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Several reports in the literature emphasize the 
usefulness of endoscopy during operative colonos-
copy.1' 2 The indications for colonoscopy during 
laparotomy are relatively well defined, and in-
clude localization of lesions and bleeding sites. 
There has been little reported on the use of 
intraoperative upper gastrointestinal endoscopy, 
and the indications for its use are poorly defined. 
Yet there are some situations in which it can be 
useful during the operative procedure. This 
paper illustrates the use of intraoperative fiber-
optic examination and biopsy of the upper gastro-
intestinal tract. 

Case report 

A 79-year-old white man was admitted to the 
hospital with a 7-week history of progressive jaundice 
and pruritus associated with intermittent chills and 
fever. In addition he complained of nausea and 
vomiting and had lost 22.7 kg. He was cachectic 
and icteric. The gallbladder was palpable on abdomi-
nal examination, but the liver was not enlarged. 

Pertinent abnormal laboratory data included a 
total bilirubin of 18 mg/100 ml. The blood urea 
nitrogen (BUN) was 40 mg/100 ml with a serum 
creatinine of 3.0 mg/100 ml. Contrast roentgen-
ography of the upper gastrointestinal tract demon-
strated a widened "C-loop" of the duodenum with 
effacement of the mucosa of the medial duodenal wall 
(Fig. 1). The clinical diagnosis was carcinoma of the 
pancreas. 
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Fig. I. Roentgenogram showing involvement 
of medial duodenal wall by tumor. 

Efforts were made to restore renal func-
tion, and following this the patient un-
derwent abdominal exploration at which 
time a palpable mass was found in the 
head of the pancreas. N o regional lymph 
nodes suggestive of metastasis could be 
found, nor was there any evidence of 
metastasis to the liver, surfaces of the 
peritoneum, or mesentery. T h e only ac-
cessible area for biopsy was the tumor it-
self. Duodenotomy with biopsy of the 
medial duodenal wall was considered. 
However, the risks of the additional 
operative procedure, including the risk of 
spreading the tumor, caused us to con-
sider an endoscopic approach. 

T h e forward viewing Olympus G I F 
Esophagogastroduodenoscope was passed 
with no difficulty by combining the tech-
niques of direct vision passage with the 
aid of the anesthesiologist and laryngos-
copy. T h e instrument was guided to the 
region of the duodenum opposite the tu-

mor mass, at which point the tumor was 
invading the duodenal wall (Fig- 2). 
Biopsy specimens were taken and re-
ported on frozen section as adenocarci-
noma of the signet ring cell type (Fig. 3). 

Because of the patient's age, the poste-
rior fixation of the tumor, and his poor 
condition, no attempt at a curative re-
section was made. A cholecystojejunos-
tomy and gastrojejunostomy were per-
formed to relieve obstruction of the 
biliary and gastrointestinal systems. T h e 
patient had a prolonged gastric ileus post-
operatively. At the time of discharge 
jaundice cleared; he had no further 
pruritus, nausea, or vomiting. 

Discussion 

T h e risk of pancreatic biopsy by 
any technique has been attested to by 
many surgeons.3 Biopsy of lesions in 
the pancreas adds significantly to the 
risk of morbidity and mortality of any 
operative procedure. T h e possible 
complications include development of 
postoperative pancreatitis, pseudo-
cysts, pancreatic fistulas, spread of 
tumor cells, hemorrhage, and peri-
tonitis. Schultz and Sanders4 reviewed 
the case histories of 159 patients who 

Fig. 2. Endoscopic photograph showing tu-
mor involving duodenum. 
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Fig. 3. Endoscopic biopsy specimen showing normal mucosa with submucosal adenocarcinoma. 

had undergone pancreatic biopsy. In 
their series there were six deaths 
(3.8%), five of which were proven at 
autopsy to be related to the biopsy. A 
sixth patient died with a clinical pic-
ture of acute pancreatitis. They also 
reported nine nonfatal complications 
in their series; an overall complication 
rate of 9.5%. 

Nevertheless, a tissue diagnosis is 
often invaluable to confirm a clinical 
impression of a disease with a poor 
prognosis. In cases in which the clini-
cal diagnosis of malignant disease of 
the pancreas or ampulla is uncertain 
or equivocal, a positive biopsy is help-
ful, especially if pancreaticoduodenec-
tomy is being considered. A negative 
biopsy may assist in avoiding unneces-
sarily extensive procedures. If a pre-
viously unrecognized pancreatic tumor 
with duodenal involvement or tumor 

of the ampulla of Vater is discovered 
at surgery, intraoperative upper gas-
trointestinal endoscopy can be useful. 

Summary 

When it is undesirable to open the 
duodenum for biopsy of a periampul-
lary lesion, or hazardous to biopsy an 
invading pancreatic lesion, a tissue 
diagnosis may be obtained quickly 
and easily with the fiberoptic endo-
scope and the assistance of the operat-
ing surgeon to guide the endoscopist 
to the area for biopsy. Then in many 
cases, opening the duodenum prior to 
resection or bypass procedures will not 
lie necessary. 
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