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Female, 66 year-old patient complain-
ing of stomach pain. On January 27, 2007,
the patient presented asudden, dull achein
the epigastric region, with noirradiation or
trigger factor that improved with the use of
symptomatic medication. The patient re-
mained asymptomatic for approximately
one month, when the epigastric pain re-
turned upon ingestion of fatty food, but
now with higher intensity, demanding
emergency treatment. She denied vomiting,
choluria, acholiaor fever. Investigation on
an out-patient basis was indicated for the
suspicion of hepatitis, and the patient was
submitted to abdominal ultrasonography
and computed tomography.

One week later, the patient presented a
new episode of epigastric pain followed by
vomiting, choluria and acholia, and on
February 28, 2007 she was admitted to
Hospital de Clinicasde Niter6i, RJ, Brazil.
During her hospital stay, the patient re-
ported improvement of the algic symp-
tomatology with null diet and underwent

magnetic resonance cholangiography. The
only relevant fact in the patient’s previous
history was a cholecystectomy ten years
ago. At clinical examination, theonly find-
ing was jaundice (2+/4+). Laboratory tests
demonstrated cholestasis indicators with

high levels of bilirubin (remarkably direct
bilirubin), TGO and TGP, as well as alka-
line phophatase and gamma-GT. Also, CA-
19-9 serum levels were high. Serum amy-
lase and lipase levels were normal.

Figure 1. A: Contrast-enhanced abdominal computed tomography B: Upper abdominal ultrasonography.
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Figure 2. A,B,C,D: Upper abdominal magnetic resonance cholangjography.
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Images description

Figure 1. A: Contrast-enhanced ab-
dominal computed tomography B: Upper
abdominal ultrasonography. The sono-
graphic image (impaired by the excessive
presence of intestinal gas) and the CT im-
age demonstrate dilatation of the extrahe-
patic biliary tract. No abnormality is ob-
served in the pancreatic duct and head.

Figure 2. A,B,C,D: Upper abdominal
magnetic resonance cholangiography. A
polypoid mass is observed in the major
papilla of the duodenum, in association
with choledocal dilatation with poorly fac-
eted calculi. On the reconstructed image,
distal interruption of the irregular lumen,
neither abrupt nor filiform, is observed.

Diagnosis: Adenomain the hepatopan-
creatic ampulla.

COMMENTS

Adenomas are the most common tu-
mors of the hepatopancreatic ampulla
(0.04-0.12% of necropsies), being lessfre-
quently found than malignant lesions in
thisstructure. Other benign tumors such as
lipomas, hamartomas, fibromas and neuro-
genic tumors may be found in this region.
Typically, these tumors do not present any
sex predilection, and mean age of patients
is about 60 years™?.

These tumors may achieve 4 mm to 7
cm in size and, although extremely small
tumors may be asymptomatic, 75% of pa-
tientsare symptomatic at the moment of the
diagnosis®®4),

The most frequent symptoms are the
following: non-specific abdominal pain
and jaundice (respectively 75% and 70%),
besides digestive hemorrhage (50%).
Laboratory tests demonstrate a cholestatic
pattern of jaundice, with high levels of bi-
lirubin — remarkably direct bilirubin —,
gamma-GT and alkaline phosphatase. In-
termittent episodes of pancreatitis are not
infrequent and high CA 19-9 serum levels
may be observed®,

Frequently, imaging findings demon-
strate coexistence with biliary lithiasis, and
a partial distal obstruction leading to a
“double lumen” pattern (dilatation of the
main biliary and pancreatic tract lumen),
which has not been found in the present
case. Most commonly, defective duodenal
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fillingisobserved asasinglefinding which
is extremely non-specific in this region,
and, also, the utilization of intravenous
contrast media (either gadolinium or io-
dine) is quite controversial in the differen-
tiation between malignant and benign tu-
mors of this region®®,

Considering that adenomas, particularly
the villous ones, present a high maligniza-
tion rate, aradical therapy must be consid-
ered for these patients©®®,

In summary, theimaging findings of the
present case demonstrate a picture of dila-
tation of extrahepatic biliary ducts, with
preserved main pancreatic ducts. Other
finding is defective filling of the chole-
docal lumen compatible with the presence
of poorly faceted and probably cholesterol-
rich calculi (which cannot be seen at com-
puted tomography). Additionally, aregular,
“polypoid” massis observed in the area of
the hepatopancreatic ampulla leading to
defective duodena lumen filling, and de-
termining a poorly regular transition with
the choledocal lumen (neither abrupt nor
filiform). Such mass measures approxi-
mately 3 cm, representing an argument
against a non-neoplastic disease of this

structure such as odditis (upto 1.5 cm) fre-
quently secondary to calculi impaction.

Thus, the suspicion of neoplastic lesion
was raised, notwithstanding the finding of
“primary” calculi (generally cholesterol-
rich and moulded by the choledocal lumen)
be poorly expected in periampullary malig-
nant diseaseswhich generally present abad
prognosis and extremely short survival. It
isimportant to remember that residual cal-
culi aregenerally faceted and usually cause
complications within up to three yearsfol-
lowing cholecystectomy.

The patient was submitted to endo-
scopic retrograde cholangiopancreato-
graphy with biopsy and excision of the le-
sion (Figure 3).

Final considerations

Asdemonstrated in the present case, di-
agnostic suspicion may be raised even be-
fore histopathological examination by
means of noninvasive methods in associa-
tionwith clinical and laboratory datain the
search of acomplete semiology of periam-
pullary lesions, facilitating the therapeutic
guidance. Adenoma in the hepatopan-
creatic ampulla must be considered by the

Figure 3. A,B,C,D: Endoscopic retrograde cholangiopancreatography demonstrating enlargement of the
major duodenal papilla. Papillotomy was performed, with extraction of poorly faceted, brownish calculi,
and extensive biopsy of the lesion.
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radiologist in the differential diagnosis of

lesions in this region.
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