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* Abdomina

®* Neoplastic cysts as cause of par and misinterpreted as the result of
pancreatitis.
@













Table 6: Distribution of cause of mortality
TABLE 3 - Distribution of postoperative complications

f mortali . of patients Percen
COMPLICATIONS INCIDENCE (%) Cause o orta ty No. o pat ents Perce tage
Pancreatic fistula 27 (50,00) . . 0
Delayed gastric emptying 7 (12,96) Septlceln‘lc shock ‘d.ue to 7 5386/0
Hemorrhage 5 (9.26%) pancreatic leak, biliary leak
Acute renal failure 3 (5.55%)
Biliary fistula 2 (3.70%) Hemorrhage 3 23'07%
Intra-pentoneal collection 2 (3.70%)
Peritonitis 2 (3.70%) . ; ; 0
P > B70%) Respiratory complications 3 23.07%
Septic shock 1(1.85%)

Total 100%

Coagulopathy 1(1.85%)



patients who may not do
















®* Neuroendocrine
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* Analogy

(f ® Critical distinction between Main Duct and Side Branch
O



Infraductal Pancreatoscopy
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Figure 2. a Duodenoscopy with a lateral viewing of endoscope
showed mucus discharged from the enlarged papilla of Vater. b.
Peroral pancreatoscopy showed the papillary tumor on the main
pancreatic duct. c. Pathological examination of biopsy specimens of
the tumor showed papillary mucinous adenoma.
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®* Mural mass

( ® Associated main duct dilatation
O









® Pancreatic atrop

(f ® Abrupt change in PD size
@



* Amylase

®* Molecular markers
O






® Unilocular with

( ® Due to risk of malignancy, resection usually advised in appropriate candidates
O







® Typical

(f ® Can cause symptoms due to size
O







Pseudocyst
with debns




® Side bran  surveillance
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TABLE 2. Surgical resection recommendations for pancreatic cysts according to current guidelines

Diagnosis Fukuoka 2012 European 2013 AGA 2015
MCN Resection Resection Resection
SPN Not mentioned Resection Resection
MD-IPMN Resection Resection Yes, however*

Mixed-IPMN Resection Resection Yes, however*

BD-IPMN

Pancreatitis (for relief of symptoms) Acute pancreatitis jaundice, diabetes e Solid component and MPD >5 mm

Obstructive jaundice Mural nodule (both on EUS and MRI)
Solid component MPD>6 mm e and/or concerning features on EUST
MPD >1 cm Size >4cm

+Cytologic features suggestive
of adenocarcinoma

Definite mural nodule on EUS
e MPD features suspicious for involvement§
>3 cm cyst in young surgically fit patient

Rapidly increasing size!
Elevated serum CA19-9 level:

AGA, American Gastroenterological Association; BD-IPMN, branch duct-intraductal papillary mucinous neoplasm; EUS, endoscapic ultrasanography; MCN, mucinous cystic
neoplasm; MD-IPMN, main duct-intraductal papillary mucinous neoplasm; MPD, main pancreatic duct; SPN, solid-pseudopapillary neoplasm.

*AGA does not recommend surgery for MPD alone, but also requires presence of a nodule or malignant cytologic features.

TDefinite mural nodule, cytologic features positive for malignancy.
iRelative indication for surgery according to European Guideline.
tPresence of thickened walls, intraductal mucin, or mural nodules is suggestive of MPD involvement; in their absence, MPD involvement is inconclusive.




Are any of the following high-risk stigmata of malignancy present?

1) obstructive jaundice ina patient with cystic lesion of the head of the pancreas, ii) enhancing solid component within cyst,
iif) main pancreatic duct >10 mm in size

- Are any of the following worrisome features present?
Consider Clinical Pancreatitis
surgery, Imaging: i) cyst =3 cm, ii) thickened/enhancing cyst walls, iii) main duct size 5-9 mm, iv) non-enhancing mural
if clinicalty nodule, v) abrupt change in caliber of pancreatic duct with distal pancreatic atrophy, vi) ymphadenopathy.
appropnate

If yes, perform endoscopic ultrasound

Are any of these features present?

i} Definite mural nodule (s) What is the size of largest cyst?

ii) Main duct features suspicious for involement :
iii) Cytology: suspicious or positive for malignancy Inconclusive

CTIMRI CTIMRI EUS in 3-6 months, then Close surveillance alternating
. yearly x 2 years, lengthen interval alternating MRI MRI with EUS every 3-6 months.
in 2-3 years then lengthen with EUS as appropriate. Strongly consider surgery in young,
interval Consider surgery in young, fit patients
if no change fit patients with need for
prolonged surveillance




* Nodularity

(f * MPD dilatation >10mm
O






