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INTRODUCTION

Carcinoma of the pancreas is one of the leading causes of death 

in the world. In the U.S.A, it is the fourth to lung, colon and 

breast carcinoma. In Zimbabwe it is the sixteenth according to 

the Cancer Registry, the commonest being skin, lung, cervix, 

eosophagus, liver and breast.

Patients with carcinoma of the pancreas usually present late. 

This is probably due to the fact that the signs and symptoms of 

carcinoma of the pancreas are usually very vague and the 

diagnostic methods available are usually not helpful in the 

early stages of the disease. The early diagnosis of carcinoma 

of the pancreas requires a high index of suspicion, prompting 

early investigation in the form of ultrasound screening and or 

computerised axial tomography to be able to reach a definitive 

diagnosis. However, these are not widely available in this 

count ry.

The study had the following objectives:-

1) To record the number of patients suffering from carcinoma of 

the head of the pancreas who were admitted to the hospitals

in Harare over a six year period.

2) To record the age and sex distribution and duration of 

symptoms and signs at the time of admission.

3) To evaluate the diagnostic investigations and management

of the patients.

4) To record the outcome.
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PATIENTS AND METHODS:

Case files in which showed a diagnosis of carcinoma of the head 

of the pancreas were reviewed for the period January 1985 to 

December 1990. A total of 120 cases were reviewed. Data was 

collected relating to the duration of illness before 

presenting to hospital, age, sex, symptoms and signs, 

investigations, surgical procedures undertaken, mortality, follow 

up and histological diagnosis.
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RESULTS:

During the six year period (1985 to 1990) 164 520 patients were 

admitted to the Parirenyatwa Hospital (excluding the

maternity and eye departments).

39 of these patients were diagnosed as carcinoma of the head of 

the pancreas the giving a ratio of 2.4/10 000 admissions and a 

male to female ratio of 1,2:1.

The total number of admission to the Harare Central Hospital was 

181 524; of these 81 patients were diagnosed as suffering from 

carcinoma of the head of the pancreas. This gives a ratio of 

4,5/ 10 000 admissions and a male to female ratio of 1,3:1.

The total number of admissions to both hospitals was 346 044 and 

the number of patients diagnosed as suffering from carcinoma of / * 
the head of the pancreas was 120. This gives an overall ratio of 

3,5/10 000 and a male to female ratio of 1,2:1 (See table 1 & 2).

Table 1 : Parirenyatwa Hospital

Year Admi ssi ons Mai es Females Total

1985 20,214 4 4 8

1986 20,713 1 2 3

1987 26,986 2 3 5

1988 31,275 6 3 9

1989 35,214 2 4 6

1990 30,118 3 5 8

TOTAL 164,520 18 21 39
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Table 2 : Harare Central Hospi t al

Year Admissions Males Females Total

1 985 27,091 4 6 10

1 986 28,094 8 7 1 5

1 987 29,939 9 7 1 6

1 988 30,062 0 6 6

1989 30,181 10 1 6 26

1990 36,152 5 3 8

TOTAL 181,524 36 45 81

The age distribution of patients admitted both hospitals with 

carcinoma of the head of the pancreas is shown in table 3.

The ages of the patients ranged from 37 years to 80. This gives a 

mean range of 58 years. The highest number of patients was in,.

Table 3 : Age Distribution

Mai e Female Total

35 - 40 years 0 8 8

41 - 45 years 7 4 11

46 - 50 years 11 3 14

51 - 60 years 7 11 18

56 - 60 years 9 5 14

61 - 65 years 9 1 5 24

66 - 70 years 10 3 1 3

71 - 75 years 9 5 14

76 years and over 4 0 4

the 61 to 65 years age group for both male and female.
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The signs and symptoms the patients presented with to hospital 

are shown in Table 4. All the patients presented with jaundice, 

weight loss and epigastric pains.

Table 4: Distribution of Signs and Symptoms

Signs and Symptoms No. of Patients

Epigastric pain 120

Jaundice 120

Itching 114

Pale Stools 93

Palpable gall bladder 56

Weight Loss 1 20

The duration of illness before presenting to hospital ranged from 

two weeks to about one year. The majority (63%) of the patients 

had a duration of illness less than 2 months. (See Table 5)

Table 5: Duration of i11ness/weeks

Weeks Number of Patients

1 - 5 36

6 - 10 28

1 1 - 15 20

16 - 20 1 6

21 - 25 4

26 and over 1 6



6

Table 6 shows the investigations done when the patients were 

admitted to hospital. All the patients had Ultasound Scan (USS) 

which indicated a mass arising from the head of the pancreas. 

Thirty five patients had Percutaneous Transhepatic Cholangiogram 

(PTHC) done and this showed on obstruction of the common bile 

duct at the level of the head of the pancreas.

The rest of the patients did not have PTHC done because some were 

considered too ill for the procedure, or died and the rest had an 

operation done because no early booking could be arranged.

Table 6: Investigations Performed

Investigation Number of Patients

Full Blood Count 1 20

Urea and Electrolytes 120

Liver Function Tests 120

Ultrasound Scaner 120

Percutaneous Transhepatic Cholangiogram 35

Table 7: Operative Procedures

Procedure Discharged Hospi t aly 
Mort al i t y

Cholecystoj ej unostomy 72 (60%) 21 (17%) 51 (42%)

Pancreat ectomy 0 -

No operation 48 (40%) 13 (10%) 35 (29%)
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The operative procedures done and the hospital mortality are 

shown in Table 7. Seventy two (60%) patients had a laparatomy 

and were found to have advanced disease. No resection of the 

tumour was undertaken though all had a palliative

cholecystojejunostomy. Of these 51 (42% of the total admission) 

died in hospital within a week of operation. The rest 21 (17% of 

the total) were discharged home as terminally ill patients.

There is no record of follow up.

Forty eight patients did not have any operation. These were 

either too sick for operation or refused any type of procedure.

Of these patients, 35 died in hospital and 13 were discharged 

home or to rural hospitals for terminal care. There was no 

response from four rural hospitals which were contacted as to 

what happened to these patients.

Of the patients in this study no pancreatectomy (Whippile’s 

operation) was done. If any pancreatectomy was done during this 

period of study, I was not able to find the record.
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DISCUSSION

Out of a total of 346 044 admissions to both Harare and 

Parirenyatwa Hospitals, 120 patients had a diagnosis of carcinoma 

of the head of the pancreas, a number of 3,5 per 10 000 

admissions. 71% of the 120 patients died within 2 weeks of 

admi ssion.
1

The annual inciidence in the U.S.A, is said to be between 9 and

10 per 10 000. From this study in would appear as if the 

incidence in this country is higher particularly considering that 

only patients admitted to hospital were analysed. A more 

detailed study covering the whole country would be necessary to 

get the true incidences.

The age of the patients ranged from 37 to 80 years with a median 

of 58 years.

Most of the patients presented with weight loss, epigastric pain 

and jaundice. Pale stools and itching of the skin was present 

in about 60% of the patients and less than 50% had a palpable 

mass in the epigastriom believed to be a distended gall bladder; 

a positive Courvoisi er’s sign. The gall bladder is usually 

distended or palpable in obstructive jaundice due to a neoplasm 

distal to the inter section of the cystic duct into the 

bile duct. The gall bladder seldom distends in obstructive 

jaundice due to calculi because of pre-existing cholecystitis and 

fibrosis. The duration of illness before presentation to hospital 

ranged from 2 weeks to one year. Of note is that most of the 

patients only presented to hospital because of the onset of 

j aundi ce. 
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The reason for late presentation of patients with carcinoma of 

the head of the pancreas is that in the early stages of the 

disease before there are any obstructive symptoms, pain may be 

the only symptom. But this was usually a discomfort and most 

patients ignored it until the pain was severe. In a paper by
1

Jeffrey T. Schauter in which 131 patients were reviewed, the 

most frequent symptoms were pain and weight loss. The next ‘ 

commonest was jaundice. In this study all the patients presented 

with jaundice, weight loss and pain. This is a clear indication 

of late presentation of our patients.

Of note in this study is the fact that most of these patients 

were referred from the rural hospitals where they had been 

admitted for a number of days (average of 10 days) and were only 

referred to the major hospitals because of deteriorating health. 

Furthermore there was considerable delay up to two weeks in 

performing the relevant investigations in the form of USS or PTHC 

once the patient had reached the central hospitals. The 

consequence of this delay was that most of the patients went for 

operation in a poor state of health. This could be a 

contributory factor to the high post-operative mortality.

In this study all the patients had a full blood count and liver 

function tests done on admission. Subsequently they had an USS 

done with a result highly suggestive of carcinoma of the head of 

the pancreas. Only 35 (29%) patients had PTHC done with results 

suggesting obstruction at the level of the head of the pancreas. 
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Ultrasound scan as a screening method for patients suspected of 

having carcinoma of the pancreas is highly accurate. In a
M) 

prospective study by AKIHIKO NAKAIZUNI et al in Japan . 3098

patients suspected of having carcinoma of the pancreas were 

screened by USS between January 1989 and February 1990. 328

patients had abnormal ultrasound findings, further tests revealed 

19 patients with carcinoma of the pancreas. On follow up no 

patient who had a normal USS finding was found to have carcinoma 

of the pancres. Therefore in good hands USS can be used 

accurately to exclude the diagnosis of carcinoma of the pancreas 

in patients suspected of having the disease. However further 

tests are necessary to confirm the diagnosis after USS. 

Endoscopic ultrasonography has been used a to locate 

small tumours in the pancreas which have been suspected on 

clinical grounds. It has been used in locating small endocrine
(5)

pancreatic tumours with about 82% sensitivity and tumours as 

small as 5mm in diameter have been detected.

CT Scan has been used as a confirmatory test in patients who have
(4,6,7)

been seen to have abnormal USS results . CT Scan is

also used to assess the recectabi1ity of carcinoma of the 

pancreas. it appears to be 93% sensitive in predicting 

resectability but only about 38% sensitive in predicting
(7)

i rresectabi1ity.

The localisation and degree of spread of the tumour can be 

achieved by the use of the CT Scanner, but most of the time USS 

can also pick out metastasis of the tumour.
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Other investigation which are used to confirm the diagnosis and 

help plan the management of patient with carcinoma of the head of 

the pancreas are as follows:-

Selective angiography has been used to detect the degree of 

invasion of the superior mesentric vein and portal vein. In a
(6)

study by OSANA ISHIKAWA et al in Japan it was concluded that the 

prognosis of a patient having extended pancreatectomy including 

resection of portal vein was directly proportional to the degree 

of invasion of these vessels by the tumour. Therefore 

unnecessary laparatomy could be avoided by accurate angiography 

of these vessels.

Since carcinoma of the head of the pancreas may cause duodenal 

obstruction, a barium meal may be helpful in planning the type of 

surgery the patients should have.

Some tumour markers have been used to try and detect the presence
(4)

of pancreatic carcinoma. In a study by A. NAKAIZUNI et al in 

Japan, they combined USS and elastase I (Elastase I is a 

protease present in pancreatic tissue and pancreatic

secretions, its presence in blood was measured by radioimmuno 

assay technique). They found out that USS was more accurate in 

predicting the presence of carcinoma of the pancreas.

Endoscopic retrograte cholangiopancreatography is a helpful 

investigation in planning surgery for these patients. Dilatation 

of the pancreatic duct will indicate pancreatic duct obstruction 

distally as well as the length of invasion of the common bile 
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duct and also the position of the cystic duct in relation to the 

tumour. This will help in planning the appropriate palliative 

procedure should the tumour be found to be unresectable.

Percutaneous transhepatic cholongiography helps to outline the 

billiary tree and show the position of the cystic duct. This 

also helps in planning the type of operative procedure for the 

pat i ent s.

In this study 72(60%) of the patients had a laparatomy. from the 

records obtained no pancreatic resection was done and all the 

patients had a palliative biliary by pass in the form of 

cholecystojejunostomy. No records were found of any one having 

had a gastroenterostomy combined with a cholecystojejunostomy.

Of the patients who had an operation, 51(70%) died within 2 

weeks. This is 42% of the total number of patients in this 

study. This is a eery high mortality, compared to other centres
(2)33% from a study by C:T: UBHI et al and 33% from a study by

J.T. SCHAUTER et al 1 In a paper by P: WATANAPA et al ^they 

have a post operative mortality of 17%.

No other form of palliative or curative treatment was done in 

this study other than the one mentioned above.

Carcinoma of the pancreas is a very silent disease and patients 

usually present to hospital with advanced disease. Making •
(7) 

curative surgery almost impossible. P.WATANAPA et al say only 

about 10% of patients diagnoses with carcinoma of the pancreas 

are resectable.
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Total pancreatectomy in the form of a Whipple’s procedure is 

advocate when there is no evidence of extra pancreatic invasion 

by the tumour and in the absence of distant metastasis ’ .
(•6 )

0. ISHIKAWA et al claim a 59% 3 year survival rate after

extended pancreatectomy for locally advanced disease with minimal 

portal vein involvement.

Surgical palliation for advanced disease has taken many forms 

(See below). In this study the patients who had an operation, had 

cholecystojejunostomy done as a palliative procedure for biliary 

drainage. However, cholecystojejunestomy should only 

be done if there is a patent cystic duct.

Pre-operative assessment of the position of cystic duct in 

relation to the tumour should be undertaken.

Some surgeons prefer to do a choledochojejunostomy combined with
(7)

a gastrojejunostomy . This will avoid reoperating a patient if 

he gets cystic duct obstruction or duodenal obstruction from the 

tumour. However some believe that most of the patients with 

advanced disease may not live long enough to obstruct the
(2)

duodenum and find no need for gastroenteroscomy.

My own view is that the patients should be given the benefit of 

the doubt. The best possible surgical treatment should be given 

to each patient. A biliary by pass with a gastroenterostomy 

would be best for patients with advanced disease, considering 

that there may be some patients who my live long enough to get a 

duodenal obstruction from the tumour.
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The use of stents as a means of biliary decompression in patients 

too ill to stand operation has become popular. Stents are 

metalic tubes of different sizes which are used to relieve 

obstruction. The right size of stent has to be used. If it is 

small it may slip off and then not serve any purpose. If it is 

too big then adequate cannulation may not be achieved or it 

may cause necrosis of the bile duct which might lead to bile 

leakage and cause biliary peritonitis. These stents can be 

placed by the internal or external routes . To place a stent 

by the external route, first percutaneus transhepatic cannulation 

of the biliary tree is done and the cannula is advanced until it 

reaches the level of the obstruction. A stent is then introduced 

into the cannula and passed through the obstruction. Once it is 

determined that the stent is in place and draining, the cannula 

is removed. The internal route of stenting is done by canulating 

the bile duct as if doing a endoscopic retrograde

cholangiopancreatogram. The stent is then pushed through the 

cannula until it is in place. There are many types and sizes of 

stents. Some of the stents expand to increase the diameter once
(81they are in place. In a study by R.C. Gordon 50 patients were 

treated by transhepatic placement with implantation at the first 

treatment session. The average hospital stay of the patients was 

three days with a 30 day mortality of 8%. The use of stents 

appears to be associated with a lower mortality than surgical 

bypass.
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Most of our patients present to hospital with very advanced 

disease. At times it is very difficult to do on open operative 

bypass procedure because of the high mortality. Since stenting 

is associated with a low mortality and a short hospital stay, I 

believe we should try to have stents available for our patients.

Chemotherapy has been tried as a form of palliation for advanced 

disease, but because these patients are usually in a poor state 

of health, it has been very difficult to choose the appropriate 

chemotherapeutic agent because of their toxicity.

(9
In a trial of radiotherapy and chemotherapy by R. KONAKI et al 

with 5 flurauracil, 81 patients were studies but there
(10)

was no evidence of disease control. L.Canobbio et al used a 

somatostatin analogue BIN 23014 on 19 patients. In their study 1 

patient had a partial response which lasted for about 6 months, 6 

patients had stable disease for about 4 to 12 months, 11 patients 

had progressive disease. So far no chemotheraputic agent has 

been found to contral carcinoma of the pancreas.

From this it is clear that carcinoma of the head of the pancreas 

carried a very high mortality. One of the reasons is the late 

presentation of patients to hospitals. Once these patients get 

to hospital there is considerable delay in making the necessary 

investigations before any definitive operative procedure can 

be undertaken. The main reason for the delay in having the 

investigations done is mainly limited equipment and professional 

staff . 
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Most of the patients (73) in this study were referred from 

peripheral hospitals where there is no facility for USS. 6 of the 

patients found themselves in the infectious diseases hospital 

being investigated for hepatitis. Some of the patients were 

under the care of the physicians and were only referred to the 

surgeons after an USS suggested carcinoma of the

pancreas. In some cases because of the poor referral system 

there was a delay of a week or more before these patients were 

seen. Possibly a consultant to consultant referal system 

would be more productive because usually it is the Junior 

House Officer who writes the consult letter which he then gives 

to another Junior House Officer and it has then to be passed on 

to the consultant with consequent delays. If we are to be in a 

position to help these patients we have to streamline our 

medical care for patients suspected of having carcinoma of the 

pancreas.

In this study 85 patients were admitted with carcinoma of the 

pancreas as the likely diagnosis but only 17 had USS done within 

a week of admission. The USS was done outside the hospitals.

On admission any patient suspected of having carcinoma of the 

head of the pancreas should be admitted by the surgeons. The 

surgeons should then aim at making the necessary investigations 

as soon as possible say within a week. This can be be achieved 

by making the necessary arrangements with the radiologists so 

that they can put these patients on their priority list for USS 

and PTHC. One hopes that in the near future our manpower will be 
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better than it is today since this is the main reason for so much 

delay in getting appropriate investigations early for our 

pat i ent s.

With the limited resources we have our patients one getting the 

best care that is possible. But one hopes to see the day when we 

will be in a position to help these patients who are said to be 

too sick for operation. It is clear these patients can get some 

form of palliation and get adequate biliary by pass by non 

operative means using stents. Even though these patients with 

advanced disease do not live for long, at least they will be able 

to live comfortably before they die.

Even though there is no conclusive evidence that radiotherapy 

will help patients with carcinoma of the pancreas, there are a 

few patients who have been seen to get some remission or arrest
(9)

of the disease for a few months . I believe a closely 

monitored trial on our patients should be considered.

A more detailed prospective study is necessary to evaluate fully 

the management of patients with carcinoma of the head of the 

pancreas.

In this study all the patients suspected of having carcinoma of 

the pancreas should be under the care of the general surgeons and 

all the necessary investigations done as soon as possible. These 

would include LFTs, USS of the abdomen and PTHC. Extra care must 

be taken to ensure that the patients are prepared for theatre so 

that they are biochemically and nutritionally as near normal as 

possible. In this way we will be able to see how well 

our patients withstand the surgical procedures. There has to be 

adequate follow up of these patients. The follow up can be done 

at the central hospital or at the rural hospitals but all the 

information on these patients must be centralised.
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CONCLUSION:

Although carcinoma of the head of the pancreas is not the 

commonest carcinoma in Zimbabwe, it is about the 15th, it carries 

such a high mortality that these patients deserve special care. 

The main reason for such a high mortality is that it is a silent 

disease and patients present to hospital late when the disease 

has already spread.

Of the 120 patients admitted to our hospitals over a 6 year 

period, all had such advanced disease that only palliative 

surgery was possible in 72. If USS was used to screen 

patient in all the hospitals in this country then it would be 

possible to get some of the patients with localised disease.

The other main problems in the management of the patients in our

hospitals is poor investigation facilities. As previously

ment i oned before these can be minimised by having those patients

suspect ed of having this disease under the care of interested

physicians and surgeons and an attempt made to utilise the 

available equipment in a manner that would avoid unnecessary 

delays.

The surgical management of these patients is the best these 

patients could have got since we can not use what we do not have, 

but I believe we should try to get stent insertion facilities for 

our patients.

Patient follow up must improved. From this study it is clear 

that those patients who were discharged to the rural hospitals 

were never seen again up by the surgeons who performed the 

operation. Close liason with the rural hospitals could be very 

helpful.
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