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Endoscopic Papillectomy for Ampullary adenoma
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Introduction:

Adenomas of the mgjor duodena papilla have the potential for malignant transformation and
require appropriate management 1, 2 Endoscopic papillectomy has become commonin recent years
as a non-invasive therapeutic procedure for tumor of the papilla of Vater, 3Endoscopic snare
papillectomy has increasingly been used with curative intent for ampullary tumors. However,
surgical management is considered the treatment of choicein cases of ampullary adenomawith bile
duct invasion.4Endoscopic snare papillectomy (ESP) for tumors of the major duodenal papilla
isconsidered to be less invasive than conventional surgical resection, which is associated with
significant mortality and perioperative morbidity.5 We herein roport a case of Ampullary adenoma
occurein 60-years old women who underwent endoscopi ¢ papillectomy after accurate preoperative

evaluationand stagingby EUS

Casereport:

A 65- year- old woman presented with recurrent
attacks of right upper quadrant abdominal pain
for 4 month duration associated with fever,
jaundice & pruritis. She had history of
hypertension, on diuretics & history of pile
surgery. No any similar condition or other
chronic illnesses in her family. No personal or
family history of chronic gastrointestinal
problems. She was referred to Kurdistan center
of gastroenterology& hepatology in
Sulaymaniah , for further evaluation of her
condition. On clinical examination she had
only jaundicewith scratch marks.

Laboratory findings were as follows: total
bilirubin, 12.1 mg/dL (Normal 0.2-1.2 mg/dL);
direct bilirubin, 9.5 mg/dL (0.0-0.4 mg/dL);
blood urea, 24 mg/dL (8-20 mg/dL); creatinine,
1.1 mg/dL (0.6-1.3 mg/dL); ALT 35U/L, AST
38U/L& Serum akaline phosphatase of 19
KAU/L;amylase, 951U/L (28-1001U/L)

Abdominal ultrasound revealed distended
gall bladder with dilated intra and extra
hepatic bile ducts (CBD;14mm)Abdominal
computerized tomography revealed dilated
intraand extra hepatic bile ducts down to its
dista part with filling defects suggesting
choledocholithiasisor peri ampullaery mass.
Magnetic resonance imaging and magnetic
resonance cholangio pancreatrography
revedled distended gall bladder without
stones with marked dilatation of
intrahepatic, pancreatic & common bile
ducts with the distal ends of both being
narrowed & irregular suggesting
periampullary tumor;. ERCPwas performed
with a therapeutic duodenoscope (TJF-130;
Olympus Optical Co., Ltd, Tokyo, Japan). A
large, ampullary, polypoidlesion (measuring
2.5_2.0cm)atthelevel of themajor papilla
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was seen (Fig.1) with moderate dilatation of
ibtra and extra hepatic bile ducts with
Cholangiography revealed Nofilling defects
in the dista common bile duct ( no
involvement of distal CBD by ampullary
lesion)( Fig.2) EUS, which was performed
by using a radial echoendoscope (GF-UM
2000; Olympus Optical Co., Ltd, Tokyo,
Japan), demonstrated a hypoechoic mass,
measuring 25 mm in size, at the ampulla of
Vater. The tumor echo was limited to the
ampulla of Vater, without invasion into the
duodenal muscularis propria layer, or
pancrestic parenchymasuggesting T1 tumor
(Fig. 3), endoscopic papillectomy was
performed after informed consent was
obtained from the patient. Using a
duodenoscope (JF-230; Olympus Optical
Co.), endoscopic pappilectomy was
performed using snare (fig .4) After placing
the tip of asnare into the scratch to stabilize
the snare, tumor excision was performed by
using a 45-watt cut current for about 40 sin
one session. Only minimal bleeding,which
stopped by argon plasma coagulation was
noted. A 5-Fr pancreatic duct stent was
inserted in order to prevent the devel opment
of acute pancreatitis with 7-fr biliary stent
insertedinto CBD.

Ora feeding was started 2 days after the
procedure without any adverse events. The
pancreatic duct stent was removed 4 days
after the procedure & the specimen was sent
for histopathol ogy.

Histopathological examination of the
resected specimen showed ampullary
adenomawith high-gradedysplasiaand no
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invasion of the stalk, close endoscopic
follow-upisadvised.

The patient was discharged with no
complications. The patient is having regular
check-upsevery 2months(Fig.5), and asof

11 month after the procedure, no recurrence
of the adenoma has been detected.
Discussion:

the standard treatment for ampullary
adenoma was management by
pancreaticoduodenectomy or local surgical
excision,6-7 but endoscopic papillectomy has
become a remarkable technique in an age
during which less invasive treatments are
desirable.

8-10Endoscopic papillectomy is relatively
safe and reliable for complete resection of
adenomasof themajor duodenal papilla.4, 11
Complicationsoccur asaresult of endoscopic
papillectomy in upto 25% of patients.

These include pancreatitis, bleeding,
cholangitis, papillary stenosis, and duodenal
perforation. When cholangitis occurs,
endoscopic placement of a biliary stent may
resolve the problem. Bleeding usually ismild
and can be treated endoscopically by using
standard techniques, e.g., injection therapy.
The most common problematic complication
of endoscopic papillary adenoma excision is
postprocedure pancreatitis.12, 13 Placement
of a pancreatic-duct stent has been shown to
decrease the risk of post-ERCP
pancreatitisl4, 15 Recently, the long-term
success and safety of endoscopic
papillectomy for papillary adenoma was
demonstrated in two large multicenter
studies.7,8
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Both studies suggest that the routine
placement of a pancrestic-duct stent after the
procedurereducestherisk of pancredtitis.4,9
Complete remova is required to prevent
recurrence of papillary adenoma. En bloc
resection is fundamental in the treatment of
neoplastic lesions and allows precise
histopathologic evaluation of the resection
gpecimen.13 In our case, a patient with
ampullary adenomawith high grade dysplasia
with out invasion in to duodenal wall or CBD
Underwent endoscopic papillectomy with
prophylactic pancrestic stenting and no major
complication occurred with good outcome

In conclusion, for selected patients,
endoscopic papillectomy is a simple,
technically easy procedure.This method with
prophylactic Pancreatic duct stent for
endoscopic papillectomy may significantly
reduce the risk of procedure-related
pancreatitis. However, prospective
randomized studies are needed to determine
whether a pancreatic-duct stent should be
placed as a routine prophylactic measure
against pancrestitisinall patients.
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Figure 1. Endoscopic view of large ampullary lesion.

>
o
o
¢
—
[0
g
c
[0
O
=
[2)
@
o




Iraqgi Journal of

k Gastroenterology

Figure 2. Endoscopic Retrograde cholangiogram, showing dilated CBD with no
intratraductal filling defect seen

Figure 3. Endoscopic ultrasonography revealed a hypoechoicmass showing no
invasion of the duodenal musclaris propria
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Figure 4. Endoscopic view of snare papillectomy

Figure 5. Endoscopic view at 2 month after endoscopic
snar epapillectomy




