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Introduction

INTRODUCTION

Pancreaticoduodenectomy remains the procedure of
choice for tumors of the periampullary region. During the
1980s, many centers reported reduced hospital mortality rates
(<5%), and some large series from centers with extensive
experience in pancreatic resections reported no mortality.

However, while resectional surgery for pancreatic cancer
has reached a new platform in the last decades and the mortality
rates have considerably decreased, the morbidity remains
considerable even in centers of excellence.

Critical step in pancreatic surgery is no longer the
resection itself but the reconstruction of the pancreaticoenteric
anastomosis. Complications related to the pancreatic remnant,
such as pancreatic fistula, anastomotic dehiscence, abscess
formation, and septic hemorrhage are the main causes of
morbidity and mortality following pancreatic head resection.
Some authors have named the pancreatic anastomosis the
"Achilles heel" of pancreatic surgery because it has the highest
rate of surgical complications.

Management of the pancreatic remnant after partial
pancreaticoduodenectomy is still controversially discussed.
More than 80 different methods of pancreatic reconstruction
have been proposed, illustrating the complexity of surgical
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techniques as well as the absence of a gold standard for all
patients.

Simple closure of the pancreatic duct by ligation, fibrin
or tissue glue without performing a pancreatic anastomosis
resulted in high rates of fistulas, pancreatitis, and postoperative
insulin-dependent diabetes, and therefore has been widely
abandoned.

Surgeons have attempted to lower leak rates by devising
a number of anastomotic techniques such as end to end
pacreaticojejunostomy versus (vs) end to side pacreatico-
jejunostomy, duct to mucosa anastomosis vs dunking
anastomosis,  pacreaticojejunostomy  versus  pacreatico-
gastostomy and the use of internal or external stent. The use of
pharmachological agents that lower the volume of pancreatic
exocrine secretion (somatostatin-like analogues) have been tried
but the leak rate remains high.

When choosing between the available methods for
reconstruction of pancreaticoenteric continuity the issues to be
considered are the ease of operation, the incidence of
postoperative complications and the long term effect/changes.




Aim of the Work

AIM OF THE WORK

Evaluation of the results of different techniques of
pancreatic remnant anastomosis in Whipple’s procedure
including end to end pancreaticojejunostomy, end to side
pancreatico-jejunostomy, and pancreatico-gastrostomy to find
out the risk factors related to pancreatic remnant searching for
selection criteria for each technique to achieve the best results
regarding postoperative:

e Pancreatic leakage.
e Pancreatic fistula.
e Septic hemorrhage.

e Abscess formation.
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ANATOMY AND HISTOLOGY OF
THE PANCREAS

Embryology

The pancreas is developed in two parts, a dorsal and a
ventral. The former arises as a diverticulum from the dorsal
aspect of the duodenum a short distance above the hepatic
diverticulum, and, growing upward and backward into the
dorsal mesogastrium, forms a part of the head and uncinate
process and the whole of the body and tail of the pancreas
(Polak et al., 2000).

The ventral part appears in the form of a diverticulum
from the primitive bile-duct and forms the remainder of the
head and uncinate process of the pancreas. The duct of the
dorsal part (accessory pancreatic duct) therefore opens
independently into the duodenum, while that of the ventral part
(pancreatic duct) opens with the common bile-duct (Boerma et
al., 2000).
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Figure (1): Schematic and enlarged cross-section through the body of a
human embryo in the region of the mesogastrium. Beginning of third
month. (Toldt.)




Review of Literature

Tt ity
Stomoch mislie

Left wupravenal glesd

Figure (2): cross-section through the body of a human embryo in the
region of the mesogastrium at end of third month

About the sixth week the two parts of the pancreas meet
and fuse and a communication is established between their
ducts. After this has occurred the terminal part of the accessory
duct, i. e., the part between the duodenum and the point of
meeting of the two ducts, undergoes little or no enlargement,
while the pancreatic duct increases in size and forms the main
duct of the gland. (Ertan, 2000)

The opening of the accessory duct into the duodenum is
sometimes obliterated, and even when it remains patent it is
probable that the whole of the pancreatic secretion is conveyed
through the pancreatic duct. (Neblett and O’Neill., 2000)




