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Management of Traumatic Pancreas Injury in Multiple Trauma
- Single Center Experience

Hyuna Jang, M.D., Hong Jin Shim, M.D., Sung Whan Cha, M.D., Jae Gil Lee, M.D., Ph.D.

Department of Surgery, Yonsei University College of Medicine

Purposes. Pancreatic injury is rare in abdominal trauma patients (3%~12%). but it could result in significant
morbidity and even mortality. Early and adequate decision making are very important in the management of
patients with traumatic pancreatic injury. The purpose of this study was to assess the kinds of management and
outcome through the review of our experience of pancreatic injury with multiple trauma.

Methods: We reviewed 17 patients with traumatic pancreas injury via electronic medical records from Jan.
2002 and April. 2011. We collected demographic findings; the type, location and grade of pancreas injury, the
treatment modality, and patient’ s outcomes, such as complications, length of hospital stay (LOS), and mortality.

Results: Total 17 patients were reviewed, and man was 13 (88%). Traffic accident was the most common
cause of injury. Pancreas neck was the most common injured site, and occured in 5 patients. Ductal injury was
detected in 7 cases. Eleven patients were treated by surgical procedure, and in this group, 3 patients underwent
the endoscopic retrograde pancreas drainage procedure coincidently. ERPD was tried in 8 patients, and failed
in 2 patients. The major complications were post-traumatic fluid collection and abscess which accounted for 70
% of all patients. The hospital stay was 35.9 days, and it was longer in patient with ductal injury (38.0+ 18.56
vs. 34.5+ 33.68 days). Only one patient was died due to septic shock associated with an uncontrolled retroperi-
toneal abscess.

Conclusion: Early diagnosis is the most important factor to apply the adequate treatment option and to man-
age the traumatic pancreas injury. Aggressive treatment should be considered in patients with a post-operative
abscess. (J Korean Soc Traumatol 2011;24:111-117)
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Table 1. Clinical characteristics of the patients
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Table 2. Demographics of the patients

e

.

ase Mode of N P
No Age Sex injury Grade Amylase Combined injury Procedure Complication ‘HS
1 19 Assault 2 2786 none 'ECG, with stent Pseudocyst 10
2 18 Assault 4 983 Kidney contusion 'DPS Abscess 59
Brain hemorrhage 2nd op: **1&D
3 13 'BA 2 Hemoperitonium 'DPS Abscess 53
tt SD
4 61 *TA 3 80 Hemoperitonium S/P ligation of SMA Pseudocyst 51
Kidney contusion **|&D Abscess
Wound seroma
5 63 dip 3 267 Hemoperitonium DPS No 16
Spleen laceration
6 6 'BA 1 92 Liver contusion No No 8
7 3 Crushing 3 695 Liver contusion Pancreaticojejunostomy No 13
Spleen contusion
8 20 Stab 2 42 Hemoperitonium Observation No 6
Retroperitoneal
hematoma
9 55 Assault 2 220 Hematomain Observation Fluid collection 23
pancreas T1ERPD failed
Fluid collection
10 17 Assault 3 288 Hemoperitonium $EST and Fluid collection 45
Fluid collection T9ERPD drain insertion Stenosisof ' TPD
11 35 *TA 2 153 Brain hemorrhage  Primary repair of duodenum  Fluid collection 52
Multiplerib ***Fx. -> tube duodenostomy Abscess
Perforation of Pyloric exclusion Incisional hernia
duodenumé& T-colon Cholecystectomy
Liver laceration Gastrojejunostomy
ligation of liver parenchyma
12 45 *TA 2 129 Liver laceration ~ Primary repair of duodenum  Fluid collection 42
Duodenal perforation Cholecystectomy Wound infection
Kidney injury Gastroj ejunostomy incisional hernia
Hemoperitonium Nephrectomy
**|&D
13 49 Stab 3 72 Spleen laceration DPS Fluid collection 1
Hemothorax Open thoracotomy
Hemoperitonium
14 73 *TA 3 337 Gall bladder stone '1sh Fluid collection 33
Multiple rib ***Fx. DPS Abscess
Hemothorax Cholecystectomy
**|&D
15 43 *TA 2 31 'DPS Fluid collection 22
16 56 *TA 5 784 Rib ***Fx. Pancreticoduodenectomy Abscess 116
duodenal perforation Roux-en-Y *HJ Colon perforation
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Table 2. Demographics of the patients continue
Mode of S P
No. Age Sex injury Grade Amylase Combined injury Procedure Complication ‘HS
Retroperitoneal abscess Abscess drainage Intraabdominal
Bleeding
Septic shock, **DIC
7 57 F *TA 3 218 Liver laceration *PTGBD, ''SD Abscess 51
Multiple *** Fx. 'EGC, Gall bladder empyema
Hemoperitonium  Laparoscopic cholecystectomy Pseudocyst
TERPD Postop bile
leakage

*TA: Traffic accident, "BA : Bicycle accident, *PTGBD: Percutaneous trans-gall bladder drainage, *HS: Hospital stay (day)
'EGC: Endoscopic gastrocystostomy, "DPS: Distal pancreatectomy with splenectomy, **1&D: Irrigation and drainage
t1SD: Simple drainage, * *HJ: Hepaticojejunostomy, EST: Endoscopic sphincterotomy,

TTERPD: Endoscopic retrograde pancreatic drainage,

***Ex.: Fracture, ' 1PD: Pancreatic duct, **DIC: Disseminated intravascular coagul opathy

Table 3. Management of the pancreatic injuries according to AAST injury scalell

Grading *No Procedure performed (No. of pts.) TLOS (days)
Gradel 1 No pancreatic-specific surgery performed (1) 8.0+0.0
Gradell 7 No pancreatic-specific surgery performed (4) 19.14+19.34

Endoscopic cystogastrostomy (1)
Distal pancreatectomy with splenectomy (2)
Gradelll 7 Distal pancreatectomy with spelenectomy (3) 27+18.01
Pancreaticojejunostomy (1)
Endoscopic gastrocystostomy (1)
Irrigation and drainage of peripancreatic abscess
S/P ligation of mesentery artery (1)
ERPD* with stent insertion (1)

Grade IV 1 Distal pancreatectomy with splenectomy (1) 59+0.0
Grade V 1 Pancresati coduodenectomy
Roux-en'Y hepaticojejunostomy (1) 116+0.0
17 29.76+29.45

*No: number, TLOS: length of stay, *ERPD: endoscopic retrograde pancreatic drainage.
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Fig. 1. (A) CT finding: Fluid collection and pancreatic head injury were seen but duodenal injury was not detected. (B) In endoscop-
ic finding, it was impossible to canulate of the ampulla of Vater because of duodenal necrosis.
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