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Table 1 Laboratory data on admission.

<Hesmatology and biochemistry>

RBC 306x10*,/ml ALP 211 WU/L
Hct 318 % LIP 177 UL
WBC 4600 /' mt T-BIL 0.7 mg/dl
Plt 245X 106 /ml D-BIL 0.3 mg./dl
S-AMY 1564 UL
GOT 26 W/L Elastass I 2890 ng/di
GPT 19 I1U/L &AMY 6430 UL

<Tumor marker>
CA19-9 5 U/ml
AFP 30 ng/ml PSTI
CEA 15 ng/ml

DU-PAN-2 41 U/ml
11.4 ng/ml
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Fig. 1 Contrast-enhanced CT scan: upper scan
shows the mass in the pancreatic head, lower
scan shows dilated main pancreatic duct.

Fig. 2 Endoscopic retrograde cholangio pan-
creatography shows dilatation which looks like a
rosary in the main pancreatic duct and dilatation
in the common bile duct.
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Fig. 3 MR imaging (T, weighted) shows mass in
the pancreatic head.
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Fig. 4 Celiac angiography : The common hepatic artery was not detected. Blood
flow to the liver was by collateral circulation (mainly by pathways from the
celiac artery to the gastric artery and from the dorsal pancreatic artery to the
pancreaticoduodenal artery. An irregular region was noted in the PSPD.
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Fig. 5 Superior mesenteric artery angiography : Blood flow to the hepatic artery
is apparent from the pancreaticoduodenal artery to the gastroduodenal artery.
An irregular region is present in the PSPD.
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SMA . superior mesenteric artery

PSPD : posterior superior pancreaticoduodenal artery
GD : gastroduodenal artery

RH : right hepatic artery

RGE : right gastroepiploic artery

ASPD : anterior superior pancreaticoduodenal artery
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Table 2 Compensatory arterial pathway in the
case of obstruction or defect in the common
hepatic artery.

Type 1. : LG-LAH
Type 2. . LG-RG

Type 3. . SP-LGE-RGE
Type 4. . RAH

Type 5. : DP-PSPD
Type 6. : DP-ASPD
Type 7. : PIPD-PSPD
Type 8. : AIPD-ASPD
Type 9. : PB-ASPD

LG . left gastric artery

LAH : left accessory hepatic artery

RG : right gastric artery

SP . splenic artery

LGH : left gastroepiploic artery

RGE : right gastroepiploic artery

RAH : right accessory hepatic artery

DP . dorsal pancreatic artery

PSPD : posterior superior pancreaticoduodenal artery
ASPD : anterior superior pancreaticoduodenal artery
PIPD : posterior inferior pancreaticoduodenal artery
AIPD : anterior inferior pancreaticoduodenal artery

PB . pancreatic branch
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A Resectable Case of Pancreatic Head Cancer with Total Obstruction due to
Aneurysm in Common Hepatic Artery

Kazuhiko Yamagami, Tadao Manabe, Nobuo Baba, Takayoshi Tobe and Masanobu Nara*
First Department of Surgery, Faculty of Medicine, Kyoto University
*Department of Surgery, Minami Kyoto National Hospital

We report a case of pancreatic head cancer with total obstruction of the common hepatic artery (CHA) by an
aneurysm, in which we were able to perform pancreaticoduodenectomy including partial resection of the portal
vein. A 70-year-old man complaining of jaundice was admitted and diagnosed as pancreatic head cancer on the basis
of clinical findings including those of CT and MRI. Abdominal angiography did not reveal the CHA, but showed
that the proper hepatic artery (PHA) was supplied with blood mainly via a pathway extending from the celiac artery
to the gastric artery and from the dorsal pancreatic artery to the pancreaticoduodenal artery. An aneurysm of the
CHA with total obstruction was detected intraoperatively. When blood flow in the gastroduodenal artery was
momentarily interrupted, the PHA blood flow was unaffected and the color of the liver unchanged. We therefore
proceeded with pancreaticoduodenectomy including partial resection of the portal vein, without revascularization,
while maintaining collateral circulation. Because the patient showed good postoperative recovery and no
complications, we concluded that collateral circulation was functioning well.
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