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Summary
Pancreatic cancer is a important public health problem all over the world. Up to 80% patients with carcinoma of head of the
pancreas are unresectable because of local vascular invasion or distant metastasis. Optimal treatment of such patients is surgical bypass. The number of patients with unresectable pancreatic head cancers is increasing and their optimal treatment is
a big economic problem for health care. Traditional prophylactic gastroenterostomy has many complications in postoperative
period. Because of complications period of stay in hospital extended and generates additional costs. In this article the authors
presented a case of a Caucasian woman who was admitted to the hospital because of unresectable pancreatic head cancer. The
patient underwent new type of prophylactic gastroenterostomy and in the sixth day after surgery was discharged home. The
authors invented this new type of anastomosis and applied it successfully in several patients with unresectable carcinoma of
head of the pancreas.
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INTRODUCTION
Pancreatic cancer is a important public health problem all over the world. Up to 80% patients with carcinoma of head of the pancreas are unresectable because of
local vascular invasion or distant metastasis (1). Optimal
treatment of such patients is surgical bypass. The number of patients with unresectable pancreatic head cancers is increasing and their optimal treatment is a big economic problem for health care. Traditional prophylactic
gastroenterostomy has many complications in postoperative period. Because of complications period of stay
in hospital extended and generates additional costs.
In this article the authors presented a case of a Caucasian woman who was admitted to the hospital because
of unresectable pancreatic head cancer. The patient
underwent new type of prophylactic gastroenterostomy
and in the sixth day after surgery was discharged home.
The authors invented this new type of anastomosis and
applied it successfully in several patients with unresectable carcinoma of head of the pancreas.
CASE REPORT
A 71-year-old woman, Caucasian race, with pancreatic head tumor, was admitted to the Department of
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Surgical Oncology because of obstructive symptoms of
upper gastrointestinal tract. The patient did not eat the
food for last 2 weeks, drank only water. Within a month,
she lost about 20 kg. She was treated chronically with
hypertension and ischemic heart disease.
Blood examination of the patient showed low levels
of hemoglobin, erythrocytes, albumin and total protein.
Other laboratory tests were normal.
On physical examination, in the epigastrium area
there was palpable a tumor. CT examination showed
a pathological mesogastric lumpy mass in the region of
the descending duodenum and the head of the pancreas, which the size was approximately 75 x 68 x 45 mm.
The rest of the pancreas was not enlarged. On CT scan
a tumor of the pancreas head infiltrated and compressed
the duodenum causing obstruction of the upper gastrointestinal tract.
The patient was qualified for surgery. After opening
the abdomen and reaching the pancreas, surgeons
found a large tumor of the pancreatic head diameter
about 70 mm infiltrating on celiac trunk, duodenum
and superior mesenteric artery. The case was considered as an inoperable. Tumor stage was assessed
on: cT4NXM0. Samples were collected for intra his-
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topathological examination from unresectable pancreatic tumor. Pathological examination revealed the
presence of cancer cells. The patient had performed
new type of prophylactic gastroenterostomy with formation of the small intestine tank (fig. 1-4). The duration of surgery was 70 minutes. Patient after surgery

Fig. 1. Photo after the anastomosis posterior wall of the stomach and small intestine.

Fig. 3. Image showing status after formation of the small intestine tank.

Fig. 2. Creation of the container on the small intestine using
a stapler.

Fig. 4. New type of prophylactic gastroenterostomy.
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felt good and did not complain of pain. The postoperative period was uncomplicated and the patient left
the ward in the sixth day after operation. In the first
day after operation the patient had X-ray scan which
showed the free flow of contrast through the place
of gastroenterostomy (fig. 5). On the second day the
patient underwent gastroscopy in which there is no
swelling of the tissues around the anastomosis and
the free passage of the endoscope from the stomach
into the small intestine. The patient is in the care of
outpatient surgical oncology and was pre-qualified for
palliative chemotherapy.
DISCUSSION
Pancreatic neoplasms account for 3% of all cancers
in Poland (2). A large number of patients with unresectable pancreatic head cancer is a growing challenge for
health care (3, 4). In the case of such patients, a prospective randomized controlled trial confirmed that prophylactic gastrojejunostomy should be done (5). If prophylactic gastroenterostomy is not done it connection
with 20% die because of some symptoms of duodenal
obstruction and up to 21% second laparotomy with gastrojejunostomy due to symptoms of duodenal obstruction (6-8).
The authors of this article found in Pubmed base
many article which describe complications of prophylactic gastroenterostomy in inoperable head of the
pancreas carcinoma. One of the unfavorable symptoms after gastroenterostomy is delay gastric empty-

Fig. 5. X-ray picture showing the free flow of contrast through
the place anastomosis in the first postoperative day.
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ing (DGE). Delay gastric emptying is defined by the
International Study Group of Pancreatic Cancer as
a problem, which has been linked to tumor involvement of the coeliac axis and interruption of splanchnic
innervations (1 ,4, 5).
In Raymond et al. research mortality after gastrojejunostomy was 18% and after combined biliary and
duodenal bypass surgery 5%. In this research 26%
patients had delayed gastric emptying postoperatively from 9 to 31 days. The authors of this article think
that delayed gastric emptying is frequent and serious
problem for patients with unresectable pancreatic
cancer (9).
In Lesurtel et al. article 4.8% patients developed late
gastric obstruction symptoms after bypass surgery. The
authors of this article believe that biliary and gastric bypass done together reduce problem with delay gastric
emptying (10). Horstmann et al. estimate that the delay gastric emptying occurs in 9 to 26% of patients after
gastrojejunostomy bypass (11).
According to the authors of this article correct technique of new prophylactic gastroenterostomy helps to
reduce to a minimum complications in postoperative
period. The authors of this article believe that formation
of the small intestine tank in bypass is the key to reduce
postoperative complication and inclusion in the first day
after surgery the patient nutrition.
CONCUSIONS
The authors of this article, having an experience in
the treatment of patients with unresectable cancer of the
pancreatic head believes, that new type of prophylactic
gastroenterostomy can be new “the gold standard” in
the treatment of such patients. This new type of gastroenterostomy is easy and safely procedure, and reduces
costs of health care due to postoperative complications
after traditional gastroenterostomy.
There is a need for further multicenter study on a larger group of patients with inoperable pancreatic cancer
to understand confirm the good effects of a new anastomosis in such patients. Patients who underwent surgery
will be monitored in our surgical outpatient.
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