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(PD) which defi ned by Whipple et al in 1935.[3-7] Previous 
studies showed that in some situations this procedure 
should not be performed for example: Distant tissues 
aff ecting with tumoral metastasis, mesenteric and portal 
vessels aff ecting and also invasion of tumoral mass to 
small bowel.[8]

 In the past 20 years signifi cant improvement in reducing 
the mortality rate of the procedure in high technology 
centers occurred. But high morbidity rate of the 
procedure perioperatively is still a major devastating 
issue.[8,9] 

Several complications may occur aĞ er this procedure 
including the anastomosis leakage, especially 
pancreaticojejunostomy-intestinal complications, 
infection and delayed massive hemorrhage with 
unknown prevention.[10,11] 

The most complicating situation occurring after 
the Whipple operation refers to pancraticojejunal 
anastomosis leakage. It should be considered as the most 
important factor impresses the morbidity and mortality 
rate in the patients undergone the procedure. Previous 
studies showed that the occurrence of this complication 
is relatively high and can cause up to 13% mortality. 
Another important issue is other complications caused 
by leakage which directly affect on the patient’s 
condition and make it worse such as intra abdominal 
abscess, peritonitis and subsequent sepsis.[12] The only 
appropriate option for controlling the pancreatic leakage 
is surgical intervention but the controversy is how to 
manage this complication.

Previous articles present some novel techniques 
answering this  argument :  Which operat ive 
procedure is more reliable and less-complicated 
among lots  o f  suggested techniques .  Duct 
to mucosa end-to-side pancreaticojejunostomy, 
invaginating pancreaticogastrostomy, end-to-side 
pancreaticogastrostomy, open pancreaticogastrostomy, 
indwel l ing pancreat ico je junal  anastomosis , 
reinforcement of anastomosis with fibrin glue or 
omentum, and placement of internal stent are described 
by authors in recent years.[13-15] In this manuscript we will 
explain a safe and easy method to treat the pancreatic 
leakage aĞ er pancraticoduodenectomy.

AĞ er operating 42 patients suff ering from pancreatic 
head malignancy with Whipple procedure in Al-Zahra 
hospital, department of surgery, pancreaticojejunal 
anastomosis leakage were reported in 4 cases including 
3 men and a woman. In 2 cases (a man and a woman) 
5-7 days postoperatively, after peritoneal washing, 
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Sir,
Among the tumors affecting gastrointestinal 
tract pancreatic head and peri-ampullary cancer 
may show remarkable morbidity and mortality 
because of its significant structure and function. 
Obstructive jaundice is a common symptom of 
patients suff ering from peri-ampullary and pancreatic 
head tumors. The best procedure for treatment of 
these patients is pancreaticoduodenectomy (PD). 
Several complications may occur aĞ er this procedure 
including the anastomosis leakage, especially 
pancreaticojejunostomy-intestinal complications. 
The only appropriate option for controlling the 
pancreatic leakage is surgical intervention but the 
controversy is how to manage this complication. 
In this manuscript we will explain a safe and 
easy method to treat the pancreatic leakage after 
pancraticoduodenectomy. AĞ er operating 42 patients 
suffering from pancreatic head malignancy with 
Whipple procedure, pancreaticojejunal anastomosis 
leakage were reported in 4 cases. For 2 cases the 
pancreas and adjacent jejunum was debrided and 
pancreatic stamp as well as jejunal stamp were 
closed by interrupted sutures. Both the patients were 
discharged from the hospital by satisfactory general 
condition. Expected complication of this approach 
to the pancreatic leak is to inability to maintain the 
pancreatic exocrine function. It can simply be resolved 
by long life administration of oral pancreatic enzymes.

Among the tumors affecting gastrointestinal tract 
pancreatic head and peri-ampullary cancer may 
show remarkable morbidity and mortality because 
of its signifi cant structure and function.[1] This tumor 
causes near 150,000 deaths all over the world in a year 
and between the malignancies ranked as 5th leading 
cause of death.[2] Obstructive jaundice is a common 
symptom of the patients suff ering from peri-ampullary 
and pancreatic head tumors. The best procedure for 
treatment of these patients is pancreaticoduodenectomy 
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pancreas debridement is done and it was anastomosed 
to the stomach. One of the patients was expired and the 
other was discharged without any major complication. 
For remained cases (two 70-year-old men) pancreas and 
adjacent jejunum was debrided and pancreatic stamp as 
well as jejunal stamp were closed by interrupted sutures 
[Figure 1]. Both the patients were discharged from the 
hospital by satisfactory general condition. One of them 
showed no blood glucose abnormality during the one year 
period of follow-up. But the other aff ected by diabetes 
controlled by oral hypoglycemic agent.

Expected complication of this approach to the pancreatic leak 
is to inability to maintain the pancreatic exocrine function. 
It can simply be resolved by long life administration of 
oral pancreatic enzymes as we did for the patients without 
any clinically important side eff ects. In addition due to 
preservation of pancreatic blood supply it can be conclude 
than endocrine pancreatic hormones probably remain intact 
aĞ er pancreatic closure. Despite this techniques could not 
preserved pancreatic exocrine function, however, instead 
the patient’s life may saved by scarifying pancreaticojejunal 
anastomosis. Further studies should be performed to 
evaluate the short term and long term outcomes of this 
technique. 
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Figure 1: Pancreas and adjacent jejunum was debrided and pancreatic stamp, 
as well as jejunal stamp were closed by interrupted sutures


