagnosis)

o Affects men and women 3:2 and it is rare below 40

« 80%occurring between 60-80 years of age

* In 1990 a 28year old female reported as the
youngest case of carcinoma of the pancreas in the
English literature.

« After thatin 2011 a 13-year-old boy reported as the
youngest reported case with metastatic pancreatic




 What Is the most common type of
pancreatic cancer and what Is its most

common location?

 Adenocarcinoma arising from ductal cells (>80%)

T —



Pancreatic Cancer- Site

[1Head
M Body, Tail
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What are the most common symptoms of cancer
of the pancreatic HEAD?

v'1. Weight loss (90%)
v'2. Pain (75%)
v'3. Jaundice (70%)

T —



 What are the two most significant risk
factors of pancreatic ca?

» Smoking

* Increasing age!!
Risk Factors Relative Risk
Smoking 3X
Alcohol +/-
Coffee +/-
High-fat diet (fried meat) +/-
Increasing age 2
Previous Gastric surgery +/-
Diabetes +/-
Ch.Pancreatitis +/-

+/-




« Which tumor marker I1s assoclated with
pancreatic cancer?

Serum Carbohydrate Antigen 19-9= 150 a very high tumor marker value (n<37)







Pancreatic Cancer — Diagnostic algorithm

U/S

Presumed Pancreatic tumor

(Resectability can be predicted in 90%)

Metastatic Disease

e wmme
**

Localized disease

FNA (EUS)
Open biliaxy bypass e
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v'CT guided EUS Better than CT alone for the d€

v PET scanning=(accuracy 85-93%).

Surgery
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