


Case report 

Successful Management of Dilated Intrahepatic and Extrahepatic Ducts with Adenocarcinoma of the Pancreatic Head: A Case Report.


 

Abstract
More than 90% of cases of pancreatic cancer are adenocarcinomas, making them the most prevalent kind of the disease. This cancer develops in the pancreatic duct lining.
Adenocarcinoma may also arise from the cells that produce pancreatic enzymes. Abdominal pain, diarrhoea, nausea, weight loss and jaundice are features of adenocarcinoma. A rise in enzymes might cause joint discomfort and skin rashes in certain patients. Pancreatic head adenocarcinoma is a major cause of malignant biliary obstruction and frequently manifests as simultaneous intrahepatic and extrahepatic duct dilatation.
A 76-year-old male presented to the hospital with 3-days diarrhoea. Diagnosis showed tumour head of pancreas, leading to hepatobiliary obstruction, manifesting with pruritis, weight loss and loss of appetite. Initial CT scan, CA markers and other biochemical parameters were very abnormal. The patient initially received endoscopic stent placement and later surgery (Whipple’s procedure) to remove the tumour. Histology showed grade 1A adenocarcinoma. 6-cycle, 12 sessions of chemotherapy was done fortnightly, with paclitaxel and gemcitabine-based drugs. During these therapies, the elevated markers gradually reduced with variations in some biochemical parameters. Later CT scan showed no mass or calcification on the pancreas and no biliary dilatation.
Well differentiated adenocarcinoma of the pancreas can be treated when discovered early as poorly differentiated adenocarcinoma is very aggressive. Multidisciplinary individualized treatment is essential and should be utilized.
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INTRODUCTION
More than 90% of cases of pancreatic cancer are adenocarcinomas, making them the most prevalent and common gastrointestinal cancer disease, with poor prognosis (Siegel, et al., 2017). This cancer develops in the pancreatic duct lining. Adenocarcinoma may also arise from the cells that produce pancreatic enzymes. Abdominal pain, diarrhoea, nausea, weight loss and jaundice are features of adenocarcinoma (Hruban & Adsay, 2009). A rise in enzymes might cause joint discomfort and skin rashes in certain patients. Challenges to effective screening for pancreatic cancer include low disease prevalence and high cost of screening techniques such as endoscopic ultrasound and cross-sectional imaging (Berger et al., 2008). Interestingly, it is a disease that typically affects older adults and is slightly more common in men and African-Americans. Although pancreatic cancer is relatively uncommon in comparison to other more prevalent cancers (such as colorectal, lung, prostate, etc.), it is the fourth most common cause of death for both men and women. 

CASE PRESENTATION
A 76-year-old male presented to the hospital with 3-days diarrhoea. Initial laboratory tests were within normal range. However, the patient returned 3-days later with body itching and jaundice. The physical examination showed no palpable mass but the next set of laboratory analysis showed normal electrolyte, urea but highly elevated creatinine (>120mmol/l), liver enzymes; ASP and ALT were raised, however, the ALP was over a 1000 u/l.
  Total protein - 89g/l; Albumin – 42g/l
  ALP: >1000 U/L
  AST: 95 U/L; ALT: 110 U/L
  CA 19-9: 860 U/mL
  Complete blood count: varied
· GGT: 80U/L
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Fig. 1. Laboratory Test of the Patient 
Imaging before ERCP: CT scan with contrast showed Gall bladder hydrops, dilated intrahepatic and extrahepatic ducts dilatation, enlarged pancreatic head with double ducts sign measuring 38.9cm and no distant metastasis. Conclusion of the findings includes:
· Ca head of pancreas – Dd: Periampullary tumours
ERCP: Biliary stenting achieved. There was no brush cytology.
Imaging after ERCP:  CT scan with contrast showed that the 38.9cm mass in the pancreatic head had reduced to 4.07cm, with a remarkable positive change in size and biochemical parameters.
The radiology image after stenting is shown below:
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Fig. 2. Radiology image 
The patient showed better appetite and absence of pruritus. The biochemical parameters also reduced drastically. 
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Fig. 3. Mass size before and after ERCP 
Management: On further examination, surgery (Whipple’s procedure) was scheduled to remove the tumour on the head of the pancreas. The patient underwent a successful pancreaticoduodenectomy (Whipple’s procedure).
Histology after surgery: Following the Whipple’s surgery, specimen composed of the distal stomach, part of the duodenum and jejunum, head of the pancreas and part of the gall bladder were sent for histological analysis. Result showed well differentiated Adenocarcinoma at least stage Pt1aN0Mx, stage group-1A and gall bladder - chronic acalculous cholecystitis.
Postoperative course:
The patient recovered well and was discharged on day 10 post-op, and commenced adjuvant chemotherapy (NAB paclitaxel-gemcitabine-based regimen). The chemotherapy was 12 sessions, 6-cycle every forth night. Biochemical parameters often varied with slightly raised urea and/or creatinine and liver enzymes. 
Imaging after Chemotherapy: Result showed pancreatic head surgically absent, with peripancreatic inflammatory changes – likely due to operative fibrosis with no mass or calcification and no biliary dilatation. The body and tail of the pancreas are normal.

Image after chemotherapy
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Fig. 4. Chemotherapy Image 

Discussion
Pancreatic head adenocarcinoma of this patient presented with diarrhoea and subsequent obstruction with double duct sign leading to jaundice and pruritus. The obstruction impinged on part of the duodenum and part of the gall bladder leading to biliary drainage, which was circumvented by stenting.
Early diagnosis for pancreatic adenocarcinoma is difficult due to the fact that it presents with non-specific and generalize symptoms, however, pancreaticoduodenectomy (Whipple’s procedure) is the recommended procedure especially for well differentiated cells. Post-surgery survival is achieved by adjuvant therapy such as chemotherapy with NAB paclitaxel-gemcitabine regimen.
A multidisciplinary protocol with radiologists, medical laboratory scientists, surgeons, and gastroenterologists is supported by current study in order to maximise the type and timing of intervention.

Conclusion
This case demonstrates that with tumour head of pancreas presenting as intrahepatic and extrahepatic duct dilatation, timely information, early hospital visit and early diagnosis, biliary drainage via stenting where applicable and the gold standard of pancreaticoduodenectomy (Whipple’s procedure) can lead to successful outcome.
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