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Patient Presentation

* 55-year-old male with history of hypertension, obesity, and renal
stones.
* 3 weeks of early satiety, nausea, fatigue, pruritus, dark urine, and pale stools.
* Progressive jaundice
 Abdominal pain different from prior kidney stones

e Past Surgical History: Hernia repair, lap band (2003)
 Social History: No tobacco, occasional EtOH use
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Pertinent Labs

e ALT 225 U/L, AST 131 U/L
e Alk Phos 345 U/L

 Total bilirubin 9.3 mg/dL
e Albumin 3.1 g/dL

* INR1.12
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What Imaging Should We Order?
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Select the applicable ACR Appropriateness Criteria

Variant 2: Jaundice. Suspected mechanical ohstruction based on initial imaging, clinical condition, or
laboratory values.

Procedure Appropriateness Category Relative Radiation Level

CT abdomen with IV contrast Usually Appropriate

MREI abdomen without and with IV contrast
with MRCP

MEI abdomen without I'V contrast with
MRCP

US abdomen Usually Appropriate 0

Usually Appropriate

Usually Appropriate O

ERCP May Be Appropnate e

UUS abdomen endoscopic May Be Appropnate O

CT abdomen without and with IV contrast Usually Not Appropriate Lo
CT abdomen without IV contrast Usually Not Appropriate kel
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CT findings
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CT findings

CT axial and coronal images of abdomen with IV contrast:
e 7.4 cm pancreatic head mass causing severe pancreatic duct, CBD and intrahepatic duct

dilation. le)MSER
e Abutment of portal vein and SMV without encasement or invasion. \
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Hospital Course

* ERCP with initial biopsy = Nondiagnostic

* Repeat biopsy: Intraductal papillary mucinous
neoplasm (no carcinoma)

* Due to high suspicion - Whipple procedure
performed

 Surgical pathology: Signet ring cell
adenocarcinoma arising in duodenal
tubulovillous adenoma, invading pancreas

and peripancreatic soft tissue ERCP: Markedly dilated intrahepatic biliary
. . tree with tapering of the distal CBD without
* Received adjuvant mFOLFOX chemotherapy opacification of the small bowel.
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Final Dx:

Obstructive jaundice secondary to
duodenal signet ring cell adenocarcinoma
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Case Discussion

Differential Diagnosis of Obstructive Jaundice!:

* Malignant causes
e Pancreatic head adenocarcinoma (most common)
* Cholangiocarcinoma
* Ampullary/periampullary carcinoma
* Gallbladder carcinoma
* Metastatic tumors causing extrinsic bile duct compression

* Benign causes
* Choledocholithiasis
* Benign biliary strictures
* Inflammatory strictures

[XMSER



Case Discussion

Ampullary (duodenal) carcinoma (~0.2% of Gl malignancies)?3

e Often presents with a “double duct sign” (dilation of the common bile and
pancreatic ducts)

* Tumor can be frequently small or occult on CT imaging
* MRCP may show a subtle ampullary mass or distal CBD irregularity
e endoscopy (ERCP) or EUS with biopsy is usually required for detection

Biopsy limitations*

 Ampullary lesions can be challenging to diagnose with endoscopic biopsy,

especially if the tumor is submucosal or infiltrative. Multiple or deep tissue
samples are often needed

 Surgical resection may be needed for definitive pathology “Z:\ZMSER



Case Discussion

Pathology*
» Histology: Signet ring cell carcinoma (>50% cells with intracytoplasmic mucin
displacing nuclei)
« Commonly arises from intestinal-type epithelium; may be associated with
adenomas
* Characterized by diffusely infiltrative growth and poor differentiation

Prognosis>
* Worse than conventional adenocarcinoma due to aggressive biology

Key prognostic factors
 Nodal status

* Resection margins
* Presence of neural or vascular invasion



Case Discussion

Management & Outcomes>

* Mainstay treatment: Pancreaticoduodenectomy (Whipple’s surgery) is
the only curative option for localized duodenal/ampullary SRCC.

* Adjuvant therapy: Often considered due to high recurrence risk

* Radiation: No established benefit for duodenal/ampullary
adenocarcinomas; not routinely recommended.
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