
 

Case presentation 

The patient is a 79 year old female that presented with dark urine, jaundice and pale stool 
(indicative of an obstruction of the bile duct). She is an ex-smoker that used to smoke 2-3 per 
day but quit 30 to 40 years previous. The patient had no obvious abdominal pain. 

 

Surgical history: No significant surgical history noted. 

 

Medical history: No significant medical history noted. 

 

Imaging studies: CT studies showed a mass in the vicinity of the CBD with malignant stricture of 

the duct. 

  

Blood work/diagnostic tests: Increased liver enzymes. 

 

Preliminary differential diagnosis: The preliminary diagnosis would include pancreatic 

adenocarcinoma, IPNM, ascending cholangitis or cholangiocarcinoma. 

 

Biopsy: An ERCP biopsy was negative and a stent was inserted to unblock the bile duct. 

 

 

 

 

 

 

 

 

 

 



Surgical procedure 

Pancreaticoduodenectomy 

Gross pathological findings 











 

• Duodenum was grossly unremarkable 
• A portion of the CBD reveals an indurated/firm area (measure the area), but the lumen 

appears grossly unremarkable and slightly dilated 
• Cut surface of pancreas reveals an indurated, ill-defined tumour (measured- 1.7 cm in 

greatest dimension).  
• Tumour grossly extends beyond the pancreas into the peri-pancreatic soft tissue and 

possibly the CBD 
• Distance of tumour is measured from pancreatic neck margin, CBD margin, ucinate 

margin, free posterior surface, proximal and distal duodenum margins 
• The rest of the pancreatic parenchyma was grossly unremarkable 

 
Block submission 

• Pancreatic neck margin was previously submitted for frozen section-negative 
• True Bile duct margin was previously submitted for frozen section which was positive 
• Revised bile duct margin submitted for frozen section-negative 
• Proximal and distal duodenal margins-negative 
• Entire uncinate margin, staples shaved off, and submitted enface-negative 
• Posterior surface with uninvolved pancreatic tissue ( distance is far enough from the 

tumour)-negative 
• Sections including ampulla, duodenal wall and part of CBD with tumour 
• The rest of the CBD including peri-pancreatic soft tissue and adjacent pancreatic tissue 

 

 

 



Microscopic findings 



 

 

 

 

 



Diagnosis 

• Ductal Adenocarcinoma – poorly differentiated 
• pT3-tumour invades into nearby structures but not into major blood vessels or nerves 
• Firm area in CBD described demonstrates infiltrating adenocarcinoma. However, the 

bulk of the tumour is the soft tissue around the common bile duct with invasion into the 
pancreas, therefore in favour of extrahepatic bile duct adenocarcinoma. Possibility of 
pancreatic adenocarcinoma cannot be entirely excluded. 

• pN1- 2 positive lymph nodes out of 27 identified. 
 

Discussion 

• Approximately 95% of pancreatic tumour arises from the exocrine portion of the organ 
and arises from ductal cells which line the pancreatic ducts. 

• Carcinoma refers to the term tumours arising from a lining cell. Under the microscope, 
the appearance and arrangement of these carcinoma cells can appear as duct-like (or 
“adeno”) giving the term adenocarcinoma to this most common form of pancreatic 
cancer. 

• 85% of pancreatic tumours are adenocarcinoma and approximately three quarters of the 
these tumour arises in the head of the pancreas, some in the body of the pancreas and 
less than 10% in the tail of the pancreas. 

• Resectable tumours are usually tumours that are confined within the pancreas 

• Locally advanced tumours- the tumour is invading into the surrounding structures are 

surgically removed after treatment (chemo/radiation) 

• Metastatic tumours- invading into surrounding organs and large blood vessels are usually 

not resectable and the treatment is directed toward relief of symptoms (sometimes 

chemo) 

• 5 yr. survival rate if the cancer is localized is 29%, regional 11.1%, distant 2.6% (SEER 

STAT 2008-2012) 

• There are 3 types of obstructive jaundice, 2 of which are due to hemolytic jaundice and 

HCC liver jaundice. In both these cases, the bile excretes into the bowel and into stools 

(normal looking stools). The 3rd type of obstructive jaundice is due to an obstruction in 

the bile ducts. This causes the bile to run through the bowel freely, therefore causing a 

pale colored stool. 

• An ERCP (Endoscopic retrograde cholangiopancreatography) is performed in this case, 

to identify blockage. When the blockage is identified, then the decision is made as to 

insert a stent so that the bile can drained into duodenum. As well a biopsy is usually 

taken. 
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