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Case Report
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Obstructive jaundice is most commonly due to lu-
minal stones or lesions of the head of the pancreas
and more rarely ampullary and primary common
bile duct lesions. Obstruction due to lesions of the
ampulla of Vater may be due to adenocarcinoma
which has a significantly better long term prognosis
than carcinomas located in the head of the pancreas.
A case is presented where two tumours were identi-
fied at the ampulla of Vater of the resected specimen
one an adenocarcinoma and the other a carcinoid
tumour representing a collision tumour.
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CASE REPORT

A 58 year old man presented with a six week
history of increasing weight loss, anorexia and
jaundice. Physical examination was unremark-
able, but routine blood tests revealed a markedly
elevated bilirubin and alkaline phosphatase with
a normal coagulation screen and haemoglobin.
An ultrasound scan was performed and showed
dilated intra and extrahepatic bile ducts. An
endoscopic retrograde cholangiopancreatography
(ERCP) showed a dilated pancreatic duct and

commonbile ductbut with no stones present. The
distal common bile duct tapered and although no
obstructive lesion was obvious biopsies were
taken at the ampulla and a sphincterotomy was
performed. A computerised tomogram indicated
a dilated biliary system but no evidence of para
aortic lymphadenopathy. The ampullary biopsy
specimen underwent histological examination
and this confirmed ampullary adenocarcinoma.
In view of the fitness of the patient and no evi-
dence of intra-abdominal spread of the tumour,
he was prepared for a laparotomy and a

Whipple’s procedure was performed. The post-
operative course was uneventful and he was

discharged home fourteen days later.

Histopathology

There were two adjacent tumours at the ampulla
of Vater. There was an invasive moderately
differentiated adenocarcinoma measuring 6 mm.
It was seen to infiltrate into the muscle of the
ampulla and into the submucosa of the duode-
num and lower end of the common bile duct.
Adjacent and just distal to this adenocarcinoma
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FIGURE 1 The ampulla of Vater with an infiltrating carcinoid tumour (left and centre) and an adenocarcinoma (bottom right).
(H and E, x25).

was a 6mm carcinoid tumour composed of islands
and cords of relatively regular, argyrophilic cells
with granular cytoplasm. The carcinoid tumour
infiltrated the ampulla and duodenal submucosa
and lymphatic permeation was seen (Fig. 1).

Local excision of the adenocarcinoma and
carcinoid tumour appeared complete. A lymph
node in the pancreaticoduodenal groove was re-

placed by carcinoid tumour. A small deposit of
adenocarcinoma was also present in this node.
The appearances of the two morphologically
different tumours at the ampulla of Vater were in

keeping with a collision tumour. This means
two separate tumours occuring at the same site in the
same patient, rather than a single tumour show-
ing two patterns of differentiation.
Immunocytochemical studies showed positive

staining of the carcinoid component with anti-
bodies directed against serotonin, chromogranin
A and gastrin (Fig. 2). There was negative staining

of the adenocarcinomatous and carcinoid compo-
nents with antibodies directed against insulin,
vasoactive intestinal peptide (VIP), glucagon,
somatostatin, pancreatic polypeptide andbombe-
sin. The adenocarcinomatous component stained
positively with antibodies directed against
carcino-embryonic antigen (CEA).

DISCUSSION

The simultaneous occurrence of carcinoid tumour
and adenocarcinoma of the ampulla of Vater, to
the best of our knowledge, has not been previ-
ously reported. The 5 year long term survival rates
for adenocarcinoma of the ampulla are superior to
the relatively poor survival rates for carcinomas of
the head of the pancreas [1-3]. Reports of long
term survival following surgical resection of
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FIGURE 2 The ’collision point’ of the carcinoid tumour (left) with the adenocarcinoma (right). There is focal immunocyto-
chemical staining of the carcinoid tumour cells using antibodies directed against gastrin (DAB reaction product, gastrin x200).

carcinoid tumours of the ampulla is significantly
better, with some describing up to 90% of pa-
tients surviving five years post surgery [4].

Clinicopathological staging of carcinoid tu-
mours was initially based on the behaviour of the
commoner small bowel carcinoids. Tumours less
than 2.5 cm in diameter were classified as superfi-
cial, whilst those of larger diameter were consi-
dered deeply invasive [5]. This classification
system demonstrated less than 1% of the superfi-
cial carcinoid tumours has nodal metastases. This
compared to over 80% of the deeply invasive
carcinoid tumours. There is evidence carcinoid
tumours of the ampulla of Vater behave differ-
ently from those arising in the small bowel. A
study by Ricci of 27 patients with carcinoid tu-
mour of the ampulla of Vater demonstrated that
53% with carcinoid tumours less than 2 cm in
diameter were found on histological examina-
tion to have node positive disease [6]. The diam-

eter of the carcinoid tumour at the ampulla of
Vater seems to be unimportant as a predictor for
the metastatic potential of the lesion. For this
reason radical pancreaticoduodenectomy has
been proposed as the optimum treatment mo-
dality for carcinoid tumours rather than local
ampullectomy [7].
The carcinoid tumour resected in this case is

one of the smallest recorded at 6 mm. Despite
this, nodal metastases were detected, confirming
the unpredictable behaviour of these tumours.
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COMMENTARY

This manuscript points out an important finding
the possibility of coexistence of an endocrine
and an epithelial neoplasm. While the patho-
logic significance of two lesions is not totally
clear in this paper as written, the coexistence

brings up several good questions: 1) Which
would determine the course of the patient?
Patient died 24 months later from disseminated
adenocarcinoma. Ofcourse, the staging of the two
tumors would probably be the answer. 2) Is there
anything prognostic about the coexistence of the
two lesions? Maybe.
And, 3) could there be some significance in

terms of etiology? This latter question is interest-

ing, but not at the present time answerable. How-
ever, the incidence of the coexistence of the two
lesions is likely higher than appreciated. For

example, endocrine micronests were found
near the papillae in 52% of 78 autopsy and 117
surgical specimens in one study [1]. The coexist-
ence of these lesions has been reported before
[2]. And both adenocarcinoma of the stomach
and endocrine appear after long-standing
absence of acid or long term omeprazole therapy.
Could there be etiologic link. Let’s be prepared for
that possibility, particularly since somatostatin or
its receptors have a high incidence of existence in

ampullary lesions in general [3].
This report is only observational but could be

making an important observation. Let’s see what
others report over the next few years.
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