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Case Report

Experience with Duodenal Necrosis

A Rare Complication of Acute Necrotizing Pancrealitis

Ceorge H. Sakorafas, Gregory G. Tsiotos, and Michael G. Sarr®
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Summary

Duoddenal necrosis s a reme, bat very seriows complication of acule necrolizing pancreatitis thar mosi
|i|v'.l:']'_'.' is e reseln of vascular '1:lr'||prl:r|||i.~\.|: and schemia ol the l:-:;rl-"l:'li.lll!,lriﬂﬂ aspegt of the deodenal wall,
In thes nrticle, we present three patients with deodenal necrosis complicating acule necrolizing pancreati-
tis. The diagnr-:\i::n was imade at the e of necroseciomy. Manapement ophions of this -:_'hal!-l_'ul;inb: |.,'I_1I11FI]|-

cation of necrotizing pancreatitis are discussed.
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Introduction

Necroizing pancreatitis, the most sever: form of
acule pancreatitis, s responsible for most of pan-
creatitis-related morbidity and monality, Frequenm!y,
the necrotic process extends outside the pancreatic
parenchyma to involve the penipancreatic tssues
directly. Necrosis and perforation of the colon (espe-
clally the splenic Mexure and ransverse colon) and
proximal jejunum arc somewhat commaon in severe
forms of necrotizing pancreatitis, and pose difficult
mianagement problems in themselves §11=5). Mecro-
si5% of the ducdenum is a rare, bul extremely serous
complication of necrotizing pancreatitis and has been
reporied only infrequently (6=8) Becavse of the
challenging problem of management, we discuss our
cxperience with three patients with duodenal necro-
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sis complicating necrolizing pancreatitis and come-
late our findings with the hmied relevant lilerature.

Case 1

A 68-yr-old man with idiopathic acute pancre-
atitis was transferred to our institution with an
APACHE-ID score of 19. He was managed in the
Intensive Care Unit with hemodynamic and respi-
ratory support. Over the next 2 mo, repeated com-
puted tomographies (CTs) showed increasing
peripancreatic fluid, and decreased enhancement of
the head, neck. and proximal body of the pancress.
Repeated fine-necdle aspirations (FNA) proved cul-
wre-pegative. A feeding wbe was placed fluoro-
seopically with its fip ai the ligament of Treifz, Six
days later, 2 CT demonstrated extraluminal gas and
FMA was Gram stain-positive, Fever and leukogy-
tosis were present. AL the tme of blunt necrosec-
tomy, a 2-cm full-thickness defect was evident inthe
medial aspect of the second portion of a very thick-
cned and indurated duodenal wall, Primary repair
was impossible, A 22-French Maleco catheter was
placed mito the dusdenum through the defect; an



