The Pancreas
Points: Most hyperamylasemia in trauma is NOT due to a pancreatic injury!

You must assess ALL surrounding structures when dealing with a real pancreatic injury…i.e. cholangiography!


Management is EXPOSURE…do a Kocher Manuver & open the Lesser Sac


Considerations when dealing with a pancreatic injury:



1. Integrity of the main duct



2. Extent of parenchymal injury



3. Location of the injury



4. Pre-existing Disease



5. Condition of the patient (stable, unstable, etc.)

The main idea in operating on a traumatic pancreas is to TRY to decrease the risk of a pancreatic fistula


Pancreatic injuries are classified as either:

 Simple
 (= insignificant): does not involve the Main Duct



or



Complex (= significant): does involve the Main Duct

Simple (Insignificant) Pancreatic Injury:
Debride, Drain (to control the leak), 

& get-out…

Complex (Significant) Pancreatic Injury:


* Injury to the Body and/or Tail (i.e. “left of the vessels”)




Tx:
Distal Pancreatectomy with a TA-55 stapler & splenectomy, plus 

wide-drainage


* Injury to the Head (i.e. “right of the vessels”)



Tx:
Kocher, Cholangiogram, LOOK at the IVC & Aorta…many of these 

pts will have a caval injury which takes priority over the pancreatic injury!

Now, after dealing with the vascular component – you have 2 options:





(1) Some people drain & get-out…


(2) Some people proceed IF THE PT IS STABLE, with a Roux-en-Y Pancreaticojejunostomy…sewing the limb directly to the pancreatic capsule over the site of the injury

* In trauma, there is realistically very little role for a “Whipple” – 3 reasons you can 

come up with include: 




1. Devitalized duodenum




2. Massive injury to the Pancreatic Head




3. Combined injury to the Duodenum, Pancreas, & Distal CBD…

