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Three Cases of Pancreas-sparing Distal Duodenectomy for Infrapapillary Duodenal Lesions
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The extent and procedures for resection and reconstruction techniques in duodenal resection requires care-
ful deliberation. Although pancreatoduodenectomy is probably the most widely used procedure for duodenal tu-
mor, due to the invasive nature of the procedure, pancreas-sparing distal duodenectomy (PSDD) has been re-
ported as a less-invasive alternative for infrapapillary duodenal lesions. The major technical advantage of this
procedure is that the extent of resection is limited to the duodenum, and requires only one simple anastomosis.
We performed PSDD for three cases of infrapapillary duodenal gastrointestinal mesenchymal tumor and
achieved positive outcomes. Preoperative diagnosis was gastrointestinal stromal tumor in two cases and leiomyo-
sarcoma in one. We performed duodenojejunal anastomosis with retrocolic reconstruction for one, and Treitz re-
construction posterior to the superior mesenteric vessels for two cases after PSDD. Although the two cases with
Treitz reconstruction showed transient obstruction postoperatively due to an inappropriate choice of staple size,
both improved with conservative therapy. All three patients have remained free of recurrence, for 26 months, 35
months, and 53 months after surgery. We report our experience with these cases and discuss the validity of
choosing PSDD with consideration of the literature.

Key Words: infrapapillary duodenal lesion, pancreas-sparing duodenectomy, pancreas-sparing distal duodenec-
tomy
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Fig. 1 Computed tomography scans
a) Case 1. A mass lesion, 7 cm in diameter, protrudes outside the duodenal lumen between

the second and third portions (arrow).

b) Case 2. A mass lesion, 1.6 cm in diameter, arises in the lumen of the third portion of the

duodenum (arrow).

c) Case 3. A mass lesion, 5 cm in diameter, arises cranial to the third portion of the duode-
num (arrow). The mass lesion is displacing the pancreatic head to the cranial side.

Fig. 2 Style of resection and reconstruction (1)
a) Case 1. PSDD, retrocolic reconstruction, and duodenojejunal side-to-side anastomosis.
b) Cases 2 and 3. PSDD, Treitz reconstruction posterior to the superior mesenteric vessels,

and duodenojejunal side-to-side anastomosis.
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Table 1 Style of resection and reconstruction (2)

Case Diagnosis Recon- Automatic Obstruc-
struction stapling device tion
1 GIST Retrocolic 60 mm -
2 Leiomyo- Treitz 45 mm
sarcoma
3 GIST Treitz 45 mm +
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