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Abstract 

Pancreatic traumas are rare, but particularly serious. Their 

management involves diagnostic and therapeutic difficulties. 

The mechanism of injury generally corresponds to crush 

injuries or direct trauma during public road accidents. They 

most often occur during polytrauma and the associated lesions 

then determine the prognosis and treatment methods. In stable 

patients, an imaging assessment using CT, magnetic resonance 

imaging, or even endoscopic retrograde pancreatography 

determines the type and topography of pancreatic lesions and 

specifies the damage of the main pancreatic duct, which 

accounts for the seriousness of the pancreatic trauma. 

The treatment of pancreatic trauma essentially depends on the 

integrity or not of the Wirsung duct. Treatment can be solely 

medical, but above all surgical and endoscopic when canal is 

damaged. There is report of 4 patient observations who were 

treated in the surgical emergency department at Annaba 

Algeria University Hospital during the year 2023 for isolated 

trauma of the pancreas. There are diagnostic circumstances and description of therapeutic conduct and the 

surgical consequences. 
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Introduction 

Pancreatic traumas are rare but can be fatal; 

they are frequently associated with other 

lesions in the context of major trauma. They 

constitute 0.2 to 6% of all abdominal trauma 

and they are frequently associated with other 

lesions in the context of major trauma in 90% 

of adults [1-3]. It falls within the framework of 

high-energy abdominal contusions and 

involves crushing of the retroperitoneal 

structures against the spine. Located deep in 

the abdomen, this retroperitoneal organ is 

surrounded and masked by neighboring 

organs, for this reason, its lesions, open or 

closed, can have a hemorrhage type 

expression, the duodenal or biliary rupture 

type expression or even of the pure pancreatic 

contusion type expression. It is because of 

this anatomical complexity, the proximity of 

neighboring organs that this organ harbors of 

evolving into acute pancreatitis. That is why 
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signs and symptoms caused by the lesions are 

nonspecific and difficult to objectify. The 

initial clinical expression varies from the 

absence of all initial clinical sign to frank 

peritoneal syndrome, and in the case of an 

injury pancreatic, unfortunately it is not 

possible to prejudge a lesion canal depending 

on the symptomatology. Over the past two 

decades, the management of abdominal 

contusion has been largely modified by 

progress made in imaging. 

Non-operative treatment of pancreatic 

trauma, has become feasible, it is thanks to 

the possibility of diagnosing Wirsung canal 

lesion, whose rupture transforms the 

prognosis and therapeutic indication. They 

have a morbidity and mortality of up to 39% 

[4,5] especially if diagnosis delay. 

Furthermore, the diversity and complexity of 

these lesions pose a constant challenge to the 

surgeon regarding the choice of treatment, 

which must be adapted to the type of lesion 

and its anatomical site, especially in 

situations emergency. 

Observations 

There is report of a series of 04 patients who 

were treated in the department during the 

year 2023 for isolated trauma of the pancreas. 

The diagnostic circumstances and description 

of the therapeutic conduct and the surgical 

consequences are recalled. 

Case 1 

A 35-year-old patient admitted to the 

emergency department for treatment of 

multiple trauma secondary to a traffic 

accident (crushing against the dashboard). 

Initial clinical examination as well as CT scan 

were normal apart from a sutured frontal 

wound and fractures of the 4th, 5th, 6th 

uncomplicated left ribs immobilized by 

elastoblast. 72 hours later, generalized 

abdominal pain appeared. a new clinical 

examination noted epigastric defense and 

moderate dullness of the flanks, stable 

hemodynamic state, normal consciousness 

with a Glasgow score 15/15, Lipasemia level at 

7x Nle, GB: 14000 e/mm3. Scan /Pancreatic 

MRI: pancreatic trauma classified as Lucas 

stage II with partial section of the Wirsung 

duct complicated by stage D acute 

pancreatitis (Figure 1). 

The attitude was a NOT (Non-Operative 

Treatment) based on the medical TRT of 

pancreatitis, clinical and biological 

monitoring. The evolution was favorable 

without after-effects with a return to normal 

of the pancreatic assessment. Exit authorized 

on day 15.

 

Figure 1: Lucas stage II with partial section of the Wirsung duct.
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Case 2 

A 56-year-old man victim of a motorcycle 

accident with the handlebars hitting the 

epigastrium. He consulted two days after the 

accident; The examination on admission 

noted generalized abdominal pain. Blood 

pressure 12/5mm/Hg. Lipasemia level 30x 

normal, white blood cells 15000 e/mm3. The 

emergency ultrasound showed a large 

intraperitoneal effusion and the scan showed 

stage E pancreatitis associated with a fracture 

of the corporeo-caudal region (Lucas Class II). 

The therapeutic attitude was initially a NOT 

(Non operative Traitement); 5 days after and 

faced with hemodynamic instability and the 

appearance of an infectious syndrome 

associated with abdominal defense, it was 

decided to operate on the patient. Surgical 

exploration revealed a large peritoneal 

effusion with a total section of the tail of the 

pancreas (Figure 2); a left pancreatectomy 

was performed (Figure 3). The establishment 

of a pancreatic fistula well managed by 

somatostatin marked the evolution.

 

Figure 2: Pancreatic Trauma (Lucas Class II).

Case 3 

A 21-year-old man with no particular 

pathological history evacuated from 

peripheral Hospital Establishment for 

treatment of closed abdominal trauma with 

abdominal impact, following a work accident 

3 days ago. 

Clinically the patient was conscious, blood 

pressure at 9/05 mm/hg, presenting with 

epigastric pain, generalized abdominal 

defense on palpation. Hg 10gr/dl. 

WBC: 20000e/mm3, white blood cells 

20000e/mm3, lipasemia rate 9x nle. 

CT scan: Grade II caudal body pancreatic 

lesion, with infiltration of mesenteric fat, 

Medium abundance effusion, peripancreatic 

collection measuring 54 × 75mm (Figure 4). 

After radiological drainage, faced with no 

clinical improvement, it was decided to 

operate on the patient. The exploration 

revealed the presence of necrosis, and total 

section of the tail of the pancreas at the level 

of the isthmus. A caudal spleno-

pancreatectomy was performed with closure 

of the pancreatic section/epiploplasty/wide 

drainage. The evolution was marked by the 

formation of a septic collection in the splenic 
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compartment and retrogastric drained by 

radiology. The control at 3 months was 

satisfactory with disappearance of all the 

lesions.

 

Figure 3: Total section of the tail of Pancreas.

 

Figure 4: CT scan, Grade II caudal body pancreatic lesion.

 

Figure 5: A caudal spleno pancreatectomy.
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Case 4  

A 19-year-old man victim of an attack by 

punch to the epigastric level. Initial 

examination was normal; 15 days later the 

patient presented with intense epigastric pain 

associated with vomiting. A mass extending 

from the epigastrium to the left 

hypochondrium painful on palpation. 

Lipasemia 6x was normal. CT scan 

supplemented with pancreatic MRI 

objectified stage E pancreatitis complicated 

by enormous pseudo cyst of the pancreas. It 

was operated after 2 months of medical TRT 

having benefited from a jejunal cyst 

anastomosis on a Y intestinal loop. Favorable 

evolution exit authorized on day 7th.

 

Figure 6: Pseudokyst of the post traumatic pancreas. 

 

Figure 7: Cystic cavity. 

 

Figure 8: Anastomosis on a Y intestinal loop. 
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Figure 9: Distal Anastomosis.

Discussion 

The frequency of pancreatic trauma is 

increasing; their frequency is estimated in the 

literature between 0.5 and 15% of abdominal 

trauma [6,7]. These lesions may be 

overlooked and only discovered at the 

complication stage. In 3 of our patients the 

diagnosis was made at the stage of acute 

pancreatitis. The Fourth was diagnosed at the 

pseudocyst stage. Patients suffering from 

isolated pancreatic trauma are often 

asymptomatic for the first hours. The serum, 

urine or peritoneal dosage of amylase and/or 

lipase is of great diagnostic value. 

Abdominal CT scan is the reference 

examination for the detection of pancreatic 

lesions if hemodynamic stability but with a 

rate of 40% false negatives in the first hours 

[5], hence the interest in repeating CT when 

the initial imaging is atypical. However, 

Wirsungo pancreatico MRI is the gold 

standard in the detection of ductal lesions 

(sensitivity 87 to 100% and specificity 81%) 

[8,9]. The therapeutic attitude towards TIP 

will depend on the lesion stage. It is helpful to 

manage pancreatic injuries according to the 

American Association for Surgery of Trauma 

(Maeda, 2013). The non-operative option 

should be reserved for patients with blunt 

trauma with isolated pancreatic injury 

without rupture of the Wirsung duct (Lucas 

class I) [10-11,13,16]. During a rupture of the 

Wirsung canal (class II and III) demonstrated 

by preoperative CPRM and/or ERCP, the 

placement of endoductal prosthesis gave 

excellent results [10]. Complete transection of 

the pancreas (types II-III-IV) is an indication 

for surgical TRT. 

In Lucas class II, surgery will consist of a left 

pancreatectomy with preservation of the 

spleen rather than a left spleno-

pancreatectomy. In classes III, suture of the 

cephalic pancreas accompanied by an 

anastomosis of the left pancreas on a Y loop 

or on the stomach is a possible intervention 

[11-16]. It is an alternative to cephalic 

duodeno-pancreatectomy which is indicated 

in cases of contusion with destruction of the 

head of the pancreas making it impossible to 

preserve it. 

Simple contact drainage will be carried out if 

the patient's hemodynamic state does not 
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allow the procedure to be prolonged [20]. 

Overall mortality in patients with abdominal 

trauma with pancreatic involvement varies 

from 5 to 30% depending on the series [2-4] 

however, it is only directly attributed to the 

pancreas in 5 to 10% of these deaths 

[12,13,19,20]. 

Conclusion 

The rarity of pancreatic trauma and their 

atypical clinical symptomatology at the 

beginning stage makes their diagnosis 

relatively difficult, others more that biology is 

not specific. This should push us to perform 

CT scans for any epigastric trauma, even if it 

is not violent. The installation of a pancreatic 

prosthesis constitutes a remarkable 

development in the current treatment of 

isolated pancreatic trauma (IPT). Pancreatic 

resection surgery performed in the face of 

ductal rupture improves the prognosis of IPT 

despite significant morbidity.
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