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“SPLIT” Pancreaticojejunostomy in the
Surgical Treatment of Chronic Pancreatitis
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“Split” pancreaticojejunostomy is a procedure consisting of vertical transection of the pancreas
and anastomosis of both sides of the cut pancreatic duct with an interposed, Roux-en-Y jejunal
loop. In this paper we report the long term results of this procedure in the treatment of eight

patients with chronic pancreatitis (CP).
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INTRODUCTION

The main indication for surgical treatment of chronic
pancreatitis (CP) is intractable pain. Since an increase
of intraductal pressure has been incriminated with
respect to the origin of pancreatic pain'?, a number of
operative procedures have been devised aiming at relief
of intraductal pressure by drainage of the pancreatic
duct. The most common of these drainage procedures
consist of a distal end-to-end (DuVal’) or lateral side-
to-side (Puestow?) pancreaticojejunostomy. Prerequi-
site for the successful application of such a procedure,
is a readily identifiable dilated pancreatic duct. In
1967 Marvin James described a “split” pancreatico-
jejunostomy. Following vertical, partial transection of
the pancreas he anastomosed both ends of the pancre-
atic duct to the sides of a closed Roux-en-Y limb of
jejunum, or he performed an onlay pancreaticojejuno-
stomy, suturing the open end of the Roux-en-Y limb to
the edges of the partially transected pancreas®.

We have applied a modified version of this method
in eight patients with CP, in which the pancreatic duct
was not obviously dilated.

PATIENTS AND METHODS

The operative methods of “split” pancreaticojejuno-
stomy consisted of total transection of the pancreas in

pancreaticojejunostomy.

the region of the corpus allowing prompt identification
of the sectioned pancreatic duct. In most cases the
pancreatic duct was less than 3 mm in diameter. Both
sides of the duct were anastomosed face to face, to
a Roux-en-Y jejunal loop using a mucosa-to-mucosa
technic (Figure 2). Double, transanastomotic silicon
stents were left for ten days. The anastomoses were
visualised radiographically by injection of gastro-
grafine through the stents before removal.

From 1986 until 1988 we performed this “split”
pancreaticojejunostomy in eight patients (five male,
three female), suffering from severe upper abdominal
pain caused by CP (Table 1). The mean age at the time
of operation was 35 years (range 13—53 years). Four
patients were diagnosed as having an alcohol induced
CP, three suffered from a familial pancreatitis having
several members of their family suffering from non-
alcohol related CP and in one patient, CP was con-
sidered to be idiopathic, since no indication of familiar
incidence, alcohol abuse or congenital pancreatic mal-
formations could be identified.

Two of the patients had undergone previous marsu-
pialisation of a pseudocyst. ERCP in all patients
showed irregular but non-dilated main pancreatic
ducts, precluding the use of a lateral side-to-side pan-
creaticojejunostomy (Figure 1). Clinical outcome was
classified as “good” if the patient was almost or totally
painfree without the need of any analgetics, “fair” if the
pain had improved and only occasionally required
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Figure 1 Preoperative ERCP showing an irregular, non-dilated main pancreatic duct.

Table 1 Patients and results.

Male/female Age (years) Etiology Postop. compl. Treatment Follow-up (months ) Result

1. M 53 alcohol abscess percutaneous 20 good
induced drainage

2. M 36 alcohol — — 44 bad
induced

3. M 44 alcohol ARDS mult. ¥ 50 fair
induced sepsis relap.

4 M 36 alcohol — — 49 bad
induced

5. F 36 idiopathic — — 43 bad

6. F 13 familial — — 20 good

7. F 25 familial — — 34 good

8. M 39 familial o — 31 good

* complications were due to a leaking cystoduodenostomy which was performed at the same time.

non-morphine type analgetics, and “bad” if there was Four patients had a good result, one fair, and three
no improvement at all. had a bad result (Table 1).

None of the patients had any disturbance of endoc-
RESULTS rine function preoperatively, nor postoperatively.

Exocrine pancreatic dysfunction causing diarrhea
All patients were assessed on an out-patient basis was present preoperatively in two patients. One of
during a follow-up period ranging from 20 to S0 months. them showed no amelioration after operation and still
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Figure 2 Operative technique of “split” pancreaticojejunostomy.
Transection of the pancreas is undertaken in the region of the corpus.
After identification of the sectioned pancreatic duct, both sides are
anastomosed to a Roux-en-Y jejunal loop.

needed pancreatic enzyme supplementation. The sec-
ond patient only had a short period of diarrhea post-
operatively, that responded well to medication.
Postoperative complications consisted of an intra-
abdominal abscess in one patient and an episode of
sepsis and ARDS in conjunction with a pancreatico-
cystoduodenostomy in another patient.

DISCUSSION

Objective assessments to quantitate chronic pancreati-
tis are lacking to this day. Both endocrine and exocrine
function are not necessarily impaired by CP. The
clinical impact of the disease is, most importantly,
determined by the pain as experienced by the patient.
Therefore, we chose to evaluate our results primarily
by regarding relief of pain in our patients. The classifi-
cation method used in this study is simple and turned
out to be very practicable. Most patients were doing
either very well or badly.

The patients that did not do well at follow-up had
problems caused mainly by persistence of their drink-

ing habit. These patients constitute a well known prob-
lem in the assessment of any treatment of chronic
pancreatitis®. Only one patient with a history of alcohol
abuse was doing well after operation (follow-up 20
months). In particular, the patients with familial pan-
creatitis all had good results after “split” pancrea-
ticojejunostomy.

A non-dilated pancreatic duct was no impairment to
carrying out this technique, since the duct could be
readily identified in the cut-surface of the pancreas.

Apart from one intraabdominal abscess, the method
was not associated with serious complications. The
patient who had developed sepsis and ARDS, was
shown to have leaked from a concomitant drainage of
a pancreatic pseudocyst.

In conclusion, we consider “split” pancreatico
jejunostomy as an option in the operative treatment of
chronic pancreatitis of the familial type and of alcohol-
ic origin when a conventional, lateral pancreatico-
jejunostomy is not feasible.
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INVITED COMMENTARY

The authors have described their experience in the
management of a difficult group of patients whom the
surgeon may be called on to treat. The technical as-
pects of their operation are not simple in that the ducts
are small and the anastomoses have to be placed
precisely. The problem is to place the openings on each
side of the jejunum at exactly the right place in its
circumference so as to permit tension-free anas-
tomoses.

Identification of the normal sized pancreatic duct is
usually achieved fairly readily in the patient with chron-
ic pancreatitis, more easily than in the patient with
a normal pancreas. After transecting the pancreas, if
the duct cannot be readily identified on the patient’s
left side, the intravenous injection of secretin, one unit
per kilogram of body weight, characteristically results
in a flow of pancreatic juice that permits ready identifi-
cation of the duct. Secretin does not necessarily result
in a retrograde flow of juice from the severed right side,
however. On one occasion, we have used intra-
operative ERCP in which the injected medium in-
cluded methylene blue dye to identify the opposite side
(patient’s right side) of the severed duct.

The authors performed the operation in eight pa-
tients without technical mishap. This is not an simple
operation, however, and anastomotic leakage is cer-
tainly to be anticipated should the operation be under-
taken by less experienced surgeons. Space has not
permitted the authors to describe their operation in
sufficient detail to provide technical guidance.

Pancreaticojejunostomy, adapted to the forward
flow of pancreatic juice, has been repeatedly demon-

strated as a valid technical option for use with small
pancreatic ducts. Many such anastomoses have been
demonstrated to remain open for prolonged periods.
The long term patency, however, of retrograde anas-
tomoses, as illustrated by the authors’ anastomoses of
the duct on the patient’s right side to the jejunum, is not
a proven option in the patient without obstruction to
forward flow. The Duval operation of anastomosis of
the duct in the tail of the pancreas to the jejunum, to
permit retrograde flow, has been largely abandoned.
Continued retrograde flow is probably not a valid
option in the absence of obstruction to antegrade flow.
Without follow-up endoscopic retrograde pancreato-
grams done six months to one year after operation,
there is little evidence that the right sided anastomoses
remained patent.

The results of operations for familial pancreatitis are
known to be superior to those for chronic alcoholic
pancreatitis. The results might have been as good in
both groups, and the operative danger less, had the
surgeons oversewn the transected pancreas on the
patient’s right side, while anastomosing the duct from
the patient’s left side.

The authors have described an option which should
be in the armamentarium of the experienced pancreatic
surgeon. The results, however, suggest that its applica-
tion to the treatment of chronic pancreatitis should be
evaluated further before it is accepted for widespread
use.

John M. Howard, M. D.

2121 Hughes Drive, Suite # 940
Toledo, OH 43606, United States
(419) 479-2626



