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(Acute pancreatitie + pancreatic tumorg )
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Anatomy
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Retroperitoneal Organ
Weighs 75 To 100 G
15 To 20 Cm Long
Head

Neck—>flkoe the vessles

Body

Inferior  Abdominal
venacava  aorta Spleen

pancreas

Tail of
pancreas

Pancreatic
ducts

Duodenal
papilla

Duodenum
of small
intestine
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What is Pancreatitis?

= Inflammation or infection of the pancreas

- Normally digestive enzymes secreted by the
pancreas are not active until they reach the smnal

.. mYeghine
-When the pancreas is inflamed, the enzymes
damages the tissue that produce them. attack and

2 types: Now ey ace  ackuaved 2

1. Acute Pancreatitis oy avtoackoation

2. Chronic Pancreatitis
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D cases occur in the united states each
r leading to over 3000 deaths.
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Etiology: (GET SMASHED)

G: Gallstone

E: Ethanol

T: Trauma

S: Steroid

M: Mump

A: Autoimmune

S: Scorpion bits v
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a, Tachypnea, Hypotension, Hyperthermia -
] Hematocrit & Pre renal azotemia
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Grey Turner sign

B

Cullen’s sign

Source: Lichtman Ma&, Shafer MS, Felgar RE, Wang N:
Lichtman's Atlas of Hematology: http://www.accessmedicine.com
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€ al * Serum Bilirubin elevated
* Alkaline Phosphatase elevated

5€ * Aspartate Aminotransferase
n Lipase . SP@C(E\C_ elevated

1se and lipase will increase 3 times

Ay ?\)\:L’ 25

Assessment of Severity

* Criteria
* J.ranson
e 2.APACHE-2

 Biochemical Markers

Computed Tomography Scan




— Increase in BUN >

— Fluid sequestration > 6l

On admission (Remember LEGAL) | 48 hours after admission (ABCD)
Leucocytes: Above 16000/ul | Arterial PO, : Less than 60mmHg
Enzyme AST : Above 250 IU/I. Blood urea nitrogen(BUN): Above 5 mg/dL

Blood glucose :Above 200mg/dL | Base deficit : Above 4 Eq/L
Age : Above 55 years Serum Calcium :Less than 8mg/L

LDH enzyme: Above 350 IU/L | HematoCritdecrease : more than 10%

Fluid sequestration more than 6L
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Necrosis

Pancreatic
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Treatmaent of Mild
Pancreatitis R
@y Pancreatic rest o‘\‘g\\:}g ceack ol = M\;:us;\

X
@ Supportive care % (&’

— fluid resuscitation — watch BP and urine outh:cu\fe V& Cﬂa&ogas’m'(\

— Pain Control Libe i Coge of ilus
— NG tubes and H, blockers or PPIs are usually not
helpful

(3% Refeeding (usually 3 to 7 days) If:
— Bowel Sounds Present
— Patient Is Hungry
— Nearly Pain-free (Off IV Narcotics)
— Amylase & Lipase Not Very Useful

14
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Complications
- Pt ey, Sl s

— Phlegmon, Abscess, Pseudocyst, Ascites —anciearic fuxd:

— Involvement of adjacent organs, with hemorrhage, thrombosis,
bowel infarction, obstructive jaundice, fistula formation, or
mechanical obstruction

* Systemic
— A. Pulmonary: pleural effusions, atelectasis, hypoxemia, ARDS.
— B. Cardiovascular: myocardial depression, hemorrhage, hypovolemia.
— C.Metabolic:Hypocalcemia,hyperglycemia,Hyperlipidemia,coagulopathy

— D. Gl Hemorrhage

— E. Renal

F. Hematologic
G. CNS

. Fat necrosis
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C Loss of endocrine
and expcrine tissue

Definition and Prevalence

* Defined as chronic inflammatory condition
that causes irreversible damage to pancreatic
structure and function, O/ be fecunmert acute el

* Incurable @ flre Yrpros

) Sﬂ n&\‘cww co\\c\J%\'co\\\-ov\

* 5To 27 Persons Per 100,000 @ eaded duck




Por He fPakent -
—tobe havrng  mal absorohion:
Pancreas divisum thond  Ges »86-%07 o execrine a‘““&

—to be Mabetic:
Moud lesc > g6-90 7 Pl lnv\syhm

Classification:

Trdioke ey
. calcific pancreatitis
. obstruction pancreatitis
. inflammatory pancreatitis
. auto immune pancreatitis

. asymptomic fibrosis

. tropical pancreatitis

N O A WIN R

. hereditary pancreatitis
idiopathic pancreatitis




167 endocrin Less: O\ ¥907. Cxocrine loss: Aalabsorprion

. Laboratory Studies

Tests for Chronic Pancreatitis

I. Measurement of pancreatic products in blood
A. Enzymes

B. Pancreatic polypeptide

Il. Measurement of pancreatic exocrine secretion
A. Direct measurements
1. Enzymes
2. Bicarbonate
B. Indirect measurement
1. Bentiromide test
2. Schilling test
3. Fecal fat, chymotrypsin, or elastase concentration
4. [*4C]-olein absorption

lll. Imaging techniques

A Plain film radiography of abdomen
B. Ultrasonography

C. Computed tomography

D. Endoscopic retrograde cholangiopancreatography
E.Zl\sllagnetic resonance cholangiopancreatography

F. Endoscopic ultrasonography




Endoscopic retrograde
cholangiopancreatography in chronic
pancreatitis. The pancreatic duct and its
side branches are irregularly dilated

features

The cardinal CT features
of CP are pancreatic
atrophy, calcifications,
and main pancreatic
duct dilation .

25

CT
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Complications

Pseudocyst

Pancreatic Ascites

Pancreatic-Enteric Fistula

Head-of-Pancreas Mass

Splenic and Portal Vein Thrombosis




Annular Pancreas

When the ventral pancreatic anlage fails to migrate -
correctly to make contact with the dorsal anlage, the
result may be a ring of pancreatic tissue encircling the
duodenum.

Such an annular pancreas may cause intestinal °
obstruction in the neonate or the adult.

Symptoms of postprandial fullness, epigastric pain, -
nausea, and vomiting may be present for years before
the diagnosis is entertained.




The radiographic findings are symmetric dilation of the
proximal duodenum with bulging of the recesses on
either side of the annular band, effacement but not
destruction of the duodenal mucosa, accentuation of the
findings in the right anterior oblique position, and lack
of change on repeated examinations.

The differential diagnosis should include duodenal webs,
tumors of the pancreas or duodenum, postbulbar peptic
ulcer, regional enteritis, and adhesions.

Patients with annular pancreas have an increased
incidence of pancreatitis and peptic ulcer.




in the great majority of patients.

aver, the combination of pancreas divisum and a
small accessory orifice could result in dorsal duct
obstruction.

Dorsal
pancreas

Bilobed
ventral
B pancreas

© 2008 Elsevier Inc.




Common
bile duct

Common hepatic duct

Main pancreatic duct (Wirsung)

Accessory pancreatic
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TUMOURS OF THE PANCREAS

The tumours of the pancreas can be -

A. Non-Endocrine neoplasms

B. Endocrine neoplasms

j 4
with panaeadhic  concet

which tumov parleers are ama&d
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ampul ary carcinoma is term us
)ancreatic carcinomas.
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ENDOCRINE NEOPLASMS:

These are less common than non-endocrine

tumours and generally benign and sometimes
multiple. They includes:

B Insulinoma

common
B Glucogonomas
m Others:
- Gastrinomas
- Somatostatatinomas

ypept|de) Associoked with . wavery Diacthen > hageklena
ach’aV!\j.&(&& (WDH’(I) f_jmﬂ(ofr&)

- Vipomas (Vasoactive Intestinal
|iol




EVALUATION OF FANCKREATIC NEOFLEASIVIS:

e CT Scan
« MR Imaging

NON-ENDOCRINE NEOPLASMS: (ADENO-
CARCINOMA OF PANCREAS)

m Ductal adeno carcinoma (arising in the
exocrine part of pancreas) account for
90% of pancreatic tumour 2/3"9 located in
the head of pancreas.

Cystadenocarcinoma and endocrine
tumour account for most of the remains of

malignancy.

L




ein & high fat)

m Spread of pancreatic tumours:
A. Local Invasion )

B. Lymphatic  Povtal hefrkis

C. Blood ivel [ color

D.Via peritoneal & omental
causing ascites




possmle the |n|t|al
)toms and signs depend on the
and extent of the pancreatic
cancer.

m Modes of presentation:
e Weight loss

e Pain

e Jaundice

e Steatorrhoea

e Diabetes Mellitus

e Acute Pancreatitis

Malignant Ascites

Gastric Outlet Obstruction




DELAY IN DIAGNOSIS:

m Over 90% of patient with pancreatic cancer
present in the late stage of their disease. At
time no chance of cure.

m The factors responsible for late diagnosis

A. Tumour is asymptomatic in the early
stage.

B. Patient delay.
c. Physician delay.

D. The patient may not have ready and easy
access to competent diagnostic center.




VIANAGENENT OF FANCREATIC CANCEIR:

reatment

SURGICAL TREATMENT:

m Pancreatic Cancer is essentially
incurable since metastasis occurs at
such early stage. Any treatment must
be regarded as palliative.




s Preserving
licoduodenectomy

 Palliative Surgical Treatment
(Surgical Bypass)

e For tail of the pancreas
(Distal pancreatectomy)

e Body of the pancreas

(Distal + removal of the body of
pancreas) the




NON-SURGICAL TREATMENT:

The following options available:
(Pallative procedure for non operable cases)

® Percutaneous coeliac ganglion blockade.
(For pain)

¢ Stent to compress bile duct.

e Combination of chemotherapy and
radiotherapy may become alterative in

the future.
. h




EUNCITONING ENDOCIRINE TOMOUKS O
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IHE FANCREAS?

Another functioning tumour

ecrete(Gastrin) called
GASTRINOMA which come from

G cells

m Other tumours are:
a. Vipoma (Werner-Morrison syndrome,
Pancreatic cholera)

b. Somastatinoma
c. Glucagonoma

d. HP (Human Pancreatic

Polypeptide tumours)

m Slow growing and therefore carry much better
rognosis.




INSULINOWNIA:

5t tumours are benign adenomas but
y are low grade carcinomas and secrete

CLINICAL FEATURES:

Whipple described a triad of features
which typify the (insulinomas):

1. Fasting produces fainting.

2. During these “attacks” there is
hypoglycaemia.

3. The attacks may be relieved by

‘ ingestion of glucose.




INVES THGATIONS:

itive localization of the tumour very
t identification at operation can be

[Combination CT Scan and selective
angiography]

TREATMENT:

1.If the tumour localized surgical resection is the
TR of choice also this apply to metastases.

2.1f the tumours not localized during surgery (Intra

operative USS can be done to localize the tumour)
than resected.

3.Sub total distal resection for multiple tumours is
appropriate.

A




oglycemic attacks may be relieved by

ide or streptazotocin.

GASTRINOMA: (Zollinger-Ellison Syndrome)

The tumour arising from the islets cell of
langhans in the pancreas and in the duodenal
wall.

The majority (60%) of these tumours are
malignant. They may be associated with (MEN
1)which are Parathyroid Hyperplasia, and
Pituitary Adenoma. Gastrinoma give rise to ZE
Syndrome which consist of triad
(hypersecretion of gastric acid, severe peptic
ilceration and the presence of non-beta cell

mour of the pancreas or duodenum).




CLINICAL FEATURES:

All complications of peptic ulcer disease are
present in (ZE-Syndrome) as acute
haemorrhage, perforation and recurrent
ulceration.

E DIAGNOSIS OF ZE-SYNDROME:

«Severe peptic ulcer disease doesn’t
respond to treatment.

eMultiple peptic ulcers or ulcers in unusual
distal duodenum or locations such as the
jejunum.

«Peptic ulcer disease associated with
diarrhoea.

A




n of serum gastrin.

TREATMENT:

mMedical therapy for control of the acid
hypersecretion in patient with ZE-
Omprazole considered the Syndrome
antisecretory drug of choice for all
gastrinoma patients




oatient with MEN 1 Syndromeand

athyroidism should documented
parathyroid surgery performed prior to
val of gastrinoma.




Archive

* Which factor is most important in deciding whether a pancreatic adenocarcinoma is resectable?
a. tumour gize

b. tumour invagion of the portal vein

c. metagtatic diseage

d. enlarged peripancreatic lymph nodes
e. serum CA9-O level

*Which of the following is the appropriate investigation in a patient presenting with a recent episode
of right upper quadrant pain and a normal physical examination?

a. abdominal CT gcan

b. ERCO

. plain X-ray of the abdomen

d. upper abdominal ultragound

*The most specific symptom associated with pancreatic adenocarcinoma is:
a. weight lose

b. painlesg jaundice

C. epigastric pain

d. right upper quadrant pain, jaundice and fever

e. back pain relieved by leaning forwards

* Chronic pancreatitis most often presents with:
a. weight loge

b. steatorrhoea

c. diabeteg mellitug

d. fractureg

e. recurrent epigagtric pain

*The usual early complications of acute pancreatitis is:
a. Hyperglycemia

b. Hypovolemia Shock

C. ARDS

d. Hypocalcemia

e. Renal failure



*Regarding anatomy of the pancreas, select the wrong statement Select one:
a. The tranguerge colon ig related to ite anterior surface

b. The junction of the euperior megenteric with the gplenic vein lieg behind the head

c. The Aorta lieg pogterior to the body.

d. The 1ail ig related to the left colic flexure

e. Located in retroperitonium except ite fail.

*The most common indication for surgery in chronic pancreatiti is:
Select one:

a. jaundice

b. pain

¢. pseudocyst

d. gagtric outlet obstruction

e. anorexia
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