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Case Report

Total transection of pancreatic head by blunt abdominal trauma
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Abstract

Introduction: Isolated pancreatic blunt
trauma are rare and very difficult to be
identified, occurring 0.2-6 % in all the
cases of an abdominal blunt trauma. The
key to optimal treatment is related to the
total integrity of Wirsung duct.

Objective: The goal of this study is to
accurately report the clinical management of
the pancreatic trauma with Wirsung duct
transection.

Material and methods: Introduction of a
patient with blunt abdominal trauma, having
a total transection of pancreatic head, no
evident duodenal injuries.

Results: A 41 years old man, that was
victim of an aggression with multiple
punches and kicks in the abdominal area
and lower extremities. Clinical inspection
reveals ecchymosis on the epigastric area.
The patient arrived at the hospital 4 hours
after the aggression. He complained strong
abdominal pain. The clinical findings
reveals  hemodynamic stability of the
patient, high abdominal sensation, normal
laboratory levels of lipase and amylase
enzymes. CT scan detects transection of the
pancreatic head (Class Il  Lucas),
perihepatical free fluid and on omental
bursa. Surgery has been performed 6 hours

after trauma. Surgical findings consisted in
total transaction of pancreatic head,
Wirsung duct rupture and preserved
integrity of duodenum and other abdominal
organs. Surgical procedure consisted in
Roux-Y pancreatico-jejunostomy, ligature of
the distal part of the Wirsung duct of the
head, proper hemostasis of the pancreatic
head, peritoneal lavage and drainage.
Postoperatory prognosis was encouraging
and no complications occurred. 10 days after
surgery the patient is fully recovered and he
was discharged.

Conclusion: The radiological modalities
have a essential role in the evaluation of the
injuries in a pancreatic trauma. Operative
management is requested in severe injuries
of pancreatic glandule. The prognosis of
pancreatic trauma is related mainly of the
injuries of pancreatic duct.

Introduction:

Pancreatic trauma is rare, it occurs in
approximately  1-6%of patients  with
abdominal injuries[1-2].

Isolated  pancreatic ~ injuries  occurs
approximately in 1-12% of cases sustaining
pancreatic injuries [3].
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Car crash is the main cause of pancreatic
injury in Europe and USA, gunshot wounds
occurs in 30-45 % of cases [3].

In children, bicycle mishaps are also a
common cause of abdominal injuries,
especially when the abdomen is stuck by the
handlebars [4-5].

Prognosis of pancreatic injury is associated
with the involvement of the main pancreatic
duct, that determined the mortality and the
risk of complications. An untreated and
delayed diagnosis  of pancreatic duct
disruption lead often to secondary
complications which needs surgical repair.
The early diagnosis and the adequate
treatment of the pancreatic injury has an
important role  in the morbidity and the
mortality of the patients and radiology in
this case has a pivot role in the immediate
and prompt diagnosis of the pancreatic
injury [7-8].

The morbidity due to pancreatic injury is
approximately 45 % [9,10,11,12,13].

In cases of delayed treatment , morbidity can
be approximately 60% [14,15,16].

The mortality in isolated pancreatic injury
varies from 2% to 17% [10].

The purpose of this case report is to report
the management of a total rupture of the
pancreatic head.

Case Presentation

A 41 years old man, victim of a human
aggression presented to the emergency
department of the University Hospital of
Trauma in Tirana 4 hours after the
aggression.  Clinical  findings reveals
ecchymoses on the epigastric region,
abdominal  pain  without  peritoneal
involvement, hemodynamic stability and
normal laboratory findings. CT scan was

performed and revealed a total transection
(class 11 according to Lucas classification)
of the pancreatic head nearby the
duodenum, free perihepatic fluid and in the
omental bursa too.

Figure 1. Gr.lll transection of pancreatic
head, free fluid in perihepatic space and in
the omental bursa.

After six hours of clinical and radiologic
evaluation, laparatomy has been performed.

Surgical Management

Patient underwent abdominal laparotomy
with median superior incision elongated
below the umbilicus. Surgical findings
consisted in  hemoperitoneum, total

transection of pancreatic head nearby
duodenum (thickness of pancreatic tissue
remained was approximately 3-4 mm). The
transection of pancreatic duct was easily
identified with preserved integrity of
pancreatic body and tail tissue , duodenum
and other abdominal organs .
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Figure 2.Transection of pancreatic duct,
transection of pancreatic head.

The surgical procedure consisted in Roux-y
pancreatico-jejunostomy, the pancreatic
stump is invaginated into the jejunal loop
according to Houdart E. The distal part of
the pancreatic duct is closed by a ligature
and it is performed a proper hemostasis of
the remained pancreatic tissue nearby
duodenal U. In the end, it is done peritoneal
lavage and drainage. The 2 surgical drains
are placed in omental bursa and Douglas
pouch. The postoperative period was
normal.

Figure 3. Roux-Y pancreatico-jejunostomy
according to Houdart E.

Figure 4. Distal Wirsung duct ligature.
Proper hemostasis of the pancreatic head.

10 days after the surgery the patient is fully
recovered and he was discharged.

Discussion

Pancreatic injuries are often characterized
from a mis correlation between grade of
injury and the onset symptoms. The delayed

diagnosis can lead to serious complications
which are difficult to treat.

Even patients with total transection of
pancreatic duct can be asymptomatic for
months [17,18, 19].

Retroperitoneal location of this organ and
delayed appearance of the clinical symptoms
make difficult the diagnosis in pancreatic
injuries.

CT scan is the examination of choice as a
non-invasion procedure in hemodynamically
stable patients with abdominal trauma. This
examination has about 40% of sensibility in
the first hours of trauma [6].

Accordingly, the overall sensitivity for CT
in correctly predicting the existence of an
unspecified pancreatic injury was 71.4%,
but with a low prediction in duct injuries
[6,20].

To our patient the CT scan examination
revealed a total transaction of the pancreatic
head (Lucas Ill), nearby duodenum, free
perihepatic fluid and in the omental bursa.

Magnetic resonance
cholangiopancreatography (MRCP) insures
more significant images of the pancreatic
duct and his injuries [21].

Endoscopic  retrograde cholangio-
pancreatography  (ERCP) permit  the
realisation of a full mapping of the duct,
with sensibility of 100% in detection of
abnormalities [22].

It has to be performed as soon as possible,
possibly in the first 12-24 hours after trauma
[22,23].

Although, this technique includes the risk of
infection of glandular tissue. MRCP has a
sensibility of 87-100 % and a specificity of
81% [24], it can replace ERCP because of
it’s non—invasive .
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Magnetic resonance pancreatography is
being used with increasing frequency as an
alternative to ERCP [25].

In the small pancreatic injuries is needed
operative management but the disruption of
the pancreatic duct needs operative
management.The results depend on the age
,concomitant injuries ,the grade of injury
and the response to the treatment [26,27,28].

Pancreatic injuries (Lucas I,Il) consist of
the major part of the pancreatic trauma.

The decision to undergo laparotomi can be
difficult in isolated pancreatic injury, but in
our case, we suspect a disruption of
pancreatic duct.

Drainage with every local debridement
requested is more frequently done [29,30].

Not every injury of the pancreatic capsule
must to be repaired by sutures, because this
lead to necrosis of pancreatic tissue [31].

Transection of the head of the pancreas
(Lucas 1) ,it can be conserved by realizing
pancreatico-jejunostomy  Roux-en-Y and
suturing the distal part of the pancreatic
head [32,33].

In our case, the remained pancreatic tissue
(body, tail) resulted with a normal
pancreatic view.

We realised pancreaticojejunostomy Roux-
en-Y, with the invagination of the pancreatic
stump into the jejuna loop according to
Houdart E. The postoperative period was
very good without complications. 10 days
after the surgery the patient is fully
recovered and discharged.

This is a good option when there is no
doubt of the dysfunction of the remained
pancreatic  tissue, especially if the
resection included more than 80% of the

gland[34,35]. The alternative is the distal
pancreatectomia .

When the damage is at the level of isthmus
or body (Lucas Il), the major part of authors
are fan of the distal pancreatic excision
because the morbidity, the mortality and the
hospitalisation of the patient are much
lower than when it is done external drainage
of the pancreatic injury. When external
drainage is performed we might have
complications such as abscess ,distal
pancreatitis, pseudocisty or pancreatic
fistula [36].

Endoscopic  transpapillary drainage of
pancreas is technically possible in a
disruption of the pancreatic duct (Lucas II,
I11), diagnosed by CPRM and /or CPRE.
This technique has been very successfully
in children and adults in the centres when it
is applied [37,38].

Patients with a traumatic injury of the
pancreas are sensible of immediate or
delayed consequence of this process of
diseases [20,39].

The injury of ductal system ,if it is not
treated properly or not treated at all must
have extended morbidity. The
complications of a traumatic injury of the
pancreas are huge in number, that vary
from simple pancreatitis to death [40,41].

The mortality of pancreatic injuries is
approximately 20% due to hemorragie of
the injury of the other intra-abdominal
organs and sepsis [40,42].

Conclusion:

The radiological modalities have a
essential role in the evaluation of the injuries
in a pancreatic trauma.

Operative management is requested in
severe injuries of pancreatic glandule.
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The prognosis of pancreatic trauma is
related mainly of the injuries of pancreatic
duct.
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