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CASE REPORT

Traumatic Transection of the Pancreas.
A Case of Delayed Presentation

Rebecca A Levine, Matthew A Bank

Department of Surgery, Division of Trauma and Sty degxitical Care,
North Shore-Long Island Jewish Health System. Masé&a New York, USA

ABSTRACT
Context Isolated traumatic injuries to the pancreas ateemely unusual and diagnosis may be difficult ttudelay in presentation
and subtlety of symptom€&ase report We describe a patient who presented 24 hours siftgaining blunt abdominal trauma and
was found to have a complete pancreatic neck tcingeon computed tomography with no other injuriese patient underwent a
distal pancreatectomy and splenectomy which wasptioated by a postoperative abscess on day 15. Whis treated with
percutaneous drainage and he has recovered @a@ltlusion Pancreatic transection in the absence of assddiajries is rarely
seen after blunt trauma but can result in devastaiutcomes if left unrecognized. A high index a$gicion and early intervention

are critical.

INTRODUCTION

Isolated injuries to the pancreas as a result ohtbl
trauma are rare. Because of its retroperitonealtioig,
signs and symptoms from this organ can be subtle
making prompt diagnosis a challenge. While surgical
intervention is often mandatory, postoperative stapi
are common, especially in the setting of diffuse
inflammatory and hemorrhagic changes encountered
with a delay in treatment [1]. We report the caé@ o
patient who presented with a complete pancreati& ne
transection twenty-four hours after injury. Despite
extensive inflammation and complications from a
postoperative abscess, he recovered well, higliight
the importance of early recognition and expeditious
management for this unusual problem.

CASE REPORT

A 22-year-old merchant marine presented to the
emergency room with worsening abdominal pain after
sustaining a strong blow from an opponent’s knee
during a soccer game the day before. He deferred
medical attention at the time but over the nexh@drs
developed severe pain along with the inability to
tolerate food or water. On presentation, the paitiers
afebrile with normal vital signs but on exam appear
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in moderate distress. His abdomen was soft andymild
distended with diffuse tenderness, most promingat o
the epigastrium, and localized rebound and guarding
Laboratory studies were significant for a WBC of
12,500 uL™* (reference range: 3,500-10,100L7Y),
elevated transaminases (AST 76 U/L, reference range
19-45 U/L; ALT 127 UI/L, reference range; 9-47 U/L),
as well as markedly abnormal amylase (997 UIL,
reference range; 60-180 U/L) and lipase (1,971 UIL,
reference range; 7-60 U/L).

Computed tomography of abdomen and pelvis
demonstrated a transection at the neck of the pascr
with large amounts of high attenuation free flurida
no other injuries (Figures 1 and 2). The patient wa
taken to the operating room for emergent laparotomy
Upon entering the abdomen, an extensive inflammator
and hemorrhagic reaction was encountered which
encompassed the entire omentum and lesser sac,
obscuring normal anatomy. It was deemed impossible
to explore the site of injury through a direct aite
approach. Therefore the spleen and tail of the ngaisc
were mobilized anteromedially, exposing the site of
transection to the left of the superior mesenteggsels
along with extensive devitalization of the distal
remnant. The major pancreatic duct could not be
visualized. Albumin-glutaraldehyde surgical adhesiv
(BioGlu€e®; Cryolife Inc., Kennesaw GA, USA) was
applied to the cut surface of the proximal stumgp an
distal pancreatectomy and splenectomy were
completed. Two closed suction drains were placed.
The patient’'s hospital course was uneventful and he
was discharged home on postoperative day five,
tolerating a diet with one abdominal drain.
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Figure 1. Contrastenhanced CT scan of abdomen and p
demorstrating transection at the junction of the parntitezeck an
body (arrows).

Ten days later, the patient returned to the emesgen
room complaining of mild abdominal pain, vomiting,
and diarrhea for 24 hours. The remaining drain had
been removed in the office several days prior. \Algrk
revealed significant leukocytosis (WBC 41,6007
and multiple peripancreatic and subphrenic fluid
collections on repeat computed tomography. The
patient was treated with percutaneous drainagehaad
recovered well at two months follow-up.

DISCUSSION

Injuries to the pancreas are rare, occurring in
approximately 5% of patients with blunt abdominal
trauma and 2-6% of patients with penetrating wounds
[2]. Regardless of mechanism, isolated injury is a
particularly unusual phenomenon as the pancreamsit
close proximity to multiple susceptible structures.
Blunt trauma most often results from a direct blmwy
the epigastrium, as in this patient, causing thek raf

the pancreas to be crushed against the spinepjtisé

left of the portal vein and superior mesentericseés
Because of its retroperitoneal location, initiagrs and
symptoms may be subtle which can lead to delayed or
missed diagnosis.

Helical contrast-enhanced CT scan is the initial
imaging study of choice for detection of pancreatic
injury in a stable patient. Reported sensitivitydan
specificity rates are as high as 80%, with suspgio
findings including peripancreatic hematoma, fluid i
the lesser sac or retroperitoneum, and thickenfribeo
anterior Gerota’s fascia [2, 3]. ERCP is indicaitethe
case of an equivocal CT to confirm continuity oé th
main pancreatic duct or for the placement of stémts
carefully selected patients.

While small contusions may be amenable to
observation, most injuries require  operative
exploration, especially in the setting of peritanior
hemodynamic instability. Management is dictated by
three factors: anatomic location of the injury tissaof

the major duct, and degree of parenchymal damage.
External drainage alone is recommended for minor

lacerations as well as injuries to the pancreatiadh
when the ampulla is preserved. If there is ampyllar
disruption with extensive devitalization, a pantiea
duodenectomy is usually necessary [4].

Injuries to the neck, body, or tail with ductal igtion

or transection of more than half the width of the
pancreas, as in this case, are most commonly dreate
with distal pancreatectomy [2, 4]. While some auho
recommend an attempt at splenic preservation lrlesta
patients [5, 6], others find this task too time-soming
with no proven benefit in the adult trauma set{idg7,

8]. In addition, the extensive inflammation encauat

in cases of delayed treatment, such as we describe,
makes this even more difficult and is a commontgdi
reason for performing splenectomy [1, 2, 5].
Preservation of the pancreatic tail, either by jaryn
duct repair or distal pancreaticojejunostomy, hize a
been described [9, 10]. This is most appropriate fo
patients with injury to the right of the mesenteric
vessels, where complete resection can lead to
endocrine compromise in up to 50% of patients [2].
These alternatives were not feasible in our patilemt

to devitalization of the distal remnant as well as
inability to identify the cut ends of the duct.
Furthermore, pancreatic tail preservation was pibba
unnecessary as the transection occurred to theofleft
the vessels leaving adequate proximal remnant.
Management of the pancreatic stump after distal
resection is controversial. Numerous techniques are
described in the literature including duct ligation
handsewn or stapled closure, ultrasonic dissection,
meshes and omental patches, as well as biologesglu
and other sealants. No method has proven supetior f
preventing postoperative fistulas or leaks [11, 12,
14]. Roux-en-Y pancreaticoenterostomy is another
option but many believe the complexity of this
procedure as well as reportedly higher leak ratakem
this unsuitable for traumatic injury [1, 3, 15].rBé¢t
duct ligation was not possible in our patient anths
authors question the necessity of this step torbegh

[7, 16]. In addition, we felt that most methods of

Figure 2. Large amount of high attenuation fluid in the less®c an
around the pancreas consistent with hemorrhagatioga(arrows).
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closure would not be viable in the midst of thefutié
inflammation and edema seen in this case and theref
chose to apply a commercially available tissuessgal
with favorable outcome.

Postoperative complications occur in approximately
20-40% of patients but are generally self-limitet a
readily treatable [3]. The most common infectious
complication is intra-abdominal abscess which nyainl
occurs in higher grade injuries and nearly always
resolves with percutaneous drainage, as it dichis t
case. Other potential sequelae include pancreatic
fistula, pseudocyst, and, rarely, posttraumatic
pancreatitis [2]. The integrity of the main pandiea
duct is the most important determinant of outcome.
However, the timing of diagnosis and management are
also significant as any delay can be associateld avit
higher risk of mortality and a nearly six-fold iease

in postoperative morbidity according to one regart
17]. In the case we describe here, work-up and
treatment were initiated immediately but the 24+hou
delay in presentation resulted in complex inflanmonat
changes that limited our surgical options and jYikel
predisposed the patient to subsequent complications
Despite this, he made a complete recovery,
demonstrating the critical importance of early
recognition and intervention for this unusual tygpe
injury.
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