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Fig. 1 Abdominal ultrasonographic findings
i) Swelling of the gali bladder and dilatation of the
common bile duct (¢16mm). ii) Dilatations of the
intrahepatic bile duct and common bile duct ($18
mm)
GB: Gall bladder, IHBD: Intrahepatic bile duct,
CBD : Common bile duct, CBD : Common bile duct

BTETARBRHFTHREREEEY (endoscopic
retrograde cholangio-pancreatogram ; Ll F
ERCP) BT TH -7 (Fig. 3).
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Fig. 2 Percutaneous transhepatic cholangiogra-
phy. The para-occlusions with irregular margin
of 3cm of a length are mainly observed in the
intrapancreatic bile duct (=). The dilatation of
the common bile duct is observed.

CBD: Common bile duct, PTBD: Percutaneous
transhepatic biliary drainage, CD : Cystic duct

Fig. 3 Duodenal endoscope. The ulcerative linear
scar was observed in the supraduodenal angle,
and stenosis with 5Smm of an inside diameter was
noted.

SDA : Supraduodenal angle, AW : Anterior wall,
PW : Posterior wall
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Fig. 4 Hypotonic duodenography. The stenosis Fig. 6 Abdominal angiography. The avascular
was noted in the supraduodenal angle (=). lesion in the pancreatic head (6X4.5cm) was
noted by dorsal pancreatoarteriography (=).
The smooth narrowing was noted in the pancre-
atic arcade distributing in the pancreatic head
(=).
DP: Dorsal pancreatic artery, PA: Pancreatic
arcade, PTBD : Percutaneous transhepatic biliar-
y drainage

Fig. 7 Resected specimen. The duodenal papillary
region was not macroscopically observed. The
zonde inserted from amputation stump of the

Fig. 5 Abdominal CT common bile duct was penetrated corresponding

with stenotic region of the supraduodenal angle.

The papillary region identified as this stenotic

region.

i) The swelling of the pancreatic head and un-
known boundary with descending leg of the duode-
num were noted. ii) The dilatation of the main
pancreatic duct from pancreatic head to pancreatic Zonde

tail was noted.
: duodenum _/

] —

/_L\w Stomach

Stenotic region of SDA

SDA : Supraduodenal angle
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Fig. 8 Tissue specimen. Hyperplasia of nerve and
gland was noted in the common bile duct wall
and the adjacent duodenal papillary region.

BOUGAE L RAMMELRL, BEEE R HE
LR RBTHAAIE SR, FHLHET
L7,

FMARE FR 245 4 B188, BE+HBYRG
2T, Do+ RBEEFHLOFH L5 L Eb
hABENERTH -, BEDOFRES Lo e,
WP R CREAEEOBEEIRLE L bhin, +
“HRBREBEERREIC X 5+ 5B ILEMAEDT
D TEHR L5,

A | T IEBERE CABER £ Dbh 5 AT

B L THRREERE, R bR,
ZOFRRE L Ebhi, RARMCE+HEBILETIR

Bith -7 (Fig. D.

BT R | TR A SRR OWENE
bh, BAESEEN 1T amputation neurinoma & # %
b2 EEOME LIROMe L 2D, BRI

b1z (Fig. 8).

149(149)

z =

AIEFISER CT, mMESHC CRER R T
B MEE XA Hh, PTBD &% CHEMRE DM
B R L7, SDA OBERAED D ERCP 23 REE
T, WA T IRBIAETOFMI T E R -,
oA r» b, BEEEECREESER S OELR
BN THHAERFRERIRLVE L bR, LALE
BRICFEMT5 LBERXRCEROTRCZLL, RERSE
R EEREIFEST, +BRESEER
i L 5B AEBHAENER E Bbhl, +=
BEBE*RELToMESNERIEZELDTERTD
%, Levine & GordonVDRFELIFE, BB RTEEMIL
BEBGl% & 226 (BAN 2 Fl, #2060 Tdh - 1.
FEGID % &% Table 1 7R L7, case 220X HER G
HAH, X EIBELE LT, BUB, REEELH,
ZHMAERE, FHEYEHThhT5,
PHEEZRZ LTWB LI FHRIZBIFTH -7, IR

Table 1 Summary of cases

Ulcer | Obstractive Jaundice
case | Compiication Total Bilirubin Symptom Treatment Follow up
and {mg/100mi serum) | Charcots' Reynol's
Complaint 3 Svmptoms | 5 Svmntoms
1 + ? - = Repaired by suturing and oversewing Asymptomatic
an omental araft
2 + ? - = Repaired by suturing and oversewing an Asymptomatic
| omental araft Chalecystostomy
3 | - 10.0 - = Blood transfusion Death of bleedina
4 + 7.2 = Cholecy tomy with T-tube drainage of Ulcer recurred (?)
common hile duct
5 + 25 = - ? Death of pneumonia and
a duodenal fistula
6 + 22.0 = = T-tube grainage of common bile duct Ulcer recurred (?)
7 + 1.8 = Subtotal gastric resection, Anterior Asymptomatic
aastroieiunostomy
8 8.6 = Subtotal gastric resection, Death of bile peritonitis
Choladnchastomy
9 ? + = Choledochoduodenostomy, Cholecystectomy, Asymptomatic
Vagatomy, Gastinieiunostomy
|10 + 23 — — T-tube drainage of common bile duct Jaundice with reactivated
| duadenal uicer
11 + 3.4 = Subtotal qastric resection Asymptomatic
12 + 19.4 = Subtotal oastric resection Asymptomatic
13 + 1.6 — =, Gastroenterostomv Ulcer recurred (7}
14 + 1.9 - Subtotal qastric resection Asymptomatic
15 | - 45 - Gastrosnterostomy Liizer recurred
16 + 1.5 = = Subtolal gastric resection Asvmptomatic
17 + 5.1 = - {aastroenterostomy Ulcer recurred
18 + 1.7 = = Gastroenterostomy, Vagotomy Asvmptomatic
19 + 5.9 =) = Pyloroplasty, Vagotomy Ulcer recurred
20 + ? - - Gastrojejunostomy, Cholecystojejunostomy Death of a main pulmonary
embaolus
21 + 9.6 = = Conservative treatment Asvmotornalic
22 + 7.1 ot + Pancreatoduodenal resection Asvmptoratic
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A Surgical Case of Obstructive Jaundice Occurring Subsequently to a
Scar of Duodenal Post-Bulbar Ulcer

Akiyo Matsumoto, Susumu Nobusawa, Taihei Aoi, Fumio Aoki, Kazuki Yamazaki, Shingo Shikano,
Teruo Katayanagi, Isao Kudo* and Masamitsu Shoji**
Department of Surgery, Yuai Memorial Hospital
*Division of Radiological Diagnosis, Yuai Memorial Hospital
**Division of Pathology, Yuai Memorial Hospital

A 72-year-old man who underwent surgery for a perforated duodenal ulcer 13 years earlier was admitted to our
hospital with a main complaint of jaundice. While this patient manifested the pentalogy of Reynolds over a period of
about 2 hours, emergency percutaneous transhepatic biliary drainage saved his life. After that, a linear scar of the
duodenal ulcer and stenosis with a 5-mm internal diameter were detected in the superior duodenal angle by
gastroscopy and hypotonic duodenography. On abdominal CT scanning, the head of the pancreas was found to be
swollen, and the pancreatic duct was dilated from the head to the tail through the body. On angiography, a
non-vascular lesion was seen in the head of the pancreas, and the artery distributing blood to this region showed
smooth narrowing. On percutaneous transhepatic cholangiography, a sleeve obstruction with an irregular margin
was observed in the center of the bile duct running in the pancreas. Based on these findings, we made the diagnosis
of carcinoma of the head of the pancreas, and undertook pancreatoduodenectomy. The duodenal papilla could not be
identified macroscopically because of the linear ulcer scar. Because growth of nerves and glands, but not tumorous
lesions were histologically observed in the wall of the common bile duct, his obstructive jaundice was thought not
to have been caused by carcinoma. It was very interesting that obstructive jaundice in this patient seemed to be
caused by the scar of the duodenal ulcer.
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