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This report presents = patient with several ynique associations.
Her under]_yj_ng disease was a malignant neuroendocrine tumour
of the pancreas but she pregented with Salmonella enteritidis
cholangitis and gepticaemia and necrotising pseudomembranous
cholecystitis.

CASE REPORT
A 20 year old secretary was admitted with a three week history
of diarrhoea, vomiting, steatorrhea, dark urine, abdominal pain
and rigors. She was jaundiced, her pulse rate was 140/min and
she had = temperature ©f 40?C. She had right upper quadrant
peritonism with a positive Leake's sign.l She had a white cell
count of 13.3 x 1012/1, = haemoglobin 10-3 g/dl, platelets 446
= 109/1, prothrombin time 36s, thrombin time 265, albumin 30
g/1, bilirubin 109 mmol/1, alkaline phosphatase 626 iw/1 and a
normal serum amylase. Ultrasound scan showed a 1| em diameter
common bile duct (CBD), = normal gallbladder with no stones.
Hepatitis B virology w=s negative.

After six hours of resuscitation and treatment with IV
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cefuroxime and metronidazole, Vitamin K and fresh frozen
plasma (FFP) she developed increasing tachypnoea. # chest X-
ray (normal on» admission) showed bilateral alveolar oedema.
Her pyQ; was 4.6 kpa and paCCh 5-0 kpa, consistent with adult
respiratory distress gyndrome. At 12 hours, disseminated
intravascular coagulopathy became evident (fibrinogen
degradation products 2mg/1, fibrinogen 146 mg/dl, platelets 165
x 109/1). Further FFP was given with 6 units of
cryoprecipitate.

At 18 hours she required dopamine and dobutamine for
refractory shock and oligquria. Laparotomy was carried out
because of the SigﬂS of peritonitis‘ An inflamed, necrotic
gallbladder (without stones) was found. The head of the papcreas
was enlarged and rubbery but there was no pancreatitis.
Cholangiography confirmed a wide CBD with a Complete
obstruction to contrast adjacent te the duodenal ampulla. A
Harris catheter passed easily into the duodenum from a

supraduodenal choledochotomy and choledochoscopy Showed

no ductal abnormality. Following cholecystectomy, the CBD
was drained with a T-tube.

HiStOlOgy of the ga]_]_bladder showed an ocedematous wall with
haemorrhage, inflammatory cell infiltrate and a mucosal
pseudomembrane. Salmonella enteritidis (phage type 4) was
isolated from the phlood, faeces and operative bile samples.
Antibiotics wexre changed to ciprofloxacin. She made a good

recovery over 4 weeks although T-tube cholangiography showed
the CBD to be blocked by lobulated indentations in its medial

wall (Fig_ 1). CT scan revealed a mass in the head of the pancreas
and ERCP revealed an gppyllary tumour with a dilated,
distorted CBD (Flg 2). BiOpSy of the ampulla showed malignant

cells. Coeliac and gyperjor mesenteric artery angiograms were
normal.



A Whipple's procedure was carried out four weeks after the
initial gyrgery. # tumour in the pancreatic head was confirmed.
There was no evidence of extra-pancreatic disease or metastatic
spread. Histology showed a malignant neuroendocrine tumour
of the pancreas which stained with neurone specific enolase
(NSE) and human chorionic gonadotrophin (HCG) . The
resection lines were clear.

The patient was discharged twe weeks postoperatively. In
view of the pogsibility ©f multiple endocrine peoplasia (MEN)
type ! postoperative investigations included skull X-ray, serum
thyroxine, calcium, parathormone and prolactin, and yrinary
calcium. These were normal. Family history was unobtainable

as the patient had been adopted.

DISCUSSION
Our case illustrates several jnteresting and unusual associations.
Salmonella have been isolated in Caroli's syndrome2,

congenital hepatic fibrosis4,5, and cholangiocarcinoma6, but
cholangitis due to Salmonella infection is rare. AS a corollary,

recurrent cholangitits may occur in a typh01d carrier.7
Salmonella enteritidis (phage type 4) caused an epidemic of
gastroenteritis due to egg consumption8, and was associated
with the recent poultry scare.9 No source of Salmonella was
found in our patient o= her famj_.]_y_

A pseudomembrane together with acute cholecystitis has been
reported previouslyl(),ll but these patients had cholelithiasis and
organismsg were not isolated from bile.

Pancreatic endocrine tumours derived from APUD cells
usually present with metabolic syndromes related to secreted
hormones rather than by effects of local compression (typical
of adenocarcinomas) . The association of an endocrine tumour
of the pancreas with MEN type I occurs with anterior pituitary
tumours (in 65%) and parathyroid tumours (in 90%). This
patient's tumour had NSE and HCG staining cells but there was
no clinical evidence of hormone hypersecretion.

Figure 1

T-tube cholangiogram showing obstructed common bile duet with
indentations of the medial wall.
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Figure 2

ERCP ghowying dilated distorted eemmen bile duet.
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