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INTRODUCTION  AND  IMPORTANCE:  Many  cases  of  unresectable  cancer  that  cause  obstructive  jaundice
require  treatment.  Depending  on  the  patient’s  condition  in  these  cases,  surgery  may  be performed  to
treat jaundice.  The  main  goal  of  palliative  surgery  is  to  improve  the quality  of life. Therefore,  palliative
surgery  for  obstructive  jaundice  must  be performed  safely  and  quickly.
CASE  PRESENTATION:  This  case  presents  a 45-year-old  man  with  fever  and  back  pain  who  was diagnosed
with  pancreatic  head  cancer  and  multiple  liver  metastases.  Chemotherapy  was  initiated;  however,  dur-
ing the  course  of treatment,  the  patient  developed  hemorrhage  from  pancreatic  cancer  that  had  invaded
the  duodenum  caused  hematemesis  and  melena.  Therefore,  the  chemotherapy  could  not  be contin-
ued.  Because  the  patient  also  developed  obstructive  jaundice  and  cholangitis,  a  gastrojejunostomy  and
cholecyst-jejunostomy  was  performed.  The  surgery  was  successful;  however,  the  cancer  continued  to
progress,  and  patient  died  31 days  after  surgery.
CLINICAL DISCUSSION:  Biliary  reconstruction  can  be difficult  to  perform  safely  and  quickly  due  to  many
factors.

This study  shows  that  cholecyst-jejunostomy  is  effective  for  patients  with  end-stage  cancer.  In the

long  term,  cholecyst-jejunostomy  is not  suitable  for  biliary  reconstruction  due to  the possibility  of  bile
congestion  and  cholecystitis.  However,  this  easy  and  quick  procedure  is  well  indicated  for  emergency
patients  with a short  life  expectancy.
CONCLUSION:  As  an  easy  and  quick  procedure  for emergency  patients  with  a short  life expectancy,  jejunal
anastomosis  of the  gallbladder  is  an  appropriate  palliative  surgery  that  is indicated  for  jaundice  treatment.

©  2021 The  Author(s).  Published  by Elsevier  Ltd on behalf  of IJS  Publishing  Group  Ltd.  This  is an  open
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1. Introduction

Many cases of unresectable cancer that cause obstructive jaun-
dice require treatment. In some cases, the obstruction is caused
by bile duct or pancreatic head cancer, whereas bile duct stenosis
may be caused by gastric cancer with hepatoduodenal-mesenteric
lymph node metastasis, resulting in obstructive jaundice [1,2].
Depending on the patient’s condition, surgery may  be performed
to treat jaundice or nonsurgical treatment may  be chosen, such as
drainage through an external fistula or treatment by endoscopic
retrograde cholangiopancreatography (ERCP) [1–5]. If surgery is
thought to shorten the patient’s life expectancy, then palliative
treatment without surgery is chosen [2,3,6]. If surgery is to be

performed, then palliative surgery is required because performing
radical surgery is not possible. Palliative surgery does not signifi-
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antly extend the patient’s life expectancy [7], and therefore must
e performed safely and quickly [2,4,5].

In the present study, palliative surgery was performed for
bstructive jaundice and cholangitis in a 45-year-old man  with
nresectable pancreatic head cancer with multiple liver metas-
ases. To reconstruct the biliary tract, a cholecyst-jejunal bypass
as chosen as a surgical approach that can be performed safely

nd quickly. Although cholecyst-jejunal bypass is a rare procedure,
t has been widely performed in the past and was  an appropriate
hoice for the patient in the present case [4,5,9]. Cholecyst-
ejunostomy may  be suitable for palliative surgery.

. Presentation of case

A 45-year-old man  presented to the emergency department

ecause of fever and back pain.

The patient had been in his usual state of health until a week
efore this evaluation, when

subjective fever, and back pain gradually developed.
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Fig. 1. Enhanced computed tomography scan demonstrates pancreatic head cancer and multiple liver metastases.
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Fig. 2. Upper gastrointestinal endoscopy reveals bleedi

A plain computed tomography (CT) scan of the abdomen
revealed pancreatic tumor and he was referred for surgery. An

enhanced CT scan revealed pancreatic head cancer and multi-
ple liver metastases (Fig. 1). The decision was made to initiate
chemotherapy (gemcitabine + nab-paclitaxel) for unresectable
pancreatic head cancer.
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m pancreatic head cancer that invaded the duodenum.

The patient completed 4 courses of the chemotherapy and was
etermined to have stable disease. One day, the patient presented

o the night outpatient clinic with hematemesis. An emergency
pper gastrointestinal endoscopy showed bleeding from the pan-
reatic head cancer that had invaded the duodenum (Fig. 2).
owever, because no active bleeding was evident, the endoscopy
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Fig. 3. A contrast study via the percutaneous gallbladder drainage tube shows stenosis of the lower bile duct. The cystic duct is well defined.
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was finished by spreading thrombin solution to the lesion with-
out hemostatic treatment. After that treatment, the hematemesis
stopped, and patient’s condition improved by stopping oral intake
and administering a blood transfusion.

It was determined that the patient was unable to take anything
orally other than water, and the medical team planned to per-
form gastrojejunostomy on a standby basis. However, 2 days before
surgery, the patient left the hospital briefly for during a short out-
ing to return home, where he experienced significant melena. After
immediately returning to the hospital, a total of 24 units of packed
red blood cells were transfused for treatment of hemorrhagic shock.
After discontinuation of oral intake and administration of a proton
pump inhibitor, the patient’s general condition recovered; how-
ever, the symptoms of liver dysfunction, jaundice, and fever were
manifested.

The patient was diagnosed as having developed biliary obstruc-
tion due to a pancreatic tumor that caused cholangitis. For the
treatment of the jaundice, ERCP was performed. However, defor-
mity of the Vater papillae due to pancreatic tumor invasion was
visualized during the procedure, and it was impossible to cannu-
late via the Vater papillae to continue treatment. Percutaneous
gallbladder drainage was then performed and able to reduce the
jaundice.

The medical team considered performing palliative care without
surgical treatment in this case; however, the patient and his family
wanted palliative surgery to be performed and then the patient
to be discharged—they spoke of their strong hope for the patient

to be able to take oral intake and stay home. To facilitate this care
plan, the medical team planned to perform gastrojejunostomy with
biliary reconstruction. In this case of advanced pancreatic cancer
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ith concomitant cholangitis, it was  presumed that it would not
e easy to perform a bile duct–jejunostomy quickly and safely. In
ddition, the patient’s prognosis was considered to be poor, with
stimated survival of only about 1 month, so a fast and safe surgical
echnique was  most needed.

A preoperative contrast study using the percutaneous gallblad-
er drainage tube showed stenosis of the lower bile duct. The cystic
uct was  well defined. No gallbladder stones were found (Fig. 3).
ased in these findings, biliary reconstruction with an anastomosis
f the gallbladder and jejunum was planned.

.1. Operative findings

The upper median incision was made. Multiple liver metastases
n the liver surface were identified. No peritoneal dissemination
as found. After opening the bursa cavity, the right gastroepiploic

rtery and right gastric artery were identified, ligated, and then
issected. The surgical team was  able to confirm the gastric pyloric
ing.

Then, the duodenum side of stomach was dissected using a
inear stapler (Fig. 4A). The resection margins of the duodenum

ere embedded with sutures. The area surrounding the common
ile duct was  solidly inflamed, which complicated the goal of bile
uct–jejunum anastomosis. To shorten the operative time and min-

mize surgical invasion, the surgical team decided to perform a
allbladder–jejunostomy rather than a bile duct–jejunostomy.
The jejunum was resected 70 cm from the ligament of Treitz and
aised in front of the colon. The following next steps were taken: (1)
he gallbladder and jejunum were anastomosed using 4-0 polydiox-
none running suture (Fig. 4B); (2) gastric and jejunal anastomosis
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Fig. 4. Surgical portrait: (A) The gastric pyloric ring is confirmed. The duodenum
side of stomach is dissected using a linear stapler, and the resection margins of the
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duodenum are embedded with sutures. (B) Cholecyst-jejunostomy with running
sutures is performed. (C) A gastrojejunal bypass is performed to create a pathway
by  which oral intake never passes through the duodenum.
was performed with a linear stapler; and (3) jejunum–jejunum
anastomosis was also performed with a linear stapler. To avoid
inducing duodenum tumor hemorrhage, a gastrojejunal bypass was
created to serve as a pathway in which oral intake never passes
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hrough the duodenum (Fig. 4C). The operative time was 134 min,
nd the blood loss was minimal.

.2. Postoperative course

The patient was  able to get out of bed and walk in the early post-
perative period. Drinking water was also started on postoperative
ay 2. On postoperative Day 9, the patient was able to be discharged
ome, and oral intake was started the next day. Follow-up CT on
ostoperative Day 10 showed an increase in the number of liver
etastases in a short period of time. A contrast study by the percu-

aneous gallbladder drainage tube and an upper intestinal contrast
tudy were performed on postoperative Day 11. The results showed
ood bile flow and no leakage (Fig. 5). The patient remained home
hrough postoperative Day 18, but then returned to the hospital
ecause of extreme fatigue. By that time, his liver dysfunction had
orsened, and his amount of food intake had gradually decreased.
n postoperative Day 25, the patient’s route of nutrient adminis-

ration was  switched to completely intravenous. The following day,
 do-not-resuscitate order was obtained for the family. The patient
hen died on postoperative Day 31. The case has been reported in
ine with the SCARE criteria [8].

. Discussion

Cancer emergencies in terminally ill patients are incurable and
ave a poor prognosis. In particular, surgery for such patients does
ot significantly increase life expectancy and may even shorten it
2,5,6]. However, in many of these cases, the patients and their fam-
ly are often perplexed by the sudden deterioration in the patient’s
ondition and wish to receive as much treatment as possible, even
f only for a short time.

This case presented an otherwise healthy 45-year-old man
ndergoing treatment for terminal pancreatic cancer who devel-
ped tumor bleeding and jaundice and had to be treated as an
mergency. The medical team was  asked to make a quick decision
n how to respond to sudden gastrointestinal bleeding, jaundice,
nd cholangitis in a patient with end-stage pancreatic cancer. Gas-
rointestinal bypass surgery is a relatively simple procedure that
an be performed in many patients; however, biliary reconstruc-
ion can be difficult because of factors such as cancer invasion,
nflammation, and adhesions [5].

This study showed that cholecyst-jejunostomy is effective in
atients with lower bile duct obstruction [4,5,9]. The surgery is per-

ormed with running sutures and may  be completed within 10 min
Fig. 4B). Some reports have described cholecyst-jejunostomy per-
ormed laparoscopically or with a linear stabler [4,5]. In the long
erm, cholecyst-jejunostomy is not suitable for biliary reconstruc-

ion because of the possibility of bile congestion and cholecystitis
9]. For emergency patients with a short life expectancy, however,
t is an easy and quick procedure to perform as palliative surgery
4,9].
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Fig. 5. A contrast study via the percutaneous gallbladder drainage tube

4. Conclusion

For emergency patients with a short life expectancy, jejunal
anastomosis of the gallbladder is an easy and quick procedure to
perform as palliative surgery, including for the indication of jaun-
dice treatment.
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