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Autologous Cephalic Duodenopancreatectomy With Superior
Mesenteric Vein Dissection and Reconstruction Using the

Renal Vein

Duodenopancreatectomia cefalica con reseccion de vena mesentérica
superior y reconstruccion mediante interposicion de vena renal

autologa

Case report: A 43-year-old woman, without any prior medical
history, consulted for epigastric abdominal pain and nausea of
9-month duration. Blood tests revealed an amylase of 183 U/L.
An abdominal ultrasound and abdominopelvic CT revealed a
mass in the pancreatic head. The proximal segment of the
superior mesenteric vein (of approximately 3 cm length) was
infiltrated and thrombosed and enlarged peripancreatic lymph
nodes were seen (Fig. 1). An echoendoscopy was used to
perform a biopsy of the mass that was positive for malignancy
but was unable to define the histology; the suspicion was
neuroendocrine tumor. An MRI confirmed the pancreatic mass,
observing that it surrounded the superior mesenteric vein. An
octreoscan showed uptake in the epigastric area.

Surgery was scheduled and a tumor in the pancreatic head
infiltrating the superior mesenteric vein was observed.
A Whipple’s cephalic duodenopancreatectomy was performed
with an en bloc resection of the superior mesenteric vein and
reconstruction by interposition of the previously resected left
renal vein (Fig. 2).

The patient had an uneventful postoperative course. On
the 6th postoperative day and control angio-CT and Doppler
ultrasound were performed and permeability of the renal
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arteries and superior mesenteric arteries were checked. She
was discharged on postoperative day 11 asymptomatic and
tolerating an oral diet.

The pathology study revealed an endocrine tumor of
3.5 cmx3.5 cm. The resection margins were free of neoplasia
and six isolated lymph nodes were also free of neoplasia.
A tumoral thrombus was found in the superior mesenteric
vein with histology compatible with a well-differentiated
trabecular tumor.

One month and a half after surgery the patient continues
well, and a control CT scan shows permeability of the superior
mesenteric vein and left kidney of a normal size and
morphology. A follow-up blood test revealed chromogranine
115.1. All other parameters were normal.

A complete resection is the only potentially curative
treatment for neuroendocrine tumors. Frequently these
tumors are malignant, and local invasion at the time of
diagnosis can prevent a radical removal of the tumor; in these
cases a cytoreductive approach can be proposed. An aggres-
sive surgical approach in cases of advanced disease can
prolong survival, and it is therefore justified, including, if
necessary, resection of adjacent organs (stomach, colon,
kidneys, adrenal glands) and/or main vessels.””’

The reconstruction of the resected vein can be performed
by a primary anastomosis 8 in approximately 88% of cases)
or by using grafts, both synthetic or autologous (splenic,
jugular, gonadal, iliac, femoral, saphenous or umbilical
veins). The reconstruction with an autologous venous graft
should be considered only in selected cases: when the
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Fig. 1 - Abdominal CT: dilatation of Wirsung duct (black arrows) up to the pancreatic head which is enlarged, suggesting

neoplasia (white arrow).

Fig. 2 - Reconstruction of the superior mesenteric vein resected with interposition of the left renal vein.

resection of the superior mesenteric-portal veinislarger than
3cm, when the portal-superior mesenteric confluence is
involved or when it is not possible to perform a tension-free
anastomosis.”

Reconstruction using an autologous left renal vein graftis a
technically possible, simple and durable option."* The renal
vein is easily exposed during hepatobiliary operations and is
even more accessible during duodenopancreatectomies, wit-

hout the need to extend the incision. It provides sufficient
length and has a similar calibre to the SMV."? The renal vein has
many collateral veins and can be ligated without compromising
the venous drainage of the kidney. Preservation of the gonadal
and azygos veins is essential during the resection of the left
renal vein. Therefore, the renal vein should be resected from the
junction of the vena cava and the left renal vein to the distal
portion just distal to the azygos vein."?® The collateral vessels
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will drain the venous return of the left kidney and will preserve
its function.?

To prevent graft occlusion, it is important to select an
autologous renal vein with an adequate size and length.” The
graft should not be redundant or left with tension. An
intraoperative and postoperative Doppler should be perfor-
med to evaluate its permeability." Anticoagulant therapy is
also necessary.’

In conclusion, an aggressive surgery with major vascular
resection is justified in selected patients with pancreatic
cancer,® in whom a segmental resection can be performed
safely without an increase in morbidity or mortality rates
when compared to a standard duodenopancreatectomy™* the
use of an autologous graft of left renal vein is a feasible and
reproducible technique with good long-term results.?
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Idiopathic Fibrosing Pancreatitis—An Uncommon Cause
of Obstructive Jaundice in Young Patients

La pancreatitis idiopatica fibrosante: causa infrecuente de ictericia

obstructiva en pacientes jovenes

Idiopathic fibrosing pancreatitis (IFP) is a rare form of chronic
pancreatitis, mostly occurring in children and adolescents.
The mean age at diagnosis is around 10 years of age (range
4 months-20 years), and is equally common in both sexes.»? It
was first described by Comfort et al. in 1946,% and clinical signs
are usually an obstructive jaundice associated with abdominal
pain and slight or no elevation of pancreatic enzymes in most
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cases. It usually generates glandular fibrosis producing a
mixed pancreatic insufficiency. Only 72 cases have been
described so far in the literature.>***

Most cases are diagnosed during exploratory laparotomy
and pancreatic biopsy, and in many of these cases a bilio-
digestive bypass is performed.” In a few cases a pancreatic
resection has been performed, with or without duodenal
preservation.” In the last few years, several cases of
conservative treatment have been reported with favourable
results, which has generated a change in perspective with
regard to treatment.>%1>13

We present a case of IFP that presented in the emergency
department with abdominal pain and jaundice and was


http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0005
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0005
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0005
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0005
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0010
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0010
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0010
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0010
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0015
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0015
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0015
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0015
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0015
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0020
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0020
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0020
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0020
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0025
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0025
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0025
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0030
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0030
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0030
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0035
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0035
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0035
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0035
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0035
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0040
http://refhub.elsevier.com/S2173-5077(13)00128-2/sbref0040
mailto:ikur6@hotmail.com

	Severe Leptospirosis Presenting as Acalculous Cholecystitis
	References

	Intestinal Peritonitis due to Nontyphoidal Salmonella&z.star;,&z.star;&z.star;
	References

	Liver Abscess Due to Listeria monocytogenes&z.star;
	References

	Autologous Cephalic Duodenopancreatectomy With Superior Mesenteric Vein Dissection and Reconstruction Using the Renal Vein
	References

	Idiopathic Fibrosing Pancreatitis-An Uncommon Cause of Obstructive Jaundice in Young Patients
	References

	Subcutaneous Venous Cord as a Sign of Inferior Vena Cava Thrombosis&z.star;
	References


