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INTRODUTION 

 

Ampulla of Vater cancer is rare diseases, accounting for about 

0.2% rate in all types of gastrointestinal cancer [87]. 

Ampulla of Vater is related closely anatomy of the 

extrahepatic biliary tract disease with clinical manifestations 

generally earlier than other cancer. Ability radical surgical treatment 

for ampulla of Vater cancer (50% of cases) is than with other kinds of 

periampullary cancer (10% of cases). Therefore vital prognosis after 

cancer treatment ampullary of Vater better [6]. 

Although pancreatic head resection duodenum is the optimal 

treatment method, but is still considered a complex surgery, there are 

techniques to restore digestive pancreatic circulation, have more 

complications, complication and mortality rate high casualties. At the 

time of Whipple surgery was first described in 1935, the mortality 

rate was 50% [15].  

Understanding the pathological characteristics of the ampulla 

of Vater cancer, the study applies the appropriate treatment 

techniques to minimize complications, surgical complications and 

mortality, improve survival time after surgery for patients in the 

current conditions in Vietnam as a matter of urgency, to contribute to 

standardize and expand this methodology to surgery or provincial 

hospital. 

I performed the theme: "Assessment results pancreatic head 

resection - in the treatment of duodenal ampullary of Vater 

cancer". With two goals: 

1.  To the search clinical characteristics, subclinical pathology 

ampulla of Vater cancer. 

2. Study specification and evaluation results 

pancreaticoduodenectomy treatment ampulla of Vater cancer. 
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Chapter 1 

OVERVIEW 

 

1. PROFILE BLOCKS THE HEAD OF THE PANCREAS AND 

DUODENUM ANATOMY 

1.1. The head of the pancreas and duodenum anatomy 

1.1.1. Duodenum anatomy 

Duodenum starts at the pyloric to corner jejunal colonel, 25- 

30 cm long duodenum, a diameter of 3-4 cm. The first part of 

duodenal ballooning, down a narrow section in the middle where a 

dozen large papillae, horizontal section and in that narrow mesenteric 

vascular crossing, adjacent duodenum following abdominal wall and 

blood vessels before the spine, often shaped like the letter C hugged 

pancreatic head [1], [9], [18]. 

1.1.2. Pancreas anatomy 

The pancreas is a soft organ, elongated, flattened lay across 

the lumbar spine, left turn uphill behind the peritoneum, the right of 

the pancreas as the duodenum, the left is the spleen, size changes, 

long 12-20 cm, 6 cm high and 3 cm thick, pancreatic adult weighs 

about 70-100 grams [61]. The pancreas is covered by a layer of 

connective tissue good, but not how real pancreas and is divided into 

4 sections [9], [61], [132]. 

1.1.3. System of pancreatic ducts 

1.1.3.1. Pancreatic duct: Pancreatic duct runs from the pancreatic 

tail through the axis of pancreatic pancreatic body, crossing over the 

level of the spinal column of 12 thoracic vertebrae and the lumbar 

vertebrae of the main duct 2. The length of 18-30 cm, large most 

pancreatic head (3-4 mm) and smaller towards the tail of the 

pancreas. Pancreatic duct diameter 2-3 mm in body and 1-2 mm in 

pancreatic tail [114]. 
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1.1.3.2. Pancreatic duct accessories: Separated from the main 

pancreatic duct, went on to turn up at the little nubs down dozens DII 

duodenum. The relationship of the pancreatic duct, common bile duct 

and pancreatic duct parts as follows: 

There is no connection between the pancreatic duct and 

pancreatic duct accessories (10%). No baby nurse papillary (30%). 

Wish dozen distant parts of the baby but were too small pancreatic 

duct secondary to pancreatic juice can go through (rare) [114]. 

1.1.3.3. Ampulla of Vater: The term "Ampulla of Vater" named 

after the German anatomist Abraham Vater was first described in 

1720 as a bulging spot where the confluence of the common bile duct 

and pancreatic duct. Under Michels Vater ball is divided into 3 

categories. Type I: pancreatic duct with bile duct to form Vater 

before flowing into the duodenum in a dozen large papillae (85%), 

type II pancreatic duct and bile duct into the small intestine through 

the 2 individual positions over a dozen large papillae (5%), grade III: 

pancreatic duct and bile duct into the small intestine via 2 position is 

not on the dozen major papilla (9%) [114]. 

1.1.3.4. Sphincter of Oddi: A set of multiple fiber ring, essentially 

smooth muscle fibers. The effect of this facility closed to prevent 

reflux of digestive juices into the biliary and pancreatic ducts. The 

facility consists of 4 main bundle: 

1.1.4. Pancreatic blood vessels 

1.1.4.1. Artery 

The pancreas is nourished by the blood supply that's two 

main sources of the celiac artery and superior mesenteric arteries 

[18], [26], [132] 

1.1.4.2. Vein 

Venous blood obtained pancreatic blocks then put on the 

portal vein, spleen vein, superior mesenteric vein. Four duodenal 

pancreatic head veins is superior previous pancreatic vein was 
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connected omentum's vein, superior post pancreatic vein was into 

portal vein on the border of the pancreas, post – anterior inferior 

pancreatic vein was into the superior mesenteric vein by a joint body 

or two individual body. 

2. CHARACTISTIC APULLA OF VATER CANCER 

2.1. Epidemiology 

Ampulla of Vater cancer is rare disease, approximately 0.2% 

of all gastrointestinal cancers. Histopathology of the ampulla of Vater 

cancer according to the World Health Organization (WHO), the 

majority are gland carcinoma (95%), papillary carcinoma, carcinoma 

type intestinal glands, carcinoma mucous glands, clear cell cancer, 

squamous cell cancer ring, gland cell cancer - squamous, squamous 

cell carcinoma, small cell carcinoma, large cell carcinoma and 

undifferentiated type. 

2.2. Diagnose 

2.2.1. Clinical symptoms 

 Obstructive jaundice is the most common symptoms in 

advance at the rate of 60-80% of patients. Due to the anatomical 

location of ampulla of Vater involving the distal part of the bile duct 

and pancreatic duct should symptomatic obstructive jaundice 

appeared earlier than other kinds of periampullary cancer. Along with 

obstructive jaundice may experience large gall bladder, pain in the 

lower stretch right upper quadrant. Symptoms of anorexia (82.5%), 

abdominal pain (20-70%). 

2.2.2. Subclinical 

2.2.2.1. Biochemical: CA 19-9 (Carbohydrate Antigen): Not a 

nonspecific indicator for ampulla of Vater cancer. 

2.2.2.2. Abdominal ultrasound 

Abdominal ultrasound is the first vehicle to be used to assess 

overall for patients who show signs of obstructive jaundice, evaluate 

the state of relaxation when the pancreatic duct of 3 mm in diameter, 
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but ultrasound to detect ampulla of Vater tumors currently do not 

have when well done. When tumors > 2 cm ultrasound can detect 

75% of cases. 

2.2.2.3. Endoscopic duodenum 

Color observed in duodenal mucosa papilla of Vater location, 

rough lesions ampulla of Vater, encroachment of the tumor in the 

duodenum D2, finally biopsy accurately diagnose before surgery [91]. 

2.2.2.4. Endoscopic ultrasound 

Endoscopic ultrasound is the imaging method is often used to 

survey and description of tumor invasion into the duodenum, 

neighboring structures, plants bile and pancreatic tissue, lymph nodes 

and blood vessels abdomen. Endoscopic ultrasound can distinguish 

ampulla of Vater tumors at an early stage (T1 / T2) with advanced 

stage (T3 / T4), the sensitivity and specificity of 78% and 84% [71]. 

2.2.2.5. CT scan 

CT scan dye coils have allowed us to identify the location, 

tumor size < 1 cm, tumor morphology as well as the phenomenon of 

angiogenesis in or around the tumor (97%) cases [49], [74]. 

2.2.2.6. Staging of association under the US oncology AJCC 2010 

Table 1.2: Classification stage oncology associations under US AJCC 

2010 

Stage Describe T N M 

0 Localized Tis No Mo 

IA Localized T1 No Mo 

IB Localized T2 No Mo 

IIA Invasive T3 No Mo 

IIB Invasive T1-3 N1 Mo 

III Progressive T4 Any N Mo 

IV Metastasis Any T Any N M1 

According to the National Cancer Association USA are 

diagnosed with pancreatic cancer stage IV (55%), stage III (13%), 

stage II (22%) and Phase I (10%) [120]. 
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2.2.3. Pancreatic head resection method duodenal Whipple 

Laparotomy assessments together with extra-pancreatic 

lesions such as peritoneal fluid, peritoneal metastasis, liver 

metastasis, abdominal lymph nodes, extent of tumor invasion [81]. 

Making techniques to mobile Kocher right bank widely D2 duodenal 

pancreatic head and back from a vein and abdominal aorta, put your 

hands behind the pancreatic head tumor palpation, if also a little 

bottle pancreatic tissue usually between tumor and pulse of the 

superior mesenteric artery, the tumor can be cut. 

Gallbladder, bile duct cut across the common hepatic duct, 

bile duct separating out the front superior mesenteric vein , while 

removing lymph nodes along the stem liver. Compelling, cutting 

position duodenal artery in the liver where the division's own arteries 

and arteries to your duodenum (pay attention to the extraordinary 

ability of its own hepatic artery comes from the superior mesenteric 

artery). superior mesenteric vein dissection revealed the first door on 

the coast and Strait of pancreas, omentum cut vascular bundles you 

must, exposing superior mesenteric vein duodenal segment runs 

squeezed through D3 and D4, cutting gastric antrum pylorus 

otherwise preserved. 

Pancreatic waist was resected, pancreatic stump was 

mobilize until confluence angle between the splenic and pancreatic 

vein, pancreatic head was dissected go out the portal vein and 

superior mesenteric vein until hook tip pancreas, duodenum and 

Treitz angle D4 is mobile. 

2.3. Complications 

Surgical complications dozen blocks pancreatic cancer 

treatment is often very heavy ampulla of Vater, in addition to the 

normal complications such as gastric stasis, transient acute 

pancreatitis, residual abscess, redness, infection ... wound, still faces 

serious complications related to the surgery threatened the lives of 

patients, such as bleeding, anastomotic pancreatic digestive probe. 
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Chapter 2 

SUBJECTS AND METHODS 

 

2.1. RESEACH SUBJECTS 

All ampulla of Vater cancer patients was performed 

pancreaticoduodenectomy  Whipple method at Hue Central Hospital 

from 01-01-2010 to 31-12- 2015. 

2.1.1. Patient selection criteria 

Ampulla of Vater cancer underwent 

pancreaticoduodenectomy classic Whipple procedure or Whipple 

procedure modified. Diagnosis is confirmed by postoperative 

pathology. No restrictions on age and gender. Be monitored before, 

during, after surgery and periodic inspection results from 3 months to 

24 months after surgery. 

2.1.2. Exclusion criteria 

Ampulla of Vater cancer had metastasized ball the other 

organs outside the pancreas (liver, peritoneal or distant metastases). 

Ampulla of Vater cancer has invaded neighbouring macrovascular 

(superior mesenteric vascular, abdominal aortic artery).  

2.2. METHODS 

2.2.1. Study Design: Description interrupted, uncontrolled 

intervention 

2.2.2. Specimens  

Based on the sample size calculation formula described ratio: 

 ×  

n: the minimum required sample size for the study, α: Type I error, 

accepted by 5% (0.05), respectively,    = (1.96)
2
, p: Percentage 

pancreatic head resection successfully predicted duodenum. We 

select the desired success rate of about 98% of the study (0.98), q = 1 
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- p = 1-.98 = 0.02, d: desired accuracy is 0.05 ie acceptance rate of 

technical success ranged from 93% to 100%.
 

Instead formula we have: n ≥ (1.96)
2
 × 0.98 × 0.02 / (0.05)

2
 = 30.1 

The minimum sample size of the study is 30. 

2.2.3. Indicators study the clinical characteristics and subclinical 

a) General characteristics: age and gender. 

b) Clinical Features 

- Fever, anemia, fatigue, loss of appetite. 

- Abdominal pain, jaundice, yellow eyes, skinny unexplained 

weight loss, weight loss increases gradually, bloody stool, 

itching, vomiting, gall bladder large, large liver, collateral 

circulation, ascites. 

c) Subclinical traits 

- Hematology 

- Blood chemistry 

- Tumor marker 

- Abdominal ultrasound 

- Computed tomography 

- Endoscopic duodenal 

2.2.4. Tumor size 

The specimens was cuted to be evaluated in terms of age, 

determine the location, size and length measured by the diameter of 

the horizontal and vertical diameter of the tumor, taking the largest 

diameter do research. 

2.2.5. Results surgical histopathology 

Results pathology of lesions after surgery as evidence 

evaluation TNM according to the American Cancer Society AJCC 

2010 
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Stage Describe  T N M 

0 Localize  Tis No Mo 

IA Localize  T1 No Mo 

IB Localize  T2 No Mo 

IIA Invasive  T3 No Mo 

IIB Invasive  T1-3 N1 Mo 

III Progressive  T4 Any N Mo 

IV Distant 

Metastasis  

Any T Any N M1 

 

2.2.6. Overall assessment during surgery 

- Duration of surgery (in minutes) 

- Blood transfusion during surgery 

2.2.7. Result evaluation 

2.2.7.1. The tracking index after surgery 

- Flatus Time (GMT): from the end of surgery. 

- Time of the tube is removed (days): from the first day after 

surgery. 

- Time to withdraw abdominal drainage (days): from the first 

day after surgery. 

- Time to withdraw sonde nurture jejunum (days): from the 

first day after surgery. 

- Time to start pumping intravenous fluids nourish jejunum 

(days): from the first day after surgery. 

- Length of stay: from the date of surgery to the date of 

discharge (day). 

2.2.7.2. General postoperative complications 

- The number of patients with complications. 

- The patient has a complication. 

- The number of patients with more than one complication. 

- Factors affecting postoperative general complications. 
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+ Treatment Octreotide (Sandostatin). 

+ Blood transfusions after surgery from two or more units. 

2.2.7.3. Results monitored after surgery 

- Patients are monitoring changes in health status over a period 

of 3-24 months after surgery. Clinical examination, subclinical 

(tumor marker), endoscopy. 

- Clinical manifestations: Fever, anemia, edema, ascites, 

gastrointestinal disorders, abdominal pain. 

- Gastroscopy: Review your situation colonic anastomotic 

(ulcers), Status stagnant bile in the stomach: Yes or no. 

- Duration of survival after surgery: The patient is monitored 

until the end of the month 12.31.2015 figures. 

- Prognostic factor of survival after surgery: TNM staging. 

2.2.8. Data processing 

Data processing method biostatistics algorithms. Test test 

used: Chi-square test (χ2) to compare proportions. T - test to compare 

two average, comparisons with statistically significant when p <0.05. 
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Chapter 3 

RESEARCH RESULTS 

 

3.1. CLINICAL FEATURES 

3.1.1. General features 

3.1.1.1. Ages 

Table 3.1. The age distribution of the ampulla of Vater cancer 

Ages   n = 44 (%) 

< 20 1 2,3 

20 – 39 4 9,1 

40 – 59 23 52,2 

60 - 79 15 34,1 

≥ 80 1 2,3 

Total 44 100 

The mean age = 56.1 ± 14.0 (18-83), aged 41-60 (52.2%) compared 

with age> 60 (36.4%) significantly differences (p <0.0001). 

 

 
Figure 3.1. Sex distribution of patients 

Men was more than female ratio male/female = 2.1 
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3.1.3. Clinical features 

3.1.3.1. Systemic symptoms 

Table 3.3. Systemic symptoms 

Symptoms  n = 44 (%) 

Fever  3 6,8 

Fatigue  22 50,0 

Anorexia  26 59,1 

 Common systemic symptoms are anorexia 26/44 (59.1%), 

fatigue 22/44 (50.0%) and fever only 3/44 (6.8%) patients. 

3.1.3.2. Functional symptoms and entities 

Table 3.4. Functional symptoms and entities 

Symptoms  n = 44 Tỷ lệ (%) 

Colic   44 100,0 

Jaundice  39 88,6 

Magally gallbladder 28 63,6 

Weigh loss 25 56,8 

Itchy  25 56,8 

Mega - liver  11 25,0 

Vomiting  4 9,1 

Colic was 100%, followed by jaundice, yellow eyes (88.6%), 

distended gallbladder (63.6%), body weight loss (56.8%) and pruritus 

(56, 8%). 

3.1.4. Subclinical traits 

3.1.4.1. Hematology 

Table 3.5. The index preoperative hematologic 

 n = 44 Medium  SD Min  Max  

White blood cells 44 7,7 2,5 2,8 15,2 

Red blood cells (M/uL) 44 4,1 0,6 3,2 5,4 

Hemoglobin (g/L) 44 11,7 1,2 9,8 14,1 

Hematocrite (g/l) 44 35,3 3,8 28,9 43,3 

Prothrombin (%) 44 98,7 8,3 79,0 126,0 

HC: 4.1 ± 0.6 (3.2 to 5.4). 



13 

3.1.4.3. Tumor marker 

Table 3.7. The concentration of the cancer marker 

 n = 44 Medium  SD Min  Max  

CA 19 - 9 (U/L) 44 270,7 469,5 0,1 1998,0 

CEA (U/L) 41 3,8 2,8 0,8 15,1 

CA 19-9 often increase, the average increase is 15 times than normal. 

3.1.4.5. CT scan 

Table 3.9. Results reported by CT scan before surgery 

Symptoms  n = 44 (%) 

Lymphanode  13 29,5 

Common bile duct dilations (> 6mm) 28 63,6 

Pancreatic duct dilated (> 3 mm) 17 38,6 

Megally gallbledder 24 54,5 

Tumor invade distal common bile duct 5 11,4 

Tumor invade duodenum 6 13,6 

Tumor invade pancreatic head 1 2,3 

Common bile duct dilation was 28/44 (63.8%), pancreatic 

duct dilation was 17/44 (38.6%), tumor invade duodenum 6/44 

(13.6%) and invasive duct terminal was 5/44 (11.4%). 

3.1.4.6. Endoscopic duodenum 

 

Figure 3.2. Endoscopic duodenal results 

Tumor ampullary Vater was discovered by endoscopic 

duodenal is 17/44 (38.6%), mucositis ampulla Vater was 10/44 

(22.8%) patients. 
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3.1.6. Tumor size after surgery 

 

Figure 3.3. Tumor size 

Tumor ≥ 2 cm in size high proportion 28/44 (63.6%) patients. 

3.1.7. Histopathological staging according to pathologist after 

surgery 

Table 3.13. Staging according oncology associations US 

stages n = 44 % 

0 1 2,3 

IA 6 13,6 

IB 24 54,6 

IIA 7 15,9 

IIB 6 13,6 

Tatal  44 100,0 

 Ampulla of Vater cancer distributed at the end of the period, 

but the frequency of the most compared to the remaining stages are 

stages IB 24/44 (54.6%) patients. 
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3.3. RESULT EVALUATION 

3.3.2. The indicators are monitored after surgery 

Table 3.26. The tracking index after surgery 

Date  n = 44 Medium  SD Early  Older  

Trung tiện (hour) 44 83,3 32,5 24 168 

Drainage abdomen (day) 44 9,5 5,8 3 41 

Nasogastric tube (day) 44 5,9 2,2 3 13 

Enteral nutrition  (day)  44 6,0 3,1 2 16 

Hospital stay (day)  44 30,9 10,7 10 67 

Pancreatic duct drain (day) 20 9,6 1,47 7 13 

Jejunostomy  (day) 44 11,8 4,16 7 30 

 Number of days of treatment medium: 30.9 ± 10.7 (10-67 

days), time to withdraw abdominal drainage medium: 9.5 ± 5.8, and 

the time to eat again after surgery medium: 6.0 ± 3 ,1 day. 

3.3.6. General postoperative complications 

Table 3.29. General postoperative complications 

Complications  n = 44 (%) 

Complicated patients 14 31,8 

Multiple complications 5 11,4 

Intraluminal bleeding  2 4,5 

Extraluminal bleeding  1 2,3 

Pancreatic fistula (B) 1 2,3 

Biliary fistula  1 2,3 

Delayed gastris emptying 3 6,8 

Intra - abdominal fluid collection  3 6,8 

Pancreatitis of the coff 6 13,6 

Wound infection 2 4,5 

Pneumonia  1 2,3 

Mortality  0 0 

 General postoperative complications include: 14/44 (31.8%) 

patients, some patients have more than one complication 5/44 
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(11.4%) patients. In which detection of complications of pancreatic 

01/44 (2.3%), 03/44 bleeding (6.8%), transient acute pancreatitis 6/44 

(13.6%) and no patient deaths. 

3.3.9. Track after surgery 

  Patients under 60 months is the longest track, the shortest 

track patients 3 months, the patients were monitored over 24 months, 

33 (75.0%) and those who survived continue to be monitored 25 

(56.8% ) patients (table 4:41). 

Table 3.35. Clinical manifestations of an examination 

Symptoms  
3 month 12 month 18 month 24 month 

n=43 % n=40 % n=40 % n=33 % 

Jaudice  1 2,3 1 2,5 0 0 0 0 

Diarrhoea  0 0 0 0 1 2,5 1 3,4 

Abdominal pain 1 2,3 2 5,0 5 10,0 3 8,8 

Recurrence  0 0 0 0 1 2,5 1 2,9 

The majority of patients after surgery have improved much 

on clinical symptoms, however, occasional abdominal pain is 

common after surgery from 18-24 months at a rate of 8%, 

respectively - 10%; digestive disorders at 18 months 1/40 (2.5%). 2 

patients noted clinical relapse in months 18-24 months after surgery. 

Table 3.39. endoscopic gastroduodenum  

Endoscopic stomach  
3 month 12 month 18 month 24 month 

n=34 % n=39 % n=29 % n=25 % 

Gastrojejunostomytitis  7 20,6 6 15,4 5 17,2 7 28,0 

Bile at stomach delaye 0 0 1 2,6 0 0 2 8,0 

Nomal  27 79,4 32 82,0 24 82,8 16 64,0 

 Accumulation of bile in the stomach ranges from 2.6% - 

8.0% of patients, inflamed colonic anastomotic're pretty high 

percentage, from 20.6% - 28.0% of patients at each time of upper 

endoscopy thick after surgery. 
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Table 3.42. The average survival time predicted by Kaplan - Meier 

Date  n = 44 Medium  Median  SE 

Survival (month) 44 36,80 34,5 3,39 

Predicted survival time under Kaplan - Meier of 40 patients after surgery 

are monitored during the study period was 36.8 ± 4 months. 

Table 3.43. Univariate analysis of prognostic factors T affecting on 

overall survival of ampulla of Vater cancer 

Tumor n = 44 Survival SE P 

Ti 1 38,26 0,00 

P > 0,05 
T1 6 31,21 9,20 

T2 26 22,02 1,65 

T3 11 18,08 4,64 

Time postoperative survival between Ti, T1, T2 and T3 are 

different but the difference is not statistically significant (P> 0.05). 

Table 3.44. Univariate analysis of prognostic factors stage disease 

affecting on overall survival of ampulla of Vater cancer 

Stage  n = 44 Survival  SE P 

0 1 58,26 0,00 

P < 0,05 

IA 6 31,21 9,20 

IB 24 22,45 1,76 

IIA 7 17,33 5,14 

IIB 6 18,53 6,50 

Survival time after surgery have obvious differences between the 

stage, the difference has statistical significance (p <0.05). 

Table 3.45. Univariate analysis of prognostic factors cell differentiation 

affecting on overall survival of ampulla of Vater cancer 

Differentiated  n = 44 Survival  SE P 

Well difference  30 48,15 4,34 

P ≤ 0,05 
Moderately differentiated 7 41,85 7,35 

Poorly differentiated 6 24,73 2,80 

Others   1 14,66 0,00 
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  Degree of cell differentiation related to statistically significant 

survival time after surgery (p <0.05). Well-differentiated levels lived 

longer than differentiation medium, poorly differentiated and other 

types of differentiation. 

 

Chapter 4 

DISCUSSION 

 

4.1. Age and gender 

 Ampullary carcinoma is a disease rare, according to the 

literature, they ranked second accounting for approximately 7-10% of 

periampullary cancer after pancreatic head cancer and usually have a 

better prognosis if detected early and radical surgery. Distribution 

ampulla of Vater cancer disease differ between the sexes, according 

to several studies, the men usually have higher morbidity rate than 

women. 

 In this case series, the mean age was 56.05 ± 14.02 (range: 

18-83), the highest incidence in the age group of 41-60 (55.2%) to (p 

<0.0001 ). Men with cancer twice as many women Vater (Chart 3.1). 

Research Klempnauer J (1997), at the University Hospital Hannover, 

including 94 patients with pancreatic head resection is the duodenum, 

aged 34-82 (mean 63), Talamini MA (1997), at Johns Hopkins 

Hospital with 120 patients, aged 34-90 (mean 65), Aranha VG 

(2006), aged 21-90 (mean: 68), Amico CE (2013), with 54 patients 

with pancreatic duodenal decapitated, with the aged 16-90 (mean 

54.5). Dong K (2013), 165 patients with pancreatic duodenal 

decapitated, ages 31 - 72. We find that: age younger days a disease 

through studies throughout the past 20 years, this risk warning a body 

Vater cancer in young people, people in working age is increasing, 

affecting the quality of the race. 
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4.2. Clinical Features 

 Common clinical symptoms of ampullary carcinoma was 

abdominal pain (100%), jaundice (88.6%), gallbladder large (63.6%), 

followed by symptoms of weight loss (56.8%) and pruritus (56.8%), 

sometimes palpable enlarged liver (25%) and vomiting (9.1%). 

According to Nguyen Tan Cuong (2004), the clinical symptoms are 

the most common jaundice, loss of appetite and abdominal pain, who 

in turn 83.5%; 82.5% and 78.6%; the author also recorded three 

patients with preoperative diagnosis was bile duct stones and 

discovered a tumor patients after open bile duct stone removal a 

month. Le Loc and Pham Nhu Hiep (2004), symptoms appear most 

are still accounted for 98.1% of jaundice. Tran Dinh Quoc (2004), 

over 103 patients ampulla of  Vater cancer, jaundice is common 

(83.5%), followed by anorexia (82.5%), abdominal pain (72.8%) and 

fall weight (67%). 

 Hayes DH (1987), and the most significant symptoms had 

the highest frequency of cancer of the skin is golden ball Vater 81%, 

followed by unexplained weight loss and abdominal pain 70% 62%. 

4.3. Subclinical traits 

 Before surgery, all patients must be adjusted red cells count 

has reached over 3.0 - 3.5 million / ml, hemoglobin above 9.0 g / dl, 

and the hematocrit above 30%. 

 The mean red blood cells was 4.05 ± 0,55, average 

hemoglobin was 11,66 ± 1,17, average hematocrite was 34.64 ± 5.95 

(table 3.5). Expression status of preoperative biliary obstruction of 

patients with bilirubin majority increased, medium bilirubin was  

154.11 ± 117.17 (table 3.6). The tumor marker CA 19-9 to rise, 

averaging 270, 69 ± 469.49 (0.1 to 1998). Although CA 19-9 is not 

specific for cancer pathology ampullary of Vater when the 

concentration of CA 19-9 increases, the diagnosis is very valuable. 
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4.3.1. Tumour Size 

 Most of tumor was more than 2 cm (64%) cases (fig 3.3). 

Although, the majority of large-sized tumors of 2 cm, however, the 

level of localized invasive longer in place, no invasive superior 

mesenteric artery and vein or invade the abdominal aortic artery, 

these are important anatomical landmarks decisions as well as the 

surgical prognosis. According to Pham Nhu Hiep Le Loc and (2004), 

when fully localized tumor in the pancreatic head, without 

encroaching on the superior mesenteric vascular bundles, the ability 

to cut the head of the pancreas duodenal that can be done and the first 

generally good quality. 

4.4. Results surgical histopathology 

 Choi reported (2011), 78 ampullary carcinoma patients 

underwent pancreaticoduodenectomy, which the invasion of T1 

tumors (17.1%), T2 (22.2%), T3 ( 31.4%) and T4 (24.3%); classified 

according to AJCC stages including stage IA (14.3%), stage IB 

(20%), stage IIA (20%), stage IIB (18.6%), stage III (25, 7%) and 

stage IV (1.4%). The authors concluded that the level of 

differentiation and invasiveness of cancer prognostic factors affect 

survival time after surgery. 

4.5. Treatment after surgery 

 Recovery time peristalsis, medium was 83.3 ± 32.5 (range 

24-168 hours); duration of   Jejunostomy tube was 6 ± 3.1 day (2-16 

days); duration of gastric tube was 5.9 ± 2.2 (3-13 days); length of 

abdominal drainage edge pancreatic anastomotic 9.5 ± 5.8 (3-41 

days) and length of hospital stay of 30.9 ± 10.7 (10-67 days) (Table 

3:26). Recently, nurturing opinion soon after surgery was more 

interested authors, especially with a heavy surgery of the digestive 

tract has been focused on nutrition issues. According to Chu Thi 

Tuyet (2015), 124 patients studied were divided into two groups for 

comparison. The author observed that comprehensive nurturing 
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group (average 37.7 feeding early hours after surgery) with high-

energy product from 1.5 to 2 kcal / ml, improved clinical indicators 

such as flatus time earlier and 67.0 hours, infectious complications is 

very low: no cases of anastomotic detectors or podium. Wound 

infection 1.6%, 1.6% and respiratory infections have reduced the 

number of days of hospitalization. 

4.6. General complications 

 In the study (Table 3:29) we had 14 (30.8%) patients had 

complications and some patients had more than one complication 5 

(11.4%); most acute pancreatitis complications after surgery 6 

(13.6%), acute pancreatitis occurred a few hours after surgery, 

persistent for several days, no symptoms of clinical, laboratory blood 

amylase triple normal blood amylase concentrations, followed by 

residual abscess complication 3 (6.8%), gastric stasis 3 variables 

(6.8%), wound infection 2 (4 , 5%), anastomotic bile intestinal probe 

1 (2.3%). The most severe complication is detected pancreatic 1 

(2.3%) patients and bleeding after surgery 3 (6.8%) patients. 

4.7. Results of monitoring 

 The rate of recurrence of ampulla of Vater cancer in many 

studies previously has announced approximately 38-42%, locations 

metastasis is usually at the liver or lymph node metastasis to 

abdominal cave and aortic artery. 

4.8. Track clinical outcomes. 

 Three months post-surgery health has fully recovered, the 

patient can perform activities that require physical exertion such as 

heavy bags when grocery items or a heavy suitcase or the patient can 

walk the road long or walk up the stairs without breathing problems. 

However, jaundice recurrence met a patient at 3 months and 12 months 

after surgery, abdominal pain more common in time of 18-24 months 

rate was  8% - 10%. General assessment of mental, physical and social 

aspects of the majority of patients after surgery is quite good. 
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4.9. Subclinical 

 Endoscopic gastroduodenal was evaluate the state of 

gastrointestinal anatomosis, anastomotic duodenojejunum, 

particularly important for the situation in the pancreaticogastrotomy 

anastomosis has risk bile stasis in the stomach and occlusion 

pancreatic duct. Recurrences of anastomosis was 2.6% in 12 month 

and 8.0% in 24 months after surgery, anastomotic gastrointestinal 

ulcer rate was 20.6% - 28% at the time of endoscopy (table 3.39). 

The Anh (2014), studied 60 patients underwent  

pancreaticoduodenectomy only use pancreaticogastrostomy 

anastomosis and 26 patients agreed endoscopic stomach after surgery 

from 3-24 months, they found that: not observed 

pancreaticogastrostomy anastomosis is 42.3%, inflamed colonic 

anastomotic position 15.4% and 50% of patients stagnant 

anastomotic pancreatic bile in the stomach. 

4.10. Overal Survival after pancreaticoduodenectomy 

 Among 44 patients ampulla of Vater cancer underwent 

pancreaticoduodenectomy, 43 patients monitored. In particular, 

patients were monitored for 60 months, and the longest is the shortest 

track patients 3 months. By the end of December 31, 2015, of the 44 

patients had 25/44 (56.9%) patients alive, 15/44 (34.0%) patients 

died and 4/44 (9.1%) loss of information (table 3.41). The average 

survival time predicted by Kaplan - Meier 36.80 ± 3.39 months 

(Table 3:42). Shiba H (2013), studied 30 patients ampulla of Vater 

cancer underwent pancreaticoduodenectomy. Results: The 5-year 

survival after surgical was 83.4%. 

4.11. Prognostic factors for survival time after surgical 

 The mean survival time after surgical was significantly 

differences between the stages of the disease (P <0.05). Similarly, the 

mean survival time after surgery have a big difference to the type of 

cell differentiation (table 3.45), the difference was statistically 
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significant (p <0.05). Klein F (2014), with 134 patients underwent 

pancreaticoduodenectomy which the tumor is smaller than 2 cm was 

53 (37%) and large 2 cm was 90 (63%), with more than half the 

differentiated cancer cells just 75 (52%), poorly differentiated 52 

(36%) and well differentiated only 10%. Result: one year lifetime and 

5 years after surgical was 75% and 40%. 
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CONCLUSION 

 

By studying 44 patients with ampulla of Vater cancer 

underwent pancreaticoduodenectomy at Hue Central Hospital from 

2010 to 2016, we was drawed some conclusions as follows: 

1. The clinical and preclinical ampulla of Vater cancer 

- Ampulla of Vater cancer was occured any ages, but most commonly 

between the ages of 41- 60 accounted for 52.2% rate and an average 

age of 56.1. Men were more than women, the proportion of male: 

female = 2.1. 

- Clinically manifestation disease with anorexia and fatigue was 

59.1% and 50.0%, vomiting and fever was 9.1% and 56.8%, body 

weight loss was 6.8%. Obstructive bile syndrome is quite clear: 

100% patients has been abdominal pain, jaundice was 88.6%, itchy 

and enlarged liver was 56.8% and 25.0%. 

2. Specifications and evaluation results of ampulla of Vater after 

pancreaticoduodenectomy 

- Classic Whipple procedure was 79.5% and modifier Whipple 

procedure was 20.5% in ampulla of Vater cancer is safe and 

effective. The overall complications was 31.8%; including: detecting 

pancreatic 2.3%, 6.9% bleeding, acute pancreatitis 13.6% transient 

(occurring a few hours after surgery and lasted for several days), 

6.8% residual abscess , delayed gastric emptying complications 

6.8%, 4.5% wound infection, anastomotic probe intestinal bile 2.3%. 

No postoperative mortality. No difference in mortality between the 

two surgical methods. 

- The mean survival time after surgical was 36.8 months relatively 

good results. Degree of cell differentiation and stage effects to a 

statistically significant survival time after surgery. 

 


