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Abstract: Pancreatic surgery remains associated with significant mortality and 

morbidity. Efforts are generally focused on reducing postoperative 

complications, but early detection of patients at risk could be another effective 

strategy. Cephalic duodenopancreatectomy (DPC) is the treatment of choice for 

pancreatic head adenocarcinomas and Vater ampullomes. In the multicenter 

series of the French Association of Surgery published in 2010, DPC had a 

hospital mortality of 4% and a morbidity of 54%, about half of which 

corresponded to severe complications. In Algeria, in recent years, there has been 

a reduction in post-DPC mortality, especially in high-volume operating centres. 

We report the case of a patient operated for an adenocarcinoma of the head of 

the pancreas, in whom a DPC was performed with a favorable initial evolution. 

Three weeks after his discharge, he returned for abdominal pain accompanied by 

an infectious syndrome. The scan showed a tubular formation of 5 cm intra-

abdominal. The surgical revision confirmed the presence of an intra-abdominal 

drain fragment responsible for a digestive wound in the small intestine. The 

purpose of this article is to draw attention to this exceptional, but possible 

complication in order to make surgeons aware of the need for particular vigilance 

when managing postoperative drains. 

Keywords: Adenocarcinoma of the pancreas, cephalic duodenopancreatectomy, 

morbidity and mortality in pancreatic surgery, complications. 
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INTRODUCTION 
Mortality after cephalic 

duodenopancreatectomy (DPC) has decreased in recent 

decades, but its morbidity remains high, around 50–60% 

[1-4]. The main immediate complications of PCD are 

pancreatic fistula, gastroparesis, hemorrhage and 

surgical site or remote infections [1]. 

 

In a German study on post-DPC morbidity and 

mortality, mortality was 10.7% in 2009, 9.7% in 2010, 

10.2% in 2011, 10.1% in 2012 and 9.7% in 2013 [5]. 

However, this mortality rate is less than 5% in high-

volume operating centers (20 to 25 DPC per year) [6]. 

 

An evaluation of the Dindo and Clavien 

classification for post-operative complications over 5 

years [7] confirmed its validity and applicability on a 

global scale in many surgical areas. 

 

 

CASE REPORT 
This is Mr. G A, 65 years old, BMI 23, type II 

diabetic for 13 years, who consults for isolated icterus 

with dark urine and faeces discolored. The onset of 

symptoms is one month old. 

 

Upon clinical examination, the patient was 

icteric, hemodynamically stable, with pain localized to 

the right hypochondrium and scraping lesions. The 

gallbladder was palpable. 

 

The biological workup showed: O+ blood 

group, TGO 85 IU/L (5–34), TGP 121 IU/L (0–55), PAL 

381 U/L (40–150), GGT 869 IU/L (12–64), total 

bilirubin 64 mg/L (2–12), albumin 30 g/L (35–50), TP 

94%, GB 4800/μL (4000–10,000), Hb 11.6 g/dL (12–

17), HBS antigen negative, HIV 1/2 AC negative, AC 

anti-HCV negative. The CA 19-9 was greater than 500 

U/mL (norm <37). 
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The abdominal ultrasound revealed a dilation of 

the intra- and extra-hepatic bile ducts upstream of a non-

visible obstacle to the ultrasound. A cholangio-MRI 

revealed a tumoral process of the pancreas head, with an 

intermediate signal in T2, moderate hypersignal in 

diffusion, enhanced after gadolinium injection, 

measuring 37 25 mm and extending over 44 mm. This 

process compresses the main bile duct to 17 mm, with an 

estimated dilation of 11 mm. 

 

As part of the extension assessment, a thoraco-

abdominopelvic scan was negative, with a favorable 

resectability assessment. A cephalic 

duodenopancreatectomy was performed with 

reconstruction according to Child, placement of a 

subhepatic Delbet plate and a gastric drain facing the 

wirsungo-jejunal anastomosis. The initial postoperative 

outcome was favorable, with authorization of feeding on 

day 4. A grade 1 pancreatic fistula was diagnosed, and 

the patient was discharged on day 20 after removal of the 

drain and the blade. 

 

The anatomopathological examination revealed 

a pancreatic adenocarcinoma classified as T2N+M0. The 

first control, 10 days after discharge, was without 

particularities, except for a vague abdominal pain. The 

ultrasound showed a subhepatic fluid slide and in the 

right parieto-colonic splint. 

 

Three weeks after discharge, the patient returns 

with an infectious table. The scan showed an intra-

abdominal tubular formation of approximately 5 cm. The 

surgical revision revealed a fragment of the intra-

abdominal gastric tube (used for drainage) responsible 

for a digestive wound at the level of a small loop. The 

foreign body was removed, the wound sutured and a 

peritoneal lavage performed. 

 

On day 12 after this recovery, the patient 

presented a unilateral motor deficit. A brain scan 

confirmed a stroke. The patient died three days later. 

 

DISCUSSION 
Cephalic duodenopancreatectomy (DPC) is the 

standard procedure for pancreatic head tumours. Despite 

technical progress and the improvement of perioperative 

management, this surgery remains burdened with 

significant morbidity [2]. 

 

The large series report an overall morbidity of 

around 50 to 60% [1–4]. The main postoperative 

complications include pancreatic fistula, haemorrhages, 

delayed gastric emptying and intra-abdominal infectious 

complications. The evaluation and standardization of 

these complications are now based on the Clavien-

Scandinavian classification, whose international validity 

has been confirmed after five years of use [7]. 

 

In a French multicenter study [9], the majority 

of complications were classified as Clavien I–II, 

corresponding to events requiring simple medical 

treatment. Major complications (Clavien III), involving 

an interventional or surgical procedure, represented a 

more limited proportion, dominated by clinically 

significant pancreatic fistulas, collections requiring 

drainage and postoperative hemorrhages. 

 

In comparison with our case, the postoperative 

evolution falls within the spectrum of complications 

described in this series. However, the severity observed 

in our situation, evaluated according to the classification 

of Clavien-Scandinavian, corresponds to a complication 

at least of grade IIIb, due to the need for a surgical 

resumption under general anesthesia. 

 

Regarding mortality, the German data show a 

hospital rate between 9.7% and 10.7% depending on the 

years analyzed [5]. However, this rate decreases 

significantly in high-volume operating centers, 

highlighting the major impact of institutional experience 

on results [6]. 

 

Age is an independent risk factor for mortality 

after DPC [4]. The risk increases from 60 years [4], 

although surgery remains possible in selected patients 

beyond 80 years, with acceptable results [8]. In our 

observation, the patient was 65 years old, thus 

representing a risk field without formal contraindication 

to the intervention. 

 

Postoperative infectious complications 

represent a significant part of the morbidity after DPC 

[9]. In our case, the late infectious complication was 

related to an unusual mechanism: the retention of a 

gastric tube fragment used as an abdominal drain, 

responsible for a small bowel perforation and intra-

abdominal sepsis. This complication is of a high grade 

according to Clavien-1s, contrasting with the 

predominance of minor forms reported in the French 

series. 

 

Finally, the average duration of hospitalization 

after CPD remains prolonged, particularly in Europe, in 

connection with the frequency of postoperative 

complications [8,9]. In our case, the release had been 

authorized on the 20th postoperative day, which 

corresponds to the delays usually observed in the 

European series. 

 

Thus, despite the gradual decrease in mortality, 

DPC remains a major surgery, exposing patients to 

severe and sometimes atypical complications. Our 

observation highlights the importance of rigorous control 

of intraoperative equipment and systematic verification 

at the end of the procedure in order to prevent potentially 

serious iatrogenic complications. 

 



 

Khenchoul Youcef et al, East African Scholars J Med Surg; Vol-8, Iss-3 (Mar, 2026): 106-108 

© East African Scholars Publisher, Kenya   108 

 

 
Figure 1: Classification of clavien suse 

 

CONCLUSION 
Cephalic duodenopancreatectomy remains a 

major intervention, technically demanding, with still 

high morbidity despite technical progress and the 

centralization of care. Our observation highlights an 

exceptional post-operative complication, the presence of 

an intra-abdominal foreign body leading to digestive 

perforation and sepsis. Several lessons can be learned 

from this case. It is essential not to neglect any post-

operative symptoms, even mild or transient ones. Post-

operative abdominal CT should be systematically 

considered for at-risk patients after CPD. The equipment 

and the technical platform must be adapted, notably by 

avoiding the use of gastric probes as an abdominal drain. 

Finally, the training of paramedical staff is essential, 

because the removal and manipulation of abdominal 

drains require a rigorous protocol and particular 

vigilance. This case highlights the importance of strict 

material management and proactive post-operative 

monitoring to prevent rare but serious iatrogenic 

complications. 

 

Conflicts of Interest: none related to this article 

 

REFERENCES  
1. Delpero JR, Boher JM, Sauvanet A, Le Treut YP, 

Sa-Cunha A, Mabrut JY, et al., Pancreatic 

adenocarcinoma with venous involvement: is up-

front synchronous portal-superior mesenteric vein 

resection still justified? A survey of the Association 

Française de Chirurgie. Ann Surg Oncol. 

2015;22:1874-83. 

2. Tzeng CW, Katz MH, Fleming JB, Lee JE, Pisters 

PW, Holmes HM, et al., Morbidity and mortality 

after pancreaticoduodenectomy in patients with 

borderline resectable type C clinical classification. J 

Gastrointest Surg. 2014;18:146-55. 

3. McMillan MT, Allegrini V, Asbun HJ, Ball CG, 

Bassi C, Beane JD, et al., Incorporation of 

Procedure-specific Risk Into the ACS-NSQIP 

Surgical Risk Calculator Improves the Prediction of 

Morbidity and Mortality After 

Pancreatoduodenectomy. Ann Surg. 2016 May 26. 

[Epub ahead of print] 

4. Venkat R, Puhan MA, Schulick RD, Cameron JL, 

Eckhauser FE, Choti MA, et al., Predicting the risk 

of perioperative mortality in patients undergoing 

pancreaticoduodenectomy: a novel scoring system. 

Arch Surg. 2011; 146:1277-84. 

5. Nimptsch U, Krautz C, Weber GF, Mansky T, 

Grützmann R. Hospital mortality after pancreatic 

surgery in Germany is higher than expected. Ann 

Chir. 2016;264(6):1082-1090. 

6. Jaeck D, Boudjema K, Bachellier P, Weber JC, 

Asensio T, Wolf P, et al., Cephalic pancreatic 

excisions: cephalic duodenopancreatectomies. 

Encycl Méd Chir (Elsevier, Paris), Surgical 

Techniques – Digestive System, 40-880-B, 1998;17 

pp. 

7. Clavien PA, Barkun J, de Oliveira ML, Vauthey JN, 

Dindo D, Schulick RD, et al., The Clavien-Dindo 

Classification of Surgical Complications: Five-Year 

Experience. Ann Surg. 2009; 250:187–196. 

8. Turrini O, Paye F, Bachellier P, Sauvanet A, Sa 

Cunha A, Le Treut YP, et al., Pancreatectomy for 

adenocarcinoma in elderly patients: postoperative 

outcomes and long-term results: a study of the 

French Surgical Association. Eur J Surg Oncol. 

2013; 39:171-178. 

9. Joliat GR, Petermann D, Demartines N, Schäfer M. 

Prediction of complications after 

pancreaticoduodenectomy: validation of a 

postoperative complications score. Pancreas. 

2015;44(8):1323-1328. 

 

Cite This Article: Khenchoul Youcef, Benmamar Hichem El Azhari, Boumendjel Mustapha, Zerrouk Dalel, Hamiouda Imen (2026). 

Exceptional and Serious Complication after Cephalic Duodenopancreatectomy: Case Report. East African Scholars J Med Surg, 8(3), 

106-108. 


